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Both  often 


Predominant 
• psychoneurotic 
anxiety 


Associated 
• depressive 
symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequent 
and/or  severity  of  grand  mal  seizures  me( 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdrawci 
may  be  associated  with  temporary  in-  ■ 
crease  in  frequency  and/or  severity  of  j 
seizures.  Advise  against  simultaneous  in-' 
gestion  of  alcohol  and  other  CNS  depres-'j 
sants.  Withdrawal  symptoms  (similar  to  “ 
those  with  barbiturates  and  alcohol)  have] 
occurred  following  abrupt  discontinuanc(| 
(convulsions,  tremor,  abdominal  and  mu! 
cle  cramps,  vomiting  and  sweating).  Kee 
addiction-prone  individuals  under  carefJ 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 

CONTINUING  MEDICAL  EDUCATION  CALENDAR 

JANUARY 


17  THE  MANAGEMENT  OF  PANCREATITIS.  Lester  F.  Williams,  Jr.,  M.D.,  Profes- 
sor of  Surgery,  Boston  University  Shool  of  Medicine;  Chief,  Gastrointestinal 
Section,  Department  of  Surgery,  University  Hospital,  Boston,  Massachusetts. 
Rhode  Island  Hospital,  George  Building  Auditorium,  10:00  A.M. 

22  NON-HODGKIN'S  LYMPHOMA,  AN  INTERDISCIPLINARY  ONCOLOGICAL 
CONFERENCE.  The  program  will  be:  "Cytomorphologic  Aspects,"  Reginald 
G.  Mason,  M.D.,  Ph.D.,  and  "Immunological  Approach,"  Zbigniew  A.  Za- 
wadski,  M.D.  The  Memorial  Hospital,  Richardson  I,  Lecture  Room,  12  Noon- 
1:30  P.M. 

24  HERPESVIRUSES  AND  HUMAN  CANCERS  - A STATUS  REPORT.  George  Miller, 
M.D.,  Associate  Professor  of  Pediatrics  and  Epidemiology,  Yale  University 
School  of  Medicine,  New  Haven,  Connecticut.  Rhode  Island  Hospital,  George 
Building  Auditorium,  10:00  A.M. 

28  CURRENT  PROBLEMS  IN  THE  UNDERSTANDING  AND  CONTROL  OF  LEUKE- 
MIA. The  program  will  be:  "Evidence  for  the  Role  of  Viruses  in  the  Patho- 
genesis of  Leukemia,"  Robert  Gallo,  M.D.,  Chief,  Laboratory  of  Tumor  Care 
Biology,  National  Cancer  Institute;  "Theory,  Current  Status,  and  Future  Pros- 
pects of  Immunotherapy  in  the  Control  of  Disease,"  Brigid  G.  Leventhal, 
M.D.,  Head,  Chemoimmune  Therapy  Section,  National  Cancer  Institute;  "Con- 
cepts of  Chemotherapy  and  Their  Application  to  the  Treatment  of  Myelo- 
cytic Leukemia,"  Edward  S.  Anderson,  M.D.,  Chief,  Department  of  Medicine, 
Roswell  Park  Memorial  Hospital,  Buffalo;  and  "Questions  Without  Answers 
— A Look  at  the  Human  Side  of  Leukemia  Management,"  Mrs.  Eugenia 
Schweers,  Parent  Consultant,  Division  of  Pediatric  Oncology,  Rhode  Island 
Hospital.  The  Symposium  will  be  held  in  George  Auditorium,  Rhode  Island 
Hospital  from  1:00-4:00  P.M.  For  information  contact  Doctor  Edwin  Forman, 
Rhode  Island  Hospital. 

31  MANAGEMENT  OF  ABDOMINAL  INJURIES.  Francis  C.  Nance,  M.D.,  Profes- 
sor of  Surgery  and  Physiology,  Louisiana  State  University  Medical  Center, 
New  Orleans,  Louisiana.  Rhode  Island  Hospital,  George  Building  Auditor- 
ium, 10:00  A.M. 


FEBRUARY 


13  CLINICAL  ACID-BASE  PHYSIOLOGY  AND  PARENTERAL  NUTRITION  AND  RE- 
NAL DISEASES.  James  C.M.  Chan,  M.D.,  Associate  Professor,  Department  of 
Child  Health  and  Development,  George  Washington  School  of  Medicine, 
Washington,  D.  C.  Kay  Auditorium,  Roger  Williams  General  Hospital,  10:30 
A.M.-12:00  P.M. 

18  PERSPECTIVES  IN  GENETICS  AND  GENETIC  COUNSELLING.  Topics  to  be  cov- 
ered include:  "Intra-Uterine  Diagnosis,"  Henry  L.  Nadler,  M.D.,  Given  Re- 
search Professor,  Northwestern  University;  "Screening  of  Inherited  Meta- 
bolic Disorders,"  Charles  R.  Scriver,  M.D.,  Professor  of  Pediatrics,  Associate 
Professor  of  Genetics,  McGill  University;  "Tay-Sachs  Disease:  Rhode  Island's 
Screening  Program,"  Daniel  P.  Perl,  M.D.,  Assistant  Professor  of  Pathology 
and  Laboratory  Medicine,  Brown  University;  "Problems  of  Parents  Whose 
Children  Have  Metabolic  and  Genetic  Disorders,"  Siegfried  M.  Pueschel, 
M.D.,  Assistant  Professor  in  Pediatrics,  Brown  University;  and  "Medical 
Implications  of  Chemical  Mutagenesis,"  Marvin  S.  Legator,  Ph.D.,  Professor 
of  Genetics  (Research),  Brown  University.  The  Providence  Marriott,  8:30- 
5:00.  Registration  will  be  $25.00.  For  information  call  Mrs.  Allen,  863-3337. 
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CARL  V.  ANDERSON,  M.D. 

Doctor  Carl  V.  Anderson,  a practicing  War- 
wick physician  for  more  than  20  years,  died 
unexpectedly  on  March  11,  1975.  He  was  60 
years  old. 

Doctor  Anderson  had  been  on  the  staff  of 
Kent  County  Hospital  for  more  than  20  years. 
Previously  he  was  on  the  staff  of  Roger  Wil- 
liams General  Hospital  in  Providence.  Doctor 
Anderson  had  been  chief  surgeon  at  Kent 
County  Hospital. 

Born  in  Sweden,  he  had  been  a resident  of 
Warwick  since  1954.  He  was  a Korean  War 
Veteran. 

Doctor  Anderson  was  a graduate  of  the  Uni- 
versity of  Rhode  Island  and  Jefferson  Univer- 
sity in  Philadelphia  in  1944.  He  served  his 
internship  at  Rhode  Island  Hospital. 

He  was  a diplomat  of  the  American  Board 
of  Surgeons  and  a fellow  on  the  American 
Board  of  College  Surgeons,  a member  of  the 
Rhode  Island  Chapter  of  the  American  Cancer 
Society,  the  Daland  Cancer  Society,  Provi- 
dence Surgical  Society,  Rhode  Island  Chapter 
of  American  College  of  Surgeons,  and  past 
president  of  the  Kent  County  Medical  Society. 
He  was  also  a member  of  the  Rhode  Island 
Medical  Society  and  the  American  Medical 
Association. 

▲ A A 

GEORGE  W.  BELLANO,  M.D. 

Doctor  George  Bellano,  a Providence  physi- 
cian for  over  50  years,  died  on  February  23, 
1975.  He  was  76  years  old. 

Bom  in  Providence,  he  graduated  from 
Tufts  University  Medical  School.  He  was  on 
the  staff  at  Rhode  Island  Hospital,  Roger  Wil- 
liams General  Hospital,  and  St.  Joseph’s  Hos- 
pital. 

He  was  an  Army  Veteran  of  World  War  I. 

Doctor  Bellano  w^as  a member  of  the  Provi- 
dence Italian- American  Club,  The  Providence 
Medical  Association,  the  Rhode  Island  Medi- 
cal Society,  and  the  American  IMedical  Asso- 
ciation. 

AAA 

NATHAN  BOLOTOW,  M.D. 

Doctor  Nathan  Bolotow’,  a Providence  physi- 
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cian,  who  specialized  in  ear,  nose  and  throat 
medical  practice  died  on  October  31,  1975. 

He  was  a trustee  and  vice  president  of  the 
Jewish  Home  for  the  Aged,  a member  of  the 
Board  of  directors  of  Jewish  Family  and 
Children’s  Seiwice,  and  its  president  from 
1955  to  1960.  He  also  served  on  the  board  of 
directors  and  allocations  committee  of  the 
Jewish  Federation  of  Rhode  Island  and  was 
chairman  of  its  medical  division. 

Doctor  Bolotow'  was  cited  three  times  for 
his  w'ork  in  behalf  of  emotionally  disturbed 
children.  After  graduating  from  Tufts  Univer- 
sity Medical  School  in  1917,  he  served  over- 
seas as  an  Army  medical  officer  in  World  War 
I.  He  had  been  an  instructor  in  the  Rhode 
Island  and  Memorial  hospitals’  schools  of  nur- 
sing, at  the  American  Academy  of  Plastic 
Surgery,  New  York  City,  and  in  nasal  plastic- 
surgery  at  the  American  Academy  of  Oto- 
laryngology. After  his  retirement,  he  served 
as  consultant  for  most  of  the  hospitals  he  was 
active  in. 

He  was  a member  of  the  Providence  Medi- 
cal Association,  American  Medical  Association, 
Rhode  Island  Medical  Society,  and  the  New^ 
England  Otolaryngologic  Society  and  its  Amer- 
ican Academy. 

Doctor  Bolotow  was  born  in  Providence  on 
April  23,  1894. 

AAA 

ALFRED  A.  CALDARONE,  M.D. 

Doctor  Alfred  A.  Caldarone,  a Providence 
physician  for  more  than  30  years  before  his 
retirement  in  1955,  died  on  January  12,  1975. 
He  was  86  years  old. 

Born  in  Providence,  he  was  a graduate  of 
LaSalle  Academy  and  Harvard  Medical  School. 

Doctor  Caldarone  served  as  a captain  in  the 
Army  Medical  Corps  in  France  during  World 
War  I.  He  interned  at  Episcopal  Hospital  in 
Philadelphia,  Massachusetts  General  Hospital 
in  Boston,  and  St.  Joseph’s  Hospital  in  Provi- 
dence. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
and  the  American  Medical  Association. 

(Continued  on  page  5) 
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Profile  "20" 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

albumin 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

CHANGING  ECONOMIC  CONDITIONS, 
INCREASING  LOSS  RATIOS 
and 

INSUFFICIENT  PREMIUM  RESERVES 
ARE  BEGINNING  TO  BRING  ABOUT 
DRASTIC  CHANGES 

in 

NATIONAL  AND  REGIONAL 
ASSOCIATION  GROUP  DISAB.LITY 
INCOME  POLICIES!! 

Those  Members  who  would  like  further  in- 
formation of  the  impending  problems  of 
"Mail-Order"  Insurance  which  lie  just  ahead 
may  obtain  further  information  by  contact- 
ing us  via  'phone  or  mail 

- NO  OBLIGATION  - 

R.  A.  DESROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 


mEALTH  HAVENS 

A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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HOT  TOO  LITTLE 


Na3 

As  potent  as  the  pain  it  relieves 


e.3.the  pain  of 
sprains  and  strains 


■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 

; and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  It 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

Cii  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

i codeine  phosphate'(32  4 mg)  gr  ''2 

I Each  tablet  also  contains  aspirin  gr  S'-;-,  phenacetm  gr  2 caffeine  gr  )'2. 'Warning -may  be  habit-form Ing 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


Effectiveness  across 
the  spectrum  of  most 
common  forms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical" patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Awake 

I REM 

1 Stage  1 


Stage  2 
Stage  3 
Stage  4 


1 


2 


3 


4 


5 


Awake  too  long 


Awake  too 


U 

during  the  night 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


Broad-spectrum 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 

( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(f  lurazepam  HCI ) 


^ 30^ 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nerv'ousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dr\' 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins  and  alkaline  phosphatase. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefkii 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


REFERENCES: 

1.  Karacan  1,  Williams  RL,  Smith  JR:  The 
sleep  laboratory  in  the  investigation  of 
sleep  and  sleep  disturbances.  Scientific 
exhibit  at  the  124th  annual  meeting  of  the 
American  Psychiatric  Association, 
Washington  DC,  May  3-7,  1971 

2.  Frost  JD  Jr:  A system  for  automatically 
analyzing  sleep.  Scientific  e.xhibit  at  the 
24th  Clinical  Convention  of  the  American 
Medical  Association,  Boston,  Nov  29- 
Dec  2,  1970:  and  at  the  42nd  annual 
scientific  meeting  of  the  Aerospace  Medica  ‘ 
Association,  Houston,  Apr  26-29,  1971 

3.  Vogel  GW:  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

4.  Dement  WC:  Data  on  file.  Medical 
Department.  Hoffmann-La  Roche  Inc., 
Nutley  NJ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 
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THOMAS  S.  FLYNN,  M.D. 

Doctor  Thomas  S.  Flynn,  a Woonsocket 
physician  for  59  years,  died  on  February  10, 
1975.  He  was  84  years  old. 

Born  in  Woonsocket,  Doctor  Flynn  gradu- 
ated from  Woonsocket  High  School  in  1909 
and  seven  years  later  received  his  doctor  of 
medicine  degree  from  the  University  of  \^er- 
mont  Medical  School. 

He  was  on  the  staff  at  Woonsocket  and 
Memorial  Hospitals.  He  had  also  served  as 
health  officer  of  the  City  of  Woonsocket. 

During  World  War  I he  was  commissioned  a 
captain  in  the  U.  S.  Army. 

Doctor  Flynn  was  a member  of  the  Woon- 
socket Medical  Association,  The  Rhode  Island 
Medical  Society,  and  the  American  Medical 
Association. 

AAA 

AURAY  FONTAINE,  M.D. 

Doctor  Auray  Fontaine,  an  active  psychi- 
atrist in  the  Woonsocket  area  for  many  years, 
died  on  June  30,  1975  at  the  age  of  74.  He  was 
born  in  Canada  on  August  4,  1900. 

He  attended  college  in  Montreal  and  grau- 
ated  from  the  Montreal  University  Medical 
School  in  1925. 

Doctor  Fontaine  was  on  the  staffs  of  the 
Woonsocket  Hospital,  Mercy  Hospital,  and 
Notre  Dame  Hospital. 

He  was  a member  of  the  American  Medical 
Association,  the  Rhode  Island  IMedical  Society, 
and  the  Woonsocket  Medical  Society. 

AAA 

FRANK  D.  FRATANTUONO,  M.D. 

Doctor  Frank  D.  Fratantuono,  a Providence 
physician  and  heart  specialist,  died  Novem- 
ber 8,  1975. 

He  was  born  in  Providence  on  April  1,  1919. 
He  graduated  from  Classical  High  School  in 
1928,  from  Tufts  College  in  1932,  and  from 
Tufts  Medical  School  in  1935.  He  interned  at 
Mercy  Hospital  in  Springfield,  Massachusetts. 
He  also  was  a staff  member  of  St.  Joseph’s, 
Our  Lady  of  Fatima,  and  other  hospitals  in 
the  Providence  area. 

Doctor  Fratantuono  was  president  of  the 
Medical  Society  in  1961,  director  and  vice 
president  of  the  Briarcliffe  Nursing  Home  in 
Johnston,  and  once  ran  as  an  unendorsed  can- 


didate for  state  senate.  He  began  his  practice 
in  1936  in  Providence. 

AAA 

LINLEY  C.  HAPP,  M.D. 

Doctor  Linley  C.  Happ,  a specialist  in  oto- 
rhinolaryngology for  many  years  in  the  Prov- 
idence area,  died  March  5,  1975  at  the  age  of 
76.  He  was  born  July  4,  1898. 

He  was  associated  with  the  Rhode  Island, 
Charles  V.  Chapin,  Pawtucket  Memorial  and 
Veterans  Hospitals. 

Doctor  Happ  graduated  from  Amherst  in 
1920  and  attended  medical  school  in  Louis- 
ville. 

He  was  a member  of  the  American  Medical 
Association,  the  Rhode  Island  IMedical  Society, 
and  the  Providence  Medical  Association. 

AAA 

HARRY  HECKER,  M.D. 

Doctor  Harry  flecker,  a practicing  Rhode 
Island  physician  since  1945,  died  on  April  15, 
1975.  He  was  65  years  old. 

Born  in  New  York  City,  he  was  graduated 
from  Cumberland  High  School,  Tufts  Univer- 
sity, and  Tufts  Medical  School.  Doctor  flecker 
was  on  the  staff  of  Pawtucket  Memorial  Hos- 
pital and  the  Miriam  Hospital. 

During  World  War  II,  Doctor  H'cker  served 
with  the  Army  in  the  Aleutian  Islands.  He 
held  the  I’ank  of  captain. 

He  was  a member  and  past  president  of  the 
Pawtucket  iMedical  Association,  a member  of 
the  Rhode  Island  Medical  Society,  and  a mem- 
ber of  the  American  Medical  Association. 

AAA 

ALPHONSE  V/.  LUPOLI,  M.D. 

Doctor  Alphonse  W.  Lupoli,  a practicing 
physician  in  W’anvick  for  36  years,  retired  in 
1966.  He  died  on  September  30,  1975  in  his 
home. 

Born  in  Providence,  December  9,  1903,  Doc- 
tor Lupoli  had  been  a resident  of  Warwick 
foi’  66  years. 

He  v/as  graduated  from  Classical  Hirh 
School  in  1929  and  the  University  of  Rhode 
Island. 

AAA 

FRANK  MacCARDELL,  M.D. 

Doctor  Frank  MacCardell  a Barrington  phy- 
sician, died  on  Friday,  November  28,  1975.  He 
\\as  born  in  Wilmington,  Delaware,  on  Octo- 
ber 3,  1896. 

Doctor  MacCardell  was  affiliated  with  Roger 

(Continued  on  page  8) 
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LEARY 

LABORATORY 


EKG:  This  service  is  now 
available  by  appointment  on  house 
calls  and  at  our  1 89  Governor  St. 
Laboratory. 

Profile  1 1 : A new 

inexpensive  grouping  of  the 
procedures  that  physicians  in  this 
area  frequently  order  to  obtain  a 
general  profile  of  their  patients, 
without  appointment.  The  fee  is 
$16.50  which  includes  the 
following  tests: 


Albumin 

Aik.  Phos. 

Glucose 

Cholesterol 

BUN 

Uric  Acid 

Calcium 

Total  Protein 

LDH 

Total  Bilirubin 

SGOT 

Phosphate 

L 


Triglycerides 

T4 

Hemogram 

(RBC,  WBC,  Hematocrit, 
Hemoglobin,  MCV,  MCH,  MCHC) 

LEARY  LABORATORY,  INC. 

43  Bay  State  Road,  Boston,  MA  02215 


THREE  PROVIDENCE  LOCATIONS 
655  Broad  St.  — 7:30-5:00  Mon.-Fri. 
189  Governor  St.  — 9:00-5:00  Mon.-Fri. 
Ill  Plain  St.  — 9:00-5:00  Mon.-Fri. 


NOTICE 

To  All  RIMS  Members 

In  addition  to  listing  your  name  in  the  Yel- 
low Pages  as  in  the  past,  the  New  England 
Telephone  Company  is  planning  an  additional 
listing  by  specialty  beginning  with  the  August 
1976  edition  of  the  Yellow  Pages.  This  new 
listing  will  apply  only  to  the  Providence  Yel- 
low Pages  edition  at  this  time. 

The  Council  at  its  meeting  on  January  12, 
1976  reviewed  this  matter  and  concluded  that 
it  is  an  individual  decision  each  physician 
must  make,  if  he  wishes  to  pay  for  the  addi- 
tional listing.  The  Council  does  not  consider 
participation  unethical. 

The  Telephone  Company  plans  to  contact 
physicians  in  mid-February. 


Allfaclive  S Fooctional  Offices 


Designers  S Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02304 
(Jet.  No.  Main  St.)  GAspee  1-5228 
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MALPRAGT1GE 

QUESTIONS 

Depend  on  Staikweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepley;  nc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


January,  1976 
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Williams  Hospital  as  an  otolaryngologist  and 
facial  plastic  surgeon  until  1970. 

He  graduated  from  the  University  of  Dela- 
ware and  was  a fruit  rancher  until  1924,  when 
he  entered  Hahnemann  IMedical  School  in  Phil- 
adelphia. He  graduated  in  1928. 

Doctor  iMacCardell  was  a member  of  the 
Rhode  Island  Country  Club,  American  iMedical 
Association,  Rhode  Island  iMedical  Society, 
Centurion  Club,  American  College  of  Aller- 
gists, and  American  College  of  Plastic  Sur- 
gery. He  was  also  an  Amiy  veteran  of  World 
War  I. 

AAA 

OMER  H.  MASSE,  M.D. 

Doctor  Omer  H.  iMasse,  a Central  Falls  phy- 
sician died  on  January  23,  1975.  He  was  81 
years  old. 

Born  in  Fall  River,  Massachusetts,  he  at- 
tended Notre  Dame  University  and  Laval  Uni- 
versity Medical  School.  He  was  on  active  medi- 
cal staff  at  the  Memorial  Hospital  in  Pawtuc- 
ket and  Notre  Dame  Hospital  in  Central  Falls. 

Doctor  Masse  was  a member  of  the  Pawtuc- 
ket Medical  Society,  the  Rhode  Island  Medical 
Society,  and  the  American  Medical  Associa- 
tion. 

AAA 

EMILIO  J.  MONTI,  M.D. 

Doctor  Emilio  J.  Monti,  a practicing  physi- 
cian in  Providence  for  more  than  46  years, 
died  On  February  15,  1975. 

He  has  served  as  town  physician  and  police 
surgeon  in  the  town  of  Johnston  for  24  years. 
He  was  on  the  staff  of  Our  Lady  of  Fatima 
Unit  of  St.  Joseph’s  Hospital,  Roger  Williams 
General  Hospital,  and  St.  Joseph’s  Hospital. 

Born  in  Buenos  Aires,  Argentina,  he  came 
to  this  country  71  years  ago.  He  graduated 
from  LaSalle  Academy,  Providence  College, 
and  Tufts  Medical  School.  He  served  his  in- 
ternships in  Flushing  Hospital,  New  York  and 
Pawtucket  Memorial  Hospital. 

He  was  a member  of  the  Pro\ddence  iMedi- 
cal  Association,  the  Rhode  Island  Medical 
Society,  and  the  American  iMedical  Associa- 
tion. 

AAA 

GERTRUDE  MULLER,  M.D. 

Doctor  Gertrude  Muller,  a pediatrician  and 
psychiatrist  who  retired  in  1957,  died  on 


Thuisday,  October  23,  1975  at  Rhode  Island 
Hospital. 

She  was  a 1920  graduate  of  the  University 
of  Berlin,  and  practiced  in  Germany,  Italy 
and  England  before  coming  to  Providence. 

Doctor  Muller  was  affiliated  with  the  Amer- 
ican Medical  Association  and  its  Psychiatric 
Association  and  the  Rhode  Island  Medical  So- 
ciety. From  1941  to  1947  she  was  on  the  staff 
of  Emma  Pendleton  Bradley  Home,  East  Prov- 
idence. 

AAA 

PAUL  NEIBERG,  M.D. 

Doctor  Paul  Neiberg,  a practicing  psychi- 
atrist in  Providence  and  Pawtucket  for  the 
last  17  years,  died  January  10,  1975.  He  was 
51  years  old.  Born  in  Riga  Latvia,  he  was 
graduated  from  the  University  of  Heidelberg 
iMedical  School  in  1950  and  cams  to  the  Uni- 
ted States.  He  served  his  internship  in  Quincy 
City  Hospital  and  received  training  in  phy- 
chiatry  at  the  Northampton  State  Hospital, 
Massachusetts. 

Doctor  Neiberg  had  been  associated  with 
Fuller  Memorial  Sanitarium  in  South  Attle- 
boro, Butler  Hospital  and  Miriam  Hospital  in 
Providence,  and  Memorial  Hospital  in  Paw- 
tucket. 

He  was  a mem.ber  of  the  Pawtucket  and 
Providence  Medical  Associations,  the  Rhode 
Island  Medical  Society,  American  Medical  As- 
sociation, the  American  Psychiatric  Associa- 
tion, and  the  Rhode  Island  branch  of  that 
Association. 

AAA 

WILLIAM  NERONE,  M.D. 

Doctor  William  S.  Nerone,  a member  of  the 
surgical  staffs  of  three  Rhode  Island  hospitals 
died  February  23,  1975.  He  was  63  years  old. 

Born  in  Bristol,  he  was  a graduate  of  La- 
Salle Academy,  Boston  College,  and  the  Geor- 
getown University  Medical  School. 

Doctor  Nerone  served  in  the  Army  IMedical 
Corps  during  World  War  II  and  attained  the 
rank  of  major. 

He  was  a member  of  the  surgical  staffs  of 
St.  Joseph’s,  Our  Lady  of  Fatima,  and  Roger 
Williams  Hospitals.  Doctor  Nerone  was  a 
member  of  the  Providence  iMedical  Association, 
the  Rhode  Island  iMedical  Society,  and  the 
American  Medical  Association. 

AAA 

(Continued  on  page  9) 
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Rx  Sugar  Free  Pharmaceuticals 

Do  you  need  to 

Rx  Sugar-Free  Cough  Medicines?? 

readily  available  at  any  pharmacy? 

Prescribe  with  confidence  our  Rx  specialties 


Tussirex  w/codeine,  Syrup  or  SUGAR  FREE 

Class  5,  Welfare  approved  in  R.  I.  and  Mass. 
Each  oz.  (30cc.)  contains:  Codeine  Phosphate  I gr.  (warn- 
ing: May  be  habit  forming);  Pheniramine  Maleate  80  mg.; 
Phenylephrine  Hydrocloride  25  mg.;  Sodium  Citrate  500  mg.; 
Sodium  Salicylate  500  mg.;  Caffeine  Citrate  150  mg.;  L-Men- 
thol  I mgm.  and  Preservative  0.02%. 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 

Class  3,  Welfare  approved  in  R.  I.  and  Mass. 

COMPOSITION:  Each  oz.  (30cc.)  contains:  Dihydroco- 
deinone  Bitartrate  15  mg.  (Warning:  May  be  habit  forming ) ; 
Phenylephrine  Hcl.  30  mg.;  Phenylpropanolamine  Hcl.  30 
mg.;  Pheniramine  Maleate  80  mg.;  Glyceryl  Guaiacolate  480 
mg.;  Methylparaben  0.18%;  Propylparaben  0.02%  and  Alco- 
hol 5%  by  volume. 


Partial  List  of 

Scot-Tussin  Reg.  Syrup 
Scot-Tussin  FORTE  Reg.  Syrup 
Scot-Tussin  Sugar  Free  Liq. 
Scot-Tussin  Cort  Lotion 
Scot-Tussin  Secobarb  Caps 
Tussirex  Sugar  Free  Liq. 

Vita-Plus  G Caps. 

Vita-Plus  B 12  Inj. 

Vita-Plus  H Caps. 


S-T  Specialties 

Scot-Tussin  Sugar-Free  Liq. 
Scot-Tussin  Decongest  Caps. 
Scot-Tussin  Febrol  Tabs 
Tussirex  with  Codeine  Syrup 
Vita-Natal  Caps. 

Vita-Plus  H.  Liq. 

Vita-Plus  H Half  Liq. 

Strength,  Sugar  Free 
(hematinic) 


Scot-Tussin  Medical  & Surgical  Supply  Div. 


Dealers:  B-D;  J & J;  Sherwood  MONOJECTS;  Graham  Professional 
paper  products;  Will-Ross;  ART  STEEL  (Steelmaster)  Office  Furniture, 
and  many  other  lines  of  surgical  instruments  and  supplies.  For  person- 
alized, honest,  prompt  service  from  our  large  stock  phone 

Linda,  Rita,  Katherine,  Michelle  or  Louis  J,  Scotti,  3rd,  or  Louis  J. 
Scotti,  Vice-president  and  request  our  6 page,  up-dated  price  list.  Free 
delivery  in  the  Providence,  Metropolitan  area  whenever  possiblq  or 
shipments  everywhere  by  UPS  FOB  our  warehouse. 


SCOT-TUSSIN 


PHARMACAL  CO.,  INC. 


CRANSTON,  R.  I.  02920 

Tel.  (401)  942-8555 


How  to  make 
orange  juice 

really 
effective 
K*  therapy 


and  supply  the  chloride 
most  patients  need  with 
potassium  supplementation 

Potassium-"rich"  orange  juice  actually  only 
contains  about  1 meq.  per  ounce.  To  reach 
effective  maintenance  levels,  your  patients  would 
have  to  drink  about  40  ounces  of  orange  juice 
a day. 

But  now,  new  orange -flavored  Kay  Ciel  mixes 
tastily  with  your  patient's  morning  juice,  one 
tablespoon  supplying  20  meq.  each  of  elemental 
potassium  and  chloride. . . . About  four  times  the  K ^ 
in  orange  juice  alone.  Repeat  in  the  evening  for 
a full  therapeutic  regimen.  Or,  if  you  want  your 
patient  to  avoid  the  extra  calories,  new  orange- 
flavored  Kay  Ciel  tastes  great  by  itself  in  four 
ounces  of  water. 

You  can  be  $ure  your  patients  will  get  the  KCI 
they  need ...  in  a way  they’ll  like. 


New  orange- 
flavored 
Kay  Ciel* 

(potassium  chloride  10%) 

Elixir 

The  only  orange-flavored 

KCI  Elixir 


Advantages  over 
tablets  and  diet: 

1.  Low  dose 

2.  Preferred  liquid  form 

3.  Low  calories 

4.  Physician  control 


KAY  CIEL®  Elixir 

(potassium  chloride  10%) 

Description:  Each  15  ml.  (table- 
spoonful) elixir  contains: 

Potassium  Chloride 1-5  g. 

(supplying  20  meq.) 

Alcohol  4%  in  a palatable  base.  Con- 
tains no  sugar. 

Indications:  Treatment  and  preven- 
tion of  potassium  deficiency  occur- 
ring especially  during  thiazide 
diuretic  or  corticosteroid  therapy, 
digitalis  intoxication,  low  dietary  in- 
take of  potassium,  or  as  a result  of 
excessive  vomiting  and  diarrhea  and 
for  correction  of  associated  hypo- 
chloremic alkalosis. 
Contraindications:  Impaired  renal 
function,  untreated  Addison’s  Dis- 


ease, dehydration,  heat  cramps  and 
hyperkalemia. 

Warnings:  Do  not  use  excessively. 
Precautions:  Administer  with  caution 
and  adjust  to  the  requirements  of  the 
individual  patient.  The  patient  should 
be  checked  frequently  and  periodic 
ECG  and/or  plasma  potassium  lev- 
els made.  Use  with  caution  in  pa- 
tients with  cardiac  disease.  In  hypo- 
kalemic states,  attention  should  be 
directed  toward  the  correction  of  the 
frequently  associated  hypochloremic 
alkalosis.  Patients  should  be  cau- 
tioned to  adhere  to  dilution  instruc- 
tions. 

Adverse  Reactions:  Potassium  intox- 
ication indicated  by  listlessness, 
mental  confusion,  paresthesia  of  the 
extremities,  weakness  of  the  legs. 


flaccid  paralysis,  fall  in  blood  pres- 
sure, cardiac  depression,  arrhyth- 
mias, arrest  and  heartblock.  Vomit- 
ing, nausea,  abdominal  discomfort 
and  diarrhea  may  occur. 

Dosage  and  Administration: 

One  15  ml.  tablespoonful  (20  meq.  of 
potassium  chloride)  diluted  in  4 
ounces  of  water  or  fruit  juice  twice 
daily  (preferably  after  a meal),  or  as 
directed  by  physician. 

Overdosage:  In  case  of  excessive 
use  resulting  in  hyperkalemia  or  po- 
tassium intoxication,  discontinue  use 
of  potassium  chloride  administration 
or  take  other  steps  to  lower  serum 
levels  if  indicated. 

How  Supplied:  Bottles  of: 

473  ml NDC  0041-0145-16 

3785  ml NDC  0041-0145-28 
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Gower  and  Co. 

Real  Estate 

Providence  751-8100  — Barrington  245-0100 


□ 

REALTOR* 


FOR  SALE 

BARRINGTON 


A superb  turn-of-the-century  mini  estate  on  over  an  acre  of  parklike 
grounds.  Three  floors  of  beautifully  decorated  and  remodeled  rooms  including 
master  bedroom  and  four  and  1/2  baths  make  this  home  suitable  for  any  size 
family.  One  half  block  from  the  harbor. 


We  have  a 
specialty  too. 

Office 

interiors. 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 

161  South  Main  Street. 

Providence,  Rhode  Island  02903 
Telephone  (401)  861-6010 

Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 
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NECROLOGY 

(Continued  from  page  8) 

MARIO  A.  NICOTRA,  M.D. 

Doc. or  Mario  A.  Nicotra,  a Wartvick  phy- 
sician, died  on  October  16,  1975  at  his  home. 

He  was  born  on  January  26,  1916  in  Rome, 
Italy.  He  was  graduated  from  the  University 
of  Rome  Medical  School  in  1941  and  began  his 
state  service  in  1953.  He  was  a member  of 
the  American  Medical  Association,  the  Ameri- 
can Psychiatric  Association,  and  the  Rhode 
Island  and  Kent  County  Medical  Societies. 

Doctor  Nicotra,  who  worked  as  a psychia- 
trist for  the  state  between  1953  and  1974,  re- 
signed as  chief  of  psychiatric  services  at  the 
IMH  last  year. 

AAA 

VINCENT  J.  ODDO,  SR.,  M.D. 

Eoctor  Vincent  J.  Oddo,  Sr.,  retired  chief  of 
surgery  at  St.  Joseph’s  Hospital,  died  Septem- 
ber 2,  1975,  at  his  home. 

Born  in  Palermo,  Italy  in  1891,  he  came  to 
this  country  at  age  four.  In  1916,  he  received 
Ids  medical  degree  at  the  University  of  Mary- 
land School  of  Medicine  and  served  his  intern- 
ship at  Mercy  Hospital  in  Baltimore.  In  1917 
he  moved  to  Providence  and  began  his  active 
practice  here. 

In  1918,  he  became  associated  with  St.  Jo- 
seph’s Hospital  in  Providence  and  was  ap- 
pointed assistant  urology  surgeon.  He  was 
also  associated  with  Roger  Williams  General 
and  Miriam  Hospitals  as  a surgeon  and  with 
Charles  V.  Chapin,  Notre  Dame,  Westerly, 
and  the  state  hospital  as  a consultant  urolo- 
gist. 

Doctor  Oddo  was  a state  medical  examiner 
from  1933  to  1936.  He  was  a member  of  the 
American,  Providence,  Rhode  Island  and  ]\Ial- 
pighi  Medical  Associations,  the  American  So- 
ciety of  Regional  Anesthesiologists,  and  was 
a fellow  of  the  American  College  of  Surgeons. 

AAA 

ALOIS  SVAGAN,  M.D. 

Doctor  Alois  Svagan,  a specialist  in  psychi- 
atry, died  on  July  2,  1975.  He  was  born  in 
Germany,  May  8,  1915. 

After  completing  college  and  medical  school 
in  Ljubljana,  Yugoslavia,  Doctor  Svagan  in- 
terned at  Miriam  Hospital  and  was  a resident 
at  the  Rhode  Island  Medical  Center  where  he 
lemained  on  the  staff  since  1964.  He  con- 

Khode  Island  Medical  Society  Necrology — 1975 


ducted  a part  time  private  practice  in  psychi- 
atry as  well. 

Doctor  S^agtin  was  a member  of  the  Amer- 
ican Medical  Association,  ths  Rhode  Island 
Medical  Society,  and  the  Providence  Medical 
Association. 

AAA 

BENJAMIN  F.  TEFFT,  M.D. 

Doctor  Benjamin  Franklin  Teft't,  an  active 
physician  for  67  years  in  Coventry  and  VvYst 
Warwick,  died  Tuesday,  Fekiuary  25,  1975  in 
a Warwick  nursing  home  at  the  age  of  99.  He 
was  born  in  Warwick  on  May  20,  1875. 

Doctor  Teff't  was  a former  Kent  County 
medical  examiner  and  had  been  on  the  staffs 
of  Rhode  Island  and  Kent  County  Memorial 
Hospitals. 

He  graduated  from  the  University  of  Mary- 
land in  1905  and  earned  his  medical  degree  at 
John  Hopkins  University  in  Baltimcre. 

Doctor  Tefft  was  a past  president  of  the 
Kent  County  and  Rhode  Island  Medical  So- 
cieties, and  he  was  medical  officer  of  the 
Kentish  Guard  of  East  Greenwich  with  the 
rank  of  colonel. 

AAA 

HENRY  E.  UTTER,  M.D. 

Doctor  Henry  E.  Utter,  a Providence  physi- 
cian, died  December  28,  1975.  He  was  92  years 
of  age. 

Doctor  Utter  was  born  in  Westerly  on  Ajiril 
9,  1883.  He  was  educated  is  the  Westerly 
schools  and  received  his  bachelor  of  arts  de- 
gree in  1906  from  Amherst  Ccllege.  He  was 
graduated  in  1910  as  a doctor  in  medicine 
from  the  College  of  Physicians  and  Surgeons 
at  Columbia  University.  He  interned  at  Bos- 
ton Floating  Hospital  and  Rhode  Island  Hos- 
pital and  completed  his  training  at  Babies 
Hospital  in  New  York. 

At  vaiicus  times.  Doctor  Utter  served  on 
the  staffs  of  Rhode  Island,  Women  and  Infants 
and  Charles  Chapin  Hospitals.  He  was  presi- 
dent of  the  New  England  Pediatrics  Society 
for  two  years;  Rhode  Island  Academy  of  Pe- 
diatrics and  Providence  Medical  Association. 

Doctor  Utter  was  a member  of  the  Rhode 
Island  Medical  Society,  the  American  Board 
of  Pediatrics,  the  American  Medical  Associa- 
tion, the  Providence  Art  Club  and  the  Aga- 
wam Hunt  in  Rumford. 
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Nonsystemic  Glomerulonephritis 


Introduction  Of  Electron  Microscopy 
And  Immunofluorescence  Studies  Of 
Renal  Biopsy  Material  Has  Clarified 
Pathological  Classification 


By  J.  Gary  Abuelo,  M.D. 

Glomerulonephritis  (GN)  is  a rather  gen- 
eral term  used  to  denote  many  diseases  that 
affect  the  renal  glomeruli.  While  some  of  these 
diseases  such  as  acute  GN  may  demonstrate 
polymorphonuclear  infiltrates  and  other  ele- 
ments of  inflammation,  others  such  as  mem- 
branous GN  have  little  or  no  inflammatory 
changes.  The  term  GN  is  applied  to  the  renal 
involvement  of  many  systemic  diseases  such 
as  Goodpasture’s  syndrome,  Henoch-Schonlein 
purpura,  systemic  lupus  eiythematosus,  and 
bacterial  endocarditis.  It  is  also  used  to  name 
the  several  glomerular  conditions  which  do 
not  involve  extrarenal  tissue.  These  nonsys- 
temic glomerulonephritides  frequently  pro- 
gress to  chronic  renal  failure;  indeed  they  are 
the  cause  of  renal  insufficiency  in  25  to  50 
per  cent  of  patients  on  chronic  hemodialysis. 

The  pathological  classification  of  GN  has 
been  considerably  clarified  in  the  past  ten 
years  due  to  the  introduction  of  electron  mi- 
croscopy and  immunofluorescence  to  the  study 
of  renal  biopsies.  While  nomenclature  is  not 
yet  completely  standardized,  there  is  now 
agreement  on  the  main  pathological  features 
of  the  various  entities.  As  pathologists  became 
able  to  separate  out  the  different  entities,  it 
was  possible  for  clinicians  to  study  more  ho- 

J.  GARY  ABUELO,  M.D.,  Division  of  Renal  Dis- 
eases, Rhode  Island  Hospital. 

This  is  one  of  a series  of  papers  supported  by  the 
Continuing  Education  Program  of  the  Rhode  Island 
Health  Science  Education  Council. 


mogeneous  groups  of  patients.  The  result  is 
that  we  have  a much  better  idea  of  the  clinical 
course  and  response  to  treatment  of  the  vari- 
ous types  of  GN.  This  paper  will  briefly  re- 
view normal  glomerular  anatomy  and  will  go 
on  to  consider  the  clinico-pathological  char- 
acteristics of  the  major  forms  of  nonsystemic 
GN. 

NORMAL  GLOMERULAR  ANATOMY 
The  glomerulus  is  made  up  of  Bowman’s 
capsule  and  the  enclosed  capillary  tuft  (Fig- 
ure 1).  Bowman’s  capsule  is  a spherical  struc- 
ture with  an  outer  basement  membrane  and 
an  inner  lining  of  parietal  epithelial  cells.  It 
opens  out  into  the  proximal  tubule  in  one  area 
and  is  invaginated  by  the  capillary  tuft  in  an- 
other. This  latter  structure  is  formed  by  the 
afferent  arteriole,  which  enters  the  capsule 
and  divides  into  capillary  branches,  foiTning 
2-8  lobules.  Blood  entering  the  various  lobules 
passes  through  the  glomerular  capillaries,  re- 
collects and  exits  via  a single  efferent  arteriole. 
Each  lobule  is  made  up  of  a capillary  and  a 
supporting  connective  tissue  stalk  called  the 
mesangium,  which  is  composed  of  a ground 
substance  (mesangial  matrix)  and  the  special- 
ized cells  which  produce  it  (mesangial  cells). 
On  sectioning  the  glomerulus  the  relationship 
between  the  capillary  and  the  mesangium  is 
more  clearly  seen  with  the  mesangium  lying 
centrally  between  the  capillary  loops  (Figure 
2). 

(Continued  on  next  page) 
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Figure  1 Schematic  representation  of  the  glomer- 
ulus. The  afferent  arteriole  divides  into  several  cap- 
illary branches.  ^lost  of  these  have  been  cut  away  to 
show  a single  lobule  with  its  capillary  loop  and  its 
mesangial  stalk.  Blood  that  has  passed  through  the 
lobules  recollects  into  the  efferent  arteriole. 

\Mthin  Bowman’s  capsule  the  capillaries 
take  on  an  external  laysr  of  epithelial  cells. 
Thus,  as  seen  in  Figure  2,  the  capillary  wall 
is  made  up  of  the  endothelial  cell,  the  base- 
ment membrane,  and  the  epithelial  cell.  The 
latter  does  not  cover  the  basement  membrane 
in  a single  cytoplasmic  sheet,  but  sends  out 
finger-like  projections  which  interdigitate  with 
these  of  neighboring  cells.  These  projections 
are  usually  seen  on  cross  section  by  electron 
microscopy  and  are  called  foot  processes. 

PATHOLOGICAL  CLASSIFICATION 

The  nonsystemic  glomerular  diseases  may 
be  arbitrarily  divided  into  three  groups.  The 
lipoid  nephrosis  group  is  characterized  by  neg- 
ative staining  with  immunofluorescence  and 
often  by  a dramatic  response  to  corticoste- 
roids. The  immune  deposit  group  is  so  named 
because  it  resembles  by  light,  immunofluores- 
cent,  and  electron  microscopy  glomerulone- 
phritis produced  in  animals  by  the  glomeru- 
lar deposition  of  circulating  antigen  antibody 
complexes.  These  diseases  show  deposits  of 
immunoglobulin  and  complement  by  immuno- 
fluorescent  and  electron  microscopy  and  do  not 
respond  to  steroids.  Finally,  the  rapidly  pro- 
gressive glomerulonephritis  group  is  charac- 
terized by  the  presence  of  crescents  in  over 
60  per  cent  of  the  glomeruli. 

The  Table  (p.  13)  lists  the  various  diseases 
that  will  be  considered  along  with  their  major 
pathological  and  clinical  features. 


THE  LIPOID  NEPHROSIS  GROUP 
Lipoid  nephrosis,  also  known  as  minimal 
change  disease  and  nephiotic  syndrome  of 
childhcod,  is  responsible  for  two-thirds  of  the 
nephiotic  syndrome  occurring  in  children  less 
than  b years  old,  but  only  for  one  (piarter  of 
nephrotic  syndrome  occurring  in  adults.  Light 
microscopic  examination  o.'’  the  glomerulus  in 
these  patients  is  unremarkable,  and  immuno- 
fluorescence is  negative.  Tha  hallmark  of  this 
disease  noted  on  electron  microscopy  is  the 
“fusion  of  foot  processes,’’  wherein  the  epi- 
thelial cells  round  up,  withdrawing  tluir  foot 
processes,  and  the  basement  membrane  be- 
comes covered  by  a solid  sheet  of  cytoplasm. 

The  usual  clinical  picture  is  characterized 
by  the  sudden  onset  of  nephintic  syndrome. 
In  one-third  of  cases  this  may  be  preceo  'ed  by 
a few  days  by  an  upper  respiratory  infection 
or  a vaccination.  One  may  also  find  microsco- 
pic hematuria,  hypertension,  and  acute  renal 
failure  in  a small  percentage  of  cases.  Eighty 
(Continued  on  page  14) 


Fgure  2 Schematic  representation  of  a section 
through  a normal  glomerular  lobule.  The  mesangial 
area,  made  up  of  the  mesangial  cell  (M)  and  the 
mesangial  matrix  (MM),  lies  centrally  between  the 
capillaries.  The  capillary  lumen  (L)  is  separated 
from  the  urinary  space  (U)  by  the  endothelial  cell 
(E),  the  basement  membrane  (BM),  and  the  epithe- 
lial cell  (EP). 
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Microscop-  Asympto- 

Acute  renal  Nephrotic  ic  Hema-  Gross  matic  Pro-  Chronic  re-  Low  Com- 


I igiire  3 Schematic  representation  of  the  changes 
seen  in  membranous  GN.  Immune  deposits  (black)  are 
indicated  by  the  arrows  and  lie  between  the  base- 
ment membrane  and  the  epithelial  cell.  Spike-shaped 
projections  of  basement  membrane  are  seen  separa- 


ting the  deposits. 

per  cent  of  these  patients  will  respond  to  pred- 
nisone,  40-60  mg  per  day  for  4-8  weeks,  with 
a dramatic  remission  of  their  proteinuria.  Un- 
fortunately, some  two-thirds  of  these  steroid- 
responsive  patients  will  eventually  relapse  and 
follow  the  characteristic  course  of  having  one 
cr  many  relapses,  all  steroid  responsive,  oc- 
curring over  years  with  eventual  cure  and  no 
residual  renal  impaiinnent.  Cyclophosphamide 
has  been  used  successfully  in  this  group  to  in- 
duce permanent  remission  or  to  delay  relapse 
for  a year  or  more.  Since  cyclophosphamide 
therapy  is  often  complicated  by  alopecia,  azoo- 
speimia,  hemorrhagic  cystitis,  and  bone  mar- 
row depression,  its  use  is  generally  limited  to 
l>atients  who  have  developed  intolerable  side 
effects  of  steroids.  Death  occurs  in  as  many  as 
20  per  cent  of  adults  with  this  disease,  usu- 
ally due  to  pulmonary  embolism,  adrenal  in- 
sufficiency, or  infection,  and  very  rarely  to 
renal  failure.  The  etiology  of  lipid  nephrosis  is 


unknown. 

Focal  sclerosing  glomerulonephritis,  also 


known  as  focal  segmental  glomerulosclerosis 
and  focal  and  segmental  hyalinosis,  is  the 
cause  of  about  10  per  cent  of  the  nephrotic 
syndromes  seen  in  children  and  adults.  Ex- 
amination of  renal  biopsy  material  from  these 
patients  reveals  that  most  glomeruli  resemble 
those  of  minimal  change  disease  by  light,  im- 
munofluorescent,  and  electron  microscopy.  The 
disease  is  set  apart  from  the  previous  group, 
however,  by  the  appearance  of  acellular  scler- 
otic segments  in  some  glomeruli  at  the  cortico- 
medullary  junction.  These  segments  may  con- 
tain fatty  or  hyaline  deposits  and  may  stain 
for  C3  and  Ig]\I  or  immunofluorescence. 

The  usual  clinical  picture  is  that  of  neph- 
rotic syndrome  occasionally  accompanied  by 
microscopic  hematuria  or  hypertension.  This 
disease  may  also  present  as  asymptomatic  pro- 
teinuria or  chronic  renal  failure.  As  many  as 
25  per  cent  of  patients  with  focal  sclerosing 
glomerulonephritis  may  have  a dramatic  re- 
sponse of  the  proteinuria  to  corticosteroids  or 
cyclophosphamide.  Most  patients,  however,  fol- 
low a clinical  course  of  nephrotic  syndrome 
or  continuous  asymptomatic  proteinuria  un- 
affected by  treatment  and  ending  with  the 
gradual  progression  to  chronic  renal  failure. 
End-stage  renal  failure  occurs  as  early  as  one 
year  or  as  late  as  11  years  after  the  onset  of 
this  disease.  The  etiology  is  not  known.  This 
disease  often  recurs  in  the  transplanted  kid- 
ney, suggesting  that  it  is  induced  by  circulat- 
ing factors  in  the  patient’s  plasma. 

Occasional  patients  \\*ith  nephrotic  syn- 
drome have  had  lipoid  nephrosis  on  an  initial 
biopsy  and  have  had  focal  sclerosing  GN  on 
lollow-up  biopsy.  It  is  not  clear  whether  focal 
sclerosing  GN  was  present  initially,  but  was 
missed  because  of  its  focal  distribution,  or  if 
lipoid  nephrosis  progressed  to  this  less  be- 
nign form  of  GN. 

Mesangial  proliferative  glomerulonephritis 

is  the  least  well-known  of  diseases  in  this 
group.  The  pathological  appearance  is  char- 
acterized by  a diffuse  proliferation  of  mesan- 
gial cells  and  by  negative  or  scanty  immuno- 
fluorescent  staining.  Reports  in  the  literature 
on  the  clinical  course  of  these  patients  have 
been  conflicting,  with  some  patients  resistant 
to  steroids  going  on  to  chronic  renal  failure, 
while  others,  whether  responsive  to  steroids 
or  not,  go  on  to  clinical  cure. 
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THE  IMMUNE  COMPLEX  GROUP 

Membranous  glomerulonephritis  is  the  first 
immune  complex  type  of  disease  that  we  will 
consider.  It  is  responsible  for  about  10  per 
cent  of  childhood  and  adult  nephrotic  syn- 
dromes. The  pathological  hallmark  of  this  dis- 
ease is  the  granular  deposition  of  IgG  with  or 
without  complement  along  the  outside  of  the 
capillary  basement  membranes.  On  electron 
microscopy  these  deposits  are  seen  as  electron 
dense  areas  located  between  the  epithelial  cells 
and  the  basement  membrane  (Figure  3).  As 
the  disease  progresses,  club  or  spiked-shaped 
projections  from  the  basement  membrane  ap- 
pear between  these  deposits,  At  this  stage  the 
capillary  walls  appear  uniformly  thickened  on 
light  microscopy ; there  is  little  or  no  increase 
in  cellularity. 

The  majority  of  these  patients  have  a ne- 
phrotic syndrome  unresponsive  to  steroids  and 
accompanied  in  some  cases  by  microscopic  he- 
maturia, hypertension,  or  renal  failure.  The 
disease  follows  an  extremely  variable  course 
with  as  many  as  25  per  cent  of  patients  going 
on  to  a spontaneous  clinical  cure,  while  50  per 
cent  continue  to  have  nephrotic  syndrome  or 
proteinuria  and  25  per  cent  progress  to  chron- 
ic renal  failure  after  8-10  years  of  disease. 
Corticosteroids  and  immunosuppressive  agents 
have  no  effect  on  the  course. 

While  in  most  patients  with  membranous 
GN  no  cause  can  be  found,  in  10  per  cent  of 
patients  a primary  condition  may  be  discov- 
ered. The  most  common  conditions  are  neo- 
plasms, usually  lymphomas  or  carcinomas  of 
the  lung  or  bowel.  Membranous  GN  may  also 
complicate  therapy  with  gold,  penicillamine, 
Tridione®,  or  mercurials;  infections  such  as 
congenital  and  secondary  syphilis  and  Austra- 
lian antigen  positive  hepatitis;  autoimmune 
disease  such  as  systemic  lupus  and  sarcoidosis ; 
and  sickle  cell  anemia.  The  disease  often  im- 
proves if  the  primary  condition  can  be  treated. 

The  second  immune  complex  disease,  mem- 
branoproliferative  glomerulonephritis,  is  also 
known  as  mesangiocapillary  GN,  hypocomple- 
mentemic  GN,  or  lobular  GN.  This  disease 
causes  about  10  per  cent  of  childhood  and 
adult  nephrotic  syndrome.  The  pathological 
hallmark  is  the  deposition  of  immunoglobulin 
and  complement  along  the  capillary  walls  (on 
either  side  of  the  basement  membrane)  and  in 
the  mesangium  (Figure  4).  Furthermore,  the 
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Fijrue  4 Schematic  representation  of  the  changes 
in  membranoproliferative  GN.  Immune  deposits  are 
seen  in  the  mesangium  (I)  and  along  the  capillary 
wall  both  inside  (II)  and  outside  (III)  the  basement 
membrane.  The  mesangial  cells  (M)  extend  around 
the  circumference  of  the  capillary  accompanied  by 
mesangial  matrix  (MM). 

mesangial  cells  proliferate  and  extend  around 
the  circumference  of  the  capillary  lumen, 
making  their  way  between  the  basement  mem- 
brane and  the  endothelial  cell  and  bringing 
along  a layer  of  mesangial  matrix.  Since  mes- 
angial matrix  has  similar  staining  properties 
to  basement  membrane,  this  extension  of  the 
mesangial  matrix  gives  to  the  capillary  wall 
a “double  contour”  appearance  by  light  mi- 
croscopy. 

Membranoproliferative  GN  classically  pre- 
sents as  proteinuria  or  nephrotic  syndrome 
with  microscopic  hematuria.  Occasionally,  the 
patient  may  first  come  to  medical  attention  be- 
cause of  gross  hematuria  or  an  acute  GN 
type  of  picture  accompanied  by  acute  renal 
failure.  This  latter  group  of  patients  may  re- 
cover rapidly  from  the  renal  failure  and  be 
left  with  asymptomatic  proteinuria  or  micro- 
scopic hematuria.  About  one-half  of  the  pa- 
( Continued  on  next  page) 
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Figure  5 Berger’s  disease.  This  schematic  repre- 
sentation shows  immune  deposits  in  the  mesangium 
(arrows). 


tients  have  low  serum  C3  and  low  total  hemo- 
lytic complement  levels.  The  low  complement 
levels  have  been  attributed  to  the  presence  of 
C3  nephritic  factor  in  their  plasma.  Ihis  is  a 
poorly  characterized  protein  which  consumes 
complement  when  added  to  normal  serum.  The 
nephrotic  syndrome  usually  persists,  but  may 
remit  leaving  persistent  proteinuria.  End- 
stage  renal  failure  occurs  in  three-quarters  of 
these  patients  by  10  years  after  the  onset.  No 
treatment  is  effective  in  changing  the  s\Tnp- 
toms  or  ultimate  outcome  of  this  disease. 

INIembranoproliferative  GX  has  occasionally 
been  reported  in  association  with  chronic  Au- 
stralia antigen  positive  hepatitis  or  with  in- 
fected ventricular  atrial  shunts  used  in  the 
treatment  of  hydrocephalus.  In  the  vast  ma- 
jority of  patients,  however,  the  disease  is  of 
unknown  etiology.  Like  focal  sclerosing  glom- 
erulonephritis, this  disease  may  recur  in  the 
transplanted  kidney,  suggesting  the  presence 


of  circulating  factors,  perhaps  in  this  case 
circulating  immune  complexes. 

Cense  deposit  disease  is  responsible  for 
about  3 per  cent  of  childhood  and  adult  ne- 
phrotic syndrome.  Its  histological  appearance 
is  almost  identical  to  that  of  membranopro- 
liferativc  GX.  However,  in  addition  to  the 
pathological  featuies  already  described,  there 
are  extremely  eketron-dense  sausage-shaped 
(L posits  in  the  glomendar,  tubular,  and  Bow- 
man’s capsule  basement  membranes.  The  clin- 
ical picture,  subsequent  course,  ineffectiveness 
of  treatment,  and  recurrence  in  transplants 
ate  similar  to  those  in  membranoprolifsrative 
GX,  with  the  exception  that  dense  deposit  dis- 
ease is  not  associated  with  chronic  hepatitis 
or  “shunt  ’ infection.  It  is,  however,  associated 
with  an  unusual  condition  ki.own  as  partial 
lipodystrophy. 

The  fourth  cf  the  immune  deposit  glomeru- 
lonep.  ritide;.  is  Berger’s  Disease  or  IgA  mes- 
raigial  c eposit  disease.  Ihe  disease  is  char- 
acterized histologically  by  a variable  amount 
of  mesangial  cell  proliferation  and  the  pixs- 
ence  of  deposits  of  IgA  in  the  mesangia  of  all 
the  glomeruli  usually  accompanied  by  IgG  and 
complement  (Figure  5).  This  is  a fairly  com- 
mcn  nephropathy  accounting  for  between  o 
and  10  per  cent  of  renal  biopsy  material.  Clas- 
sically, this  disease  presents  as  an  episode  of 
gloss  hematuria  1-3  days  after  an  upper  res- 
piratory infection  (URI)  or  a nonspecific  gas- 
troenteritis. More  recently  it  has  been  recog- 
nized that  many  of  these  patients  may  pre- 
sent with  proteinuria  with  or  without  micro- 
scopic hematuria.  The  vast  majority  of  pa- 
tients with  Berger’s  disease  run  a benign 
ccurse  which  may  go  on  for  many  years.  One- 
lialf  of  the  patients  will  have  one  or  more 
episodes  of  gross  hematuria  characteristically 
following  an  URI.  The  other  patients  will  be 
completely  asymptomatic  with  urinalysis  oc- 
casionally yielding  normal  results,  occasionally 
showing  microscopic  hematuria  or  protein- 
uria, or  both.  On  long-teiTn  follow-ups  some 
10  per  cent  of  patients  eventually  go  on  to 
chionic  renal  tailure.  While  there  is  some  eve- 
dence  that  corticosteroids  may  eliminate  the 
episodes  of  gross  hematuria,  Berger’s  disease 
is  usually  not  treated. 

The  etiology  of  this  condition  is  unknown. 
However,  an  immune  complex  etiology  involv- 
ing the  IgA  class  of  antibodies  is  suggested 
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by  the  finding  of  Jg’A  deposition  in  normal- 
appearing  skin  in  these  patients,  reports  of 
elevated  serum  levels  of  IgA,  and  the  recur- 
rence of  this  disease  in  the  transplanted  kid- 
ney. 

Acute  glomerulonephritis,  otherwise  known 
as  difl'use  proliferative  or  poststreptococcal 
(IN,  is  the  last  of  the  immune  complex  dis- 
ease group.  Examination  of  lenal  tissue  dur- 
ing the  acute  stage  by  light  microscopy  re- 
veals a diffuse  cellular  proliferation  of  the 
glomeruli,  thought  to  involve  principally  the 
mesangial  cells,  and  infiltration  by  many  poly- 
morphonuclear leukocytes.  Granular  deposits 
of  complement  and  immimoglcbulin  are  seen 
l;y  immunofluorescence  along  the  capillary 
walls  and  in  the  mesangium.  Under  election 
microscopy  they  appear  as  large  electron- 
dense  deposits,  called  humps,  located  on  the 
outside  surface  of  the  capillary  basement 
membrane,  as  well  as  smaller  deposits  along 
the  inner  surface  of  the  basement  membrane 
and  in  the  mesangium. 

Eighty  to  90  per  cent  of  patients  have  a 
previous  history  of  an  upper  I'espiratory  in- 
fection or  sore  thi’oat  1-3  weeks  before  the 
onset  of  nephritis.  Alternatively,  pyodemia 
may  precede  the  onset  in  an  occasional  case. 
Frequently  one  can  document  a previous  strep- 
tococcal infection  vrith  culture  or  with  ASO 
titers.  Other  serological  tests  may  be  used  to 
increase  detection  of  previous  streptococcal 
infections,  e.g.,  antihyaluronidase,  antistrepto- 
kinase, antideoxyribonuclease  B,  and  anti- 
streptococcal  nicotinamide  adenine  dinucleoti- 
dase. In  10  to  20  per  cent  of  cases  of  acute 
glomerulonephritis  there  is  no  clinical  or  lab- 
oratory evidence  for  a streptococcal  infection. 
While  the  etiology  in  these  cases  is  usually 
unknown,  there  is  occasionally  a bacterial  en- 
docarditis, pneumococcal  pneumonia,  or  other 
acute  infection,  associated  with  the  glomeru- 
lonephritis. 

Clinically,  acute  glomerulonephritis  is  char- 
acterized by  edema,  gross  hematuria,  hyper- 
tension, proteinuria,  and  transient  mild  renal 
failure  with  oliguria.  Less  often  one  sees  anu- 
ria with  severe  renal  failure  or  fluid  overload 
resembling  congestive  heart  failure.  Patients 
typically  have  a low  complement  level,  but 
this  may  not  be  found  in  some  cases.  Prob- 
ably subclinical  acute  glomerulonephritis  is  far 
more  common  than  the  above-described  pic- 
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Figure  6:  A.  glomerulus  with  a typical  crescent;  B. 
Same,  higher  power. 

ture.  In  following  a large  group  of  children 
with  a streptococcal  infection  of  the  throat, 
15  per  cent  had  transient  falls  in  their  com- 
plement levels  or  minimal  abnormalities  on 
urinalysis.  On  renal  biopsy  these  patients 
were  demonstrated  to  have  acute  glomerulone- 
phritis. 

Following  the  acute  illness  patients  usually 
recover  their  renal  function.  However,  micro- 
scopic hematuria  may  persist  for  several 
months  and  low  grade  proteinuria  for  up  to 
2 years.  Rare  patients  with  acute  renal  fail- 
ure will  not  recover  and  will  require  dialysis. 
This  may  be  associated  with  the  presence  of 
many  crescents  on  the  initial  biopsy.  Long- 
teiTn  followup  of  a large  group  of  patients 
with  acute  glomerulonephritis  demonstrated 
that  low  grade  proteinuria  may  continue  for 
as  long  as  15  years,  that  one-half  of  patients 
go  on  to  develop  hypertension  and  a slight  or 
moderate  impairment  to  renal  function,  and 
that  two-thirds  of  patients  have  moderate  or 
advanced  sclerosis  on  repeat  renal  biopsy.  De- 
spite this  impressive  evidence  for  continued 
(Continued  on  next  page) 
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disease  activity  following  the  initial  episode, 
progression  to  end-stage  renal  disease  is  ex- 
tremely rare.  During  the  acute  nephritis  stage 
penicillin  may  be  used  for  treatment  of  the 
original  infection,  diuretics  and  salt  restric- 
tion for  the  volume  overload,  and  peritoneal  or 
hemodialysis  for  the  renal  failure. 

iucst  cases  of  poststreptococcal  glomeru- 
lonephritis are  felt  to  have  an  immune  com- 
plex pathogenesis  with  the  streptococcus  re- 
leasing antigen  into  the  patient’s  circulation. 
This  antigen  combines  with  specific  antibody 
produced  by  the  patient,  foiTning  circulating 
immune  complexes.  The  complexes  are  trapped 
in  the  glomerulus  in  the  mesangium  and 
along  the  capillary  wall  eliciting  an  inflam- 
matory reaction.  In  addition,  these  circulat- 
ing immune  complexes  trigger  the  complement 
cascade  leading  to  the  low  levels  of  total  he- 
molytic complement  and  C3  that  are  reported 
in  this  disease. 

RAPIDLY  PROGRESSIVE  GLOMERULONEPHRITIS 

This  disease,  also  known  as  malignant,  cres- 
centic, extracapillary,  and  subacute  GN,  is 
characterized  pathologically  by  the  presence 
of  crescents  in  more  than  60  per  cent  of  the 
glomeruli  (Figure  6). 

Clinically  one  observes  the  rapid  onset  of 
renal  failure  with  evidence  of  glomerular  dam- 
age such  as  hematuria  and  proteinuria.  About 
half  of  the  patients  have  oliguria,  and  a some- 
what smaller  percentage  have  hypertension 
and  nephrotic  range  proteinuria.  The  prog- 
nosis of  this  disease  is  closely  related  to  the 
percentage  of  glomeruli  involved  by  crescent 
formation.  When  less  than  80  per  cent  of  the 
glomeruli  are  involved  and  anuria  does  not 
occur,  there  is  a good  chance  for  partial  oi- 
complete  recovery  of  renal  function.  When  the 
patient  has  anuria  and  crescents  in  80-100  per 
cent  of  glomeruli,  the  prognosis  is  poor  de- 
spite therapy  with  anticoagulants,  antiplatelet 
agents,  and  immunosuppressive  agents. 

The  clinical  and  pathological  picture  of 
rapidly  progi’essive  glomerulonephritis  just 
described  may  occur  spontaneously,  but  in  one 
half  of  patients  it  represents  a malignant 
course  of  an  otherwise  more  benign  form  of 
GN.  Thus,  rapidly  progressive  GN  is  described 
in  polyareteritis  nodosa,  Wegener’s  granulo- 
matosis, Henoch-Schonelein‘s  purpura,  Good- 
pasture’s syndrome,  systemic  lupus  erythema- 
tosus, poststreptococcal  GN,  and  membrano- 
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proliferative  GN.  What  all  these  nephritides 
have  in  common  is  that,  when  they  are  par- 
ticularly severe,  they  cause  local  areas  of  ne- 
crosis of  the  glomerular  tuft.  A break  occurs 
in  the  capillary  wall,  allowing  spillage  of  whole 
blood  into  Bowman’s  space.  This  stimulates 
the  cells  of  Bowman’s  capsule  to  proliferate, 
forming  a crescent.  Earlier  studies  of  this  dis- 
ease with  immunofluorescent  microscopy  in- 
dicated that  most  patients  had  linear  immuno- 
fluorescence for  IgG,  strongly  suggesting  the 
presence  of  an  antibody  directed  against  the 
glomerular  basement  membrane.  However, 
more  recent  reports  indicate  that  only  10  to 
20  per  cent  of  patients  with  this  condition 
have  linear  immunofluorescence. 

CHRONIC  GLOMERULONEPHRITIS 
Chronic  GN  is  characterized  histologically 
by  a variable  amount  of  sclerosis  and  prolifer- 
ation by  light  microscopy.  It  is  a very  com- 
mon diagnosis  at  autopsy  of  patients  dying  of 
renal  disease  or  in  kidneys  from  patients  with 
end-stage  renal  disease  nephrectomized  prior 
to  transplantation.  While  it  may  represent  a 
separate  form  of  GN,  it  is  more  likely  a com- 
mon final  pathway  for  the  many  forms  of 
glomerular  diseases  discussed  here.  Clinically, 
patients  who  have  chronic  GN  on  renal  bi- 
opsy demonstrate  proteinuria,  variable  num- 
bers of  cells  and  casts  in  the  urine,  usually 
some  impairment  of  renal  function,  and  occas- 
ionally nephrotic  syndrome.  The  disease  often 
goes  on  to  end-stage  renal  disease,  but  may 
also  continue  unchanged  for  many  years. 

DIAGNOSTIC  APPROACH 
The  normal  function  of  the  glomerulus  is 
to  Alter  the  blood  — allowing  salts,  water,  and 
metabolic  waste  products  to  pass  into  the  ur- 
inary space,  while  retaining  red  cells  and  plas- 
ma proteins.  In  the  various  glomerulonephri- 
tides  discussed  above,  the  altered  glomerulus 
may  Alter  the  blood  at  a diminished  rate  lead- 
ing to  renal  insufficiency.  In  addition,  the  in- 
jured glomerulus  may  become  abnormally  per- 
meable to  red  cells  and  protein  giving  rise  to 
proteinuria  and  hematuria.  The  presence  of 
any  degree  of  these  three  manifestations  — 
renal  insufficiency,  proteinuria,  and  hematu- 
ria, whether  they  cause  symptoms  or  are  un- 
expected laboratory  findings  — suggests  the 
possibility  of  glomerulonephritis.  The  follow- 
ing evaluation  should  be  undertaken  to  eluci- 
( Continued  on  page  28) 
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Infections  In  Joint  Replacement  Surgery 


Measures  For  Diagnosis  And  Manage- 
ment Of  This  Serious  Complication  Are 
Outlined 


By  A.  A.  Savastano,  M.D. 

Except  for  death,  infection  is  unquestion- 
ably the  most  serious  complication  of  joint  re- 
placement surgeiy  and,  if  uncontrolled,  will 
almost  inevitably  produce  a disastrous  result. 

Infections  may  be  endogenous  or  exogenous. 
They  may  occur  either  as  (a)  an  early  in- 
fection or  (b)  a latent  infection.  Early  infec- 
tion may  be  defined  as  one  recognized  while 
the  patient  is  still  in  the  hospital,  and  latent 
infection  as  one  which  becomes  manifest 
weeks  or  months  later. 

There  appear  to  be  four  possible  reasons  for 
the  susceptibility  of  the  artificial  joint  to  in- 
fection : 

1.  A dead  space  inside  the  artificial  joint 
may  favor  the  survival  of  mildly  pathogenic 
organisms. 

2.  Such  organisms  may  be  destroyed  when 
the  joint  is  immobilized,  such  as  in  arthro- 
desis, but  may  survive  in  the  conditions  of 
mobility  following  an  arthroplasty. 

3.  Plastics  involved  in  the  implant  may  be 
harmful  to  the  tissues  and  therefore  favor  the 
persistence  of  mild  pathogenic  organisms. 

4.  Abscesses  and  sinuses,  especially  those 
presenting  several  months  after  operation, 
may  represent  a chemical  or  allergic  response 
to  plastic  and  may  not  be  primarily  of  bacteri- 
ological origin. 

A.  A.  SAVASTAXO,  M.D.,  Surgeon-in-Chief,  De- 
partment of  Orthopedic  Surgery,  Rhode  Island  Hos- 
pital; Clinical  Professor,  Orthopedic  Surgery, 
Brown  University  Medical  School. 


The  best  management  of  infection  is  to 
prevent  it.  Some  of  the  items  to  which  very 
careful  consideration  should  be  given  in  order 
to  prevent  infection  are: 

1.  Evaluation  of  the  patient  pre-operative- 
ly.  The  patient’s  general  condition  should  be 
thoroughly  studied.  If  he  is  debilitated,  his 
deficiency  should  be  corrected  prior  to  sur- 
gery. The  nuti’itional  state  of  the  patient  is 
important  if  satisfactory  healing  is  to  take 
place.  Serum  proteins,  fluid  volume,  blood 
counts,  and  electrolyte  balance  should  be  in 
good  order  prior  to  surgery  of  the  magnitude 
required  by  joint  replacement. 

2.  Careful  scrutiny  of  the  patient  for  sys- 
temic and  topical  infection.  Acne  or  other  su- 
perficial body  lesions,  urinaiy  tract  infection, 
and  chest  problems  should  be  corrected  prior 
to  institution  of  surgery. 

3.  Gastrointestinal  evaluation.  It  is  neces- 
sary to  assume  that  the  gastrointestinal  sys- 
tem is  in  good  working  order,  that  conditions 
such  as  colitis  and  gastroduodenal  ulcers  are 
under  control,  and  that  hemmorhoids  will  not 
be  a problem. 

4.  Preparation  of  the  patient  for  surgery. 

The  operative  site  should  be  thoroughly  and 
completely  prepared  in  the  operating  room, 
and  the  patient  properly  draped.  The  use  of 
a special  operating  room  for  implant  surgery 
and  the  reduction  of  tratfic  are  desirable.  Ade- 
quate and  proper  clothing  and  gloving  of  the 
operating  personnel  is  important. 

(Continued  on  next  page) 
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5.  Delicate  handling  of  tissues  and  rapid 
'oil'  careful  surgical  technique.  Tlie  longer  a 
large  wound  is  kept  open,  tlie  greater  the 
chance  of  infection. 

().  Previous  surgery  in  or  nenr  the  joint 
to  he  replaced.  As  far  as  the  hip  is  concerned, 
patients  who  have  had  a previous  arthro- 
plasty, an  intertrochanteric  osteotomy,  or  hip 
nailing  are  more  subject  to  infection  than 
those  in  whom  no  previous  surgery  has  been 
done.  Many  reports  are  available  to  support 
this  view.  Also,  patients  who  require  the  re- 
moval of  screws,  intramedullary  nails,  plates, 
cups,  or  endoprostheses  are  more  subject  to 
postoperative  infection. 

7.  Rheumatoid  arthritis  or  previously  in- 
fected, but  arrested  infections.  Joints  in  such 
cases  are  much  more  susceptible  to  infection. 

Among  other  factors  which  may  affect  the 
infection  rate  are: 

1.  Anticoagulation.  Prophylactic  anticoag- 
ulction  in  major  joint  replacement  surgery  is 
suspected  by  some  as  contributing  to  an  in- 
creased incidence  of  postoperative  infections. 
However,  no  convincing  figures  are  available 
in  this  regard.  Charnley  found  that  there  were 
6 per  cent  more  infections  among  patients 
who  were  receiving  anticoagulants  than  among 
these  who  were  not. 

2.  The  use  of  adhesive  plastic  film.  Some 
authors  doubt  the  value  of  adhesive  plastic 
film  and  maintain  that  stripping  off  the  skin- 
adhering plastic  could  conceivably  liberate  or- 
ganisms resident  in  the  skin,  thus  contributing 
to  the  infection  rate. 

3.  Double  gloves.  Double  gloves  are  used 
by  many  surgeons  doing  implant  surgery. 
There  is  no  report  available  appraising  the 
value  of  double  gloves  in  reducing  the  in- 
fection rate. 

4.  Wound  closure.  Careful  wound  closure 
is  of  paramount  importance.  However,  some 
authorities  with  extensive  experience  in  joint 
replacement  surgery  believe  that  wound  clos- 
ure is  probably  the  least  important  of  all 
factors  implicated  in  wound  infection. 

5.  Wound  suction.  We  agree  with  others 
that  wound  suction  is  desirable,  as  it  reduces 
the  incidence  of  hematomata  and  seromata, 
thereby  probably  contributing  to  a reduction 
in  the  rate  of  infection. 

6.  Clean  air  systems.  Charnley  has  reduced 
his  rate  of  infection  from  approximately  9 


per  cent  to  1.5  jier  cent  allegedly  by  institu- 
ting a system  of  300  air  changes  per  hour. 
However,  in  the  avei’age  well-ventilated  oper- 
ating room  in  the  United  States  with  air 
changes  of  20  times  per  hour  and  a bacterial 
count  of  not  more  than  5 colonies  ])er  cubic 
loot,  the  average  rat?  of  infection  for  replace- 
ment surgery  is  below  2 ])er  cent.  Consequent- 
ly, there  is  doubt  as  to  whether  the  air  change 
syst' m as  descril)ed  by  Charnley  is  really  of 
significance. 

BACTERIOLOGY 

Staphylococcus  aureus  undoubtedly  causes 
most  of  the  infections.  Among  mixed  infec- 
tions which  have  been  incriminated  are:  1. 
Staph,  aureus  and  diptheroids,  2.  mixed  coli- 
forms,  3.  Staph,  aureus  and  proteus,  4.  Pseu- 
domonas aeruginosa  plus  coliforms,  5.  coli- 
forms  plus  Staph,  aureus,  and  6.  Staph,  epi- 
dermis and  Proteus. 

SIGNS  AND  SYMPTOMS  OF  INFECTION 

The  most  common  symptoms  and  signs  of 
an  infected  joint  are:  1.  pain  and  a high  sed- 
imentation rate,  2.  fever  and  leukocytosis 
(not  necessarily  present),  3.  local  tenderness, 
4.  local  heat,  5.  pain  and  restricted  motion, 
and  G.  restricted  painful  walking. 

DIAGNOSIS 

Definite  diagnosis  is  dependent  upon  a posi- 
tive culture  from  the  joint  suspected  of  being 
infected.  Unless  there  is  actual  drainage  from 
a sinus,  one  of  two  methods  may  be  employed 
to  reach  a definite  diagnosis: 

1.  Direct  aspiration  of  the  joint  and  cul- 
ture of  the  exudate  together  with  determina- 
tion of  sensitivities. 

2.  When  exudate  is  unobtainable  by  aspir- 
ation, washing  of  the  joint  with  saline  and 
culturing  the  saline  washings. 

TREATMENT 

Once  the  diagnosis  of  sepsis  has  been  es- 
tablished, the  accepted  and  most  promising 
foiTn  of  treatment  is  the  administration  of 
high  dosages  of  antil^iotics.  A thorough  de- 
bridement of  the  joint  is  carried  out  removing 
all  involved  soft  tissues,  bony  fragments,  par- 
ticles of  cement,  and  the  prosthetic  devices. 
Whether  or  not  the  reconstruction  procedure 
is  done  at  this  time  is  dependent  largely  on 
the  virulence  of  the  organism,  the  degree  of 
destruction,  and  the  general  condition  of  the 
patient. 
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If  reconstruction  of  the  joint  is  postponed, 
the  hip  should  be  placed  in  traction  prior  to 
definitive  reconstruction.  No  active  weight- 
bearing should  be  allovred.  Since  continuous 
traction  in  the  elderly  may  not  be  advisable, 
intermittent  traction  may  be  applied. 

When  debridement  alone  is  done,  the  in- 
fection may  be  controlled  and  the  wound  may 
heal,  but  a poor  functioning  limb  will  result. 

The  limb  in  most  cases  will  be  shorter  than 
the  opposite  one:  the  joint  will  be  unstable, 
and,  if  the  hip  is  involved,  telescoping  may 
take  place.  If  the  knee  is  involved,  one  will 
often  find  eithe'r  a varus,  a valgus,  or  even  a 
recurvatum  problem.  Generally  speaking, 
these  patients  must  use  external  foiTns  of 
support.  Once  the  infection  has  been  con- 
trolled, definitive  reconstruction  surgery  is 
again  in  order. 

Among  the  types  of  reconstruction  opera- 
tions which  have  been  perfonned  in  the  past 
are:  1.  pelvic  support  operation,  2.  valgus  os- 
teotomy, 3.  Colonna  trochanteric  reconstruc- 
tion, 4.  Coventry  trochanteric  reconstruction, 
5.  arthrodesis,  6.  insertion  of  a vitallium  mold, 
and  7.  insertion  of  endoprostheses. 

However,  none  of  these  procedures  is  be- 
lieved to  have  the  potential  of  restoring  leg 
length;  therefore,  with  few  or  no  exceptions, 
the  results  obtained  are  not  functionally  ade- 
quate. 

In  most  cases,  therefore,  reconstruction  of 
the  joint  is  desirable  at  the  time  of  the  de- 
bridement whenever  possible.  The  reconstruc- 
tion operation  must  be  done  meticulously, 
and  the  patient  must  receive  appropriate  in- 
travenous antibiotics  for  3 to  4 days  prior  to 
the  salvage  operation,  during  the  operation, 
and  for  at  least  4 weeks  following  the  pro- 
cedure. Following  the  discontinuance  of  the 
intravenous  therapy,  the  patient  must  take 
oral  antibiotics  for  a lengthy  period.  Unless 
he  reacts  unfavorably  to  the  antibiotic,  he 
may  take  it  orally  for  as  long  as  one  year. 

With  reference  to  reconstruction  procedures 
following  sepsis.  Professor  H.  W.  Buchholz 
and  Doctor  H.  D.  Gartmann  of  Germany  are 
reported  to  be  performing  surgical  debride- 
ment and  at  the  same  operation  inserting  a 
new  total  hip  system  fixed  to  the  bone  by 
means  of  an  antibiotic  acrylic  mixture,  namely 
Palacos  with  gentamicin. 

This  form  of  therapy  has  served  well  in 


the  salvaging  of  infected  hip  joints.  The  suc- 
cess of  antibiotic  therapy  is  usually  judged 
by  the  clinical  response,  relief  of  pain,  diminu- 
tion of  local  tenderness,  disappearance  of 
fever,  and  lowering  of  the  sedimentation  rate. 

CASE  REPORTS 

Case  I:  A.C.,  an  elderly  female,  sustained 
a sub-capital  fracture  of  the  left  hip  in  1968, 
which  was  treated  by  removal  of  the  head  of 
the  femur  and  insertion  of  an  Austin-Moore 
endoprosthesis.  The  hip  remained  quite  pain- 
ful; consequently,  several  months  later  the 
surgeon  removed  the  Austin-Moore  endopros- 
thesis and  inserted  another  with  a much  long- 
er stem.  The  hip  remained  extremely  painful 
to  a point  where  the  patient  v'as  unable  to 
bear  weight  on  the  affected  leg.  Two  and 
one-half  years  after  the  injury  a total  hip 
replacement  of  the  Charnley-Muller  type  was 
carried  out.  The  patient  did  well  for  several 
weeks,  only  then  to  develop  an  infection  of 
the  hip  joint,  which  eventually  resulted  in 
debridement  and  removal  of  the  prosthesis 
seven  months  after  its  insertion.  The  wound 
culture  was  positive  for  hemolytic  Staph,  au- 
reus coagulase  positive,  sensitive  to  penicillin. 
The  local  wound  was  closed,  but  with  place- 
ment of  ingoing  and  outgoing  catheters  which 
were  irrigated  with  penicillin.  The  patient  was 
also  treated  with  massive  doses  of  penicillin. 
The  intravenous  penicillin  was  administered 
for  six  weeks.  The  ingoing  and  outgoing  cath- 
eters were  removed  after  one  week.  The  in- 
fection was  controlled;  however,  the  patient 
now  had  a very  short  left  lower  extremity 
associated  with  pain  and  requiring  her  to  walk 
with  a walker  with  a decided  limp.  Her  walk- 
ing was  so  defective  that  in  November  1972 
she  fell  and  sustained  a subcapital  fi’acture 
of  the  opposite  hip,  the  right  hip,  which  was 
treated  by  the  insertion  of  a Thompson  pros- 
thesis with  methyl  methacrylate.  This  proved 
to  be  a rather  successful  operation,  although 
the  left  leg  continued  to  be  short  and  painful. 
Therefore,  in  January  1974  a reconstruction 
operation  was  perfonned  consisting  of  a left 
total  hip  replacement  using  a Buchholz  pros- 
thesis cemented  in  place  with  Palacos  with 
gentamicin.  The  patient  thereafter  received 
intramuscular  gentamicin,  40  mg  every  eight 
hours  for  one  week,  together  with  massive 
intravenous  doses  of  penicillin  for  four  weeks, 
(Continued  on  next  page) 
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followed  by  oral  ampicillin.  The  patient  did 
exceptionally  well.  i\Iost  of  her  leg  length  was 
lestored.  Her  pain  markedly  diminished,  and 
she  was  now  able  to  walk  with  reasonable 
comfort.  However,  several  months  following 
the  reconstruction  piocedure  she  died  of  cor- 
onary heart  disease. 

Case  II:  B.  J.,  a 52-year-old  female,  gave  a 
history  of  having  developed  arthritis  in  her 
hip  because  of  a congenital  dislocation.  An 
osteotomy  with  pin  fixation  was  carried  out. 
The  operative  wound  became  infected  with  the 
result  that  3 months  later  her  surgeon  re- 
moved the  metallic  fixation  as  well  as  most  of 
the  head  and  neck  of  the  femur.  She  was 
treated  with  antibiotic  therapy.  It  was  not  pos- 
sible to  ascertain  exactly  what  had  been  admi- 
nistered or  for  how  long;  nevertheless,  the  in- 
fection subsided.  Thus,  when  the  author  saw 
her  in  March  1972,  she  complained  of  pain 
in  her  right  hip  and  stated  that  the  wound 
had  last  drained  one  year  previously.  She 
stated  that  she  was  unable  actively  to  straight 
raise  her  leg.  The  right  leg  was  shorter  than 
the  left  one  by  1 3/4  inches  (4.29  cm).  She 
had  excellent  range  of  passive  motion  but  she 
could  not  actively  straight  raise  her  leg  and 
could  not  internally  rotate  or  adduct  her 
thigh. 

X-ray  films  showed  the  head  and  neck  of 
the  femur  to  be  absent.  Several  pieces  of  wire 
were  present  in  the  area  of  the  joint.  The 
proximal  portion  of  the  femur  was  riding  quite 
high. 

A custom-made  mini-prosthesis  was  made, 
and  in  April,  1973  she  underwent  a total  hip 
replacement  with  the  mini-prosthesis  put  into 
place.  The  patient  was  treated  with  intra- 
venous Keflin®  for  two  weeks  and  thereafter 
received  Keflex®  by  mouth  for  six  weeks.  The 
patient  did  not  develop  infection  or  drainage 
as  a result  of  the  procedure  and  has  continued 
to  do  exceptionally  well.  She  is  now  free  of 
pain.  Her  shortening  has  been  reduced  to 
inch  (1.3  cm). 

Case  III:  D.  P.  is  a 25-year-old  white  male 
admitted  to  Rhode  Island  Hospital  on  Sep- 
tember 30,  1974  with  a severe  traumatic  ar- 
thritis of  the  ankle  following  an  open  reduc- 
tion of  a severe  tri-malleolar  fracture  disloca- 
tion sustained  thirty  months  earlier  in  a motor 
cycle  accident.  On  October  2,  1974  he  under- 
went a total  ankle  replacement.  Cultures  at 
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the  time  of  surgery  wei'e  negative.  He  was 
given  intravenous  Keflin®  for  72  hours  and 
received  Keflex®  by  mouth  thereafter.  He  was 
discharged  from  the  hospital  on  October  22, 
1974  afebrile  and  with  his  leg  in  a plaster 
cast. 

On  IMarch  6,  1975  he  had  a further  accident 
when  a large  dog  jumped  on  his  foot  causing 
a hematoma  on  the  lateral  aspect  of  the  ankle. 
The  hematoma  was  large  enough  to  be 
drained.  Cultures  yeilded  an  eventual  growth 
of  Staph,  epidermis  and  Staph,  aureus  coagu- 
lase  negative  which  were  resistant  to  peni- 
cillin G.  He  was  placed  on  intravenous  Keflin,® 
and  further  surgical  drainage  was  canled  out. 
Drainage  continued  in  spite  of  antibiotic  ther- 
apy; consequently,  the  prosthesis  and  cement 
were  eventually  removed.  He  was  continued 
on  antibiotics,  chiefly  intravenous  Keflin®. 
The  operative  wound  was  treated  with  inflow 
and  outflow  drainage  for  72  hours.  He  was 
discharged  from  the  hospital  ten  days  after, 
afebrile  and  without  wound  drainage.  His 
physician  reports  that  he  is  walking  on  the 
foot  with  only  minimal  discomfort.  He  will 
undoubtedly  require  another  reconstruction 
operation  in  the  not-too-distant  future  as  he 
is  only  25  years  of  age.  It  might  have  been 
advantageous  to  have  performed  the  recon- 
struction at  the  time  of  the  debridement  and 
removal  of  the  prosthesis. 

Case  IV:  L.  C.,  a 58-year-old  male,  was  ad- 
mitted with  a three  year  history  of  increasing 
pain  in  his  right  hip.  X-ray  films  showed  se- 
vere degenerative  changes  consistent  with  de- 
generative arthritis  with  narrowing  of  the 
joint  space,  marginal  spurring,  flattening  of 
the  femoral  head,  and  cystic  degeneration.  A 
total  hip  replacement  was  performed  on  Sep- 
tember 5,  1974.  Wound  culture  was  negative. 
On  the  first  postoperative  day  he  developed  a 
temperature  elevation  to  102.6°  (39.2°  C), 
which  returned  to  normal  after  a few  days.  He 
received  intravenous  Keflin®  during  the  oper- 
ation and  for  a few  days  after  the  operation, 
followed  by  Kefle:-:®  by  mouth.  On  September 
11,  1974  the  operative  incision  appeared  ery- 
thematous with  some  serous  drainage.  His 
leukocyte  count  was  11,600.  The  culture  re- 
vealed Pseudomonas  aeruginosa,  sensitive  to 
penicillin  and  gentamicin.  He  received  both 
medications  for  ten  days,  in  addition  to  in- 
( Continued  on  page  30) 
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An  ENT  View  Of  Adenotonsillectomy 


Benefits  Of  The  Procedure  Should  Not 
Be  fT  ithheld  Because  Of  Exaggerated 
Reports  Of  The  Dangers 


By  Charles  L.  Hill,  M.D. 


It  would  be  presumptuous  to  discuss  the 
problem  of  tonsillectomy  and  adenoidectomy 
(T  and  A)  in  the  name  of  all  otolaryngolo- 
gists, as  the  indications  for  surgei*y  ai’e  as 
varied  as  the  tissue  is  ubiquitous.  However, 
the  thoughts  expressed  here  have  evolved 
over  the  past  fifteen  years  based  on  five  thou- 
sand tonsillectomies. 

There  are  some  allegations  unfavorable  to 
this  type  of  surgery  which  warrant  examina- 
tion. Reference  has  been  made  to  two  million 
T and  As  a year  with  300  deaths  (0.01.5  per 
cent).*  Yet  the  National  office  of  Vital  Statis- 
tics records  a steady  decline  of  deaths  from 
307  in  1953  to  73  in  1966.^  There  is  no  break- 
down as  to  the  qualifications  of  the  operators 
involved  in  these  deaths.  Reports  relating  ec- 
onomic strata  to  increased  incidence  of  sur- 
gery do  not  specify  indications  for,  or  the 
results  of,  such  surgery.  To  place  the  matter 
in  proper  perspective,  the  Bureau  of  Vital 
Statistics  noted  800  deaths  from  bicycle  acci- 
dents in  one  recent  year. 

Tonsillectomy  and  adenoidectomy  must  be 
considered  as  separate  procedures  often  with 
different  indications.  The  following  comments 
are  based  on  relative,  rather  than  strictly 
definable  indications  and  results.  In  order  to 
make  an  intelligent  evaluation  as  to  the  prob- 
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ability  of  improvement,  one  must  know  the 
severity  and  frequency  of  the  disease  process. 
It  is  important  to  realize  that  we  are  dealing 
here  with  probabilities  rather  than  with  ab- 
solutes. The  following  questions  must  be 
asked : How  sick  is  the  individual  ? How  much 
time  has  been  lost  from  productive  activity 
from  documented  infections?  How  long  has 
the  proper  antimicrobial  treatment  been  car- 
ried out?  How  much  evidence  is  there  of  per- 
manent damage?  Wfiiat  part  does  allergy  play? 
And  what  is  the  attitude  of  the  patient  and 
parents?  It  is  impossible  to  be  statistically 
accurate  in  evaluating  the  results  of  an  elec- 
tive procedure  such  as  T and  A which  has  no 
accurately  measurable  parameters  of  success 
or  failure.  We  must  rely  on  the  subjective 
evaluation  of  parents,  and  of  physicians  using 
various  criteria. 

TONSILLECTOMY 

Tonsillectomy  is  the  more  difficult  of  the 
procedures  to  evaluate.  A study  published  in 
1969  by  M.  Roydhouse^  reports  on  550  chil- 
dren from  two  to  twelve  years  of  age.  When 
the  study  was  started,  the  waiting  list  at  the 
i\Iiddlemore  Hospital  in  Auckland,  New  Zea- 
land was  two  years.  The  patients  had  been  re- 
ferred to  the  ENT  Department  for  T and  A, 
and  the  criteria  ostensibly  were  the  same  for 
all.  The  patients  were  randomly  assigned  to 
the  waiting  list  or  for  immediate  T and  A,  but 
matched  for  age,  socio-economic  status,  and 
(Continued  on  next  page) 
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TABLE  1 


Total  Number 
of  Patients 

1 

1 

Number  of  Foley 
Catheters  or 
Posterior  Packs 

1 

Tonsil  or  Adenoid 
Bleeding  After 
Return  To  The 
Cnit 

1 

Bleeders 

Readmitted 

March  — 138 

12  (13.3%) 

5 (11.1%) 

0 

April  — 181 

17  (18.9%) 

11  (24.4%) 

1 

May  — 167 

10  (11.1%) 

12  (26.7%) 

1 

June  — 158 

10  (11.1%) 

6 (13.3%) 

1 

July  — 159 

15  (16.7%) 

5 (11.1%) 

1 

August  — 152 

16  (17.8%) 

4 ( 8.9%) 

1 

September  — 92 

8 ( 8.9%) 

3 ( 6.7%) 

2 

sex.  liecords  were  kept  by  the  parents  for  the 
following  two  years.  The  children  upon  whom 
surgery  was  performed  had  2.2  illnesses  in  the 
first  year,  while  there  were  4.5  in  the  waiting- 
list  group.  The  latter  lost  more  than  twice  as 
much  school  time  in  the  two  years  than  either 
of  the  other  groups.  The  control  group  was 
hsalthier  than  either  group  the  first  year,  but 
almost  the  same  as  the  T and  A group  the 
second  year.  In  general,  the  status  of  health 
in  all  groups  was  about  equal  as  the  years 
progressed. 

We  have  found  no  studies  concerning  ton- 
sillectomy alone  in  children  with  recurrent  in- 
fections, but  the  adenoids  appear  to  be  a 
source  of  infection  and  should  be  r-emoved  to- 
gether with  the  tonsils.  We  have  seen  pa- 
tients with  a febrile  illness  with  no  evidence 
of  tonsillitis,  but  in  whom  mirror  examination 
revealed  a follicular  adenoiditis. 

Some  physicians  believe  that  cor  pulmonale 
secondary  to  enlarged  oropharyngeal  lym- 
phoid tissue  in  the  absence  of  infection  is  an 
occasional  indication  for  surgery.  Also,  en- 
larged tissues  interferring  with  proper  nu- 
trition, recurrent  painful  cervical  adenitis, 
and  recurrent  cystitis  may  be  rare  indications. 

On  the  other  hand,  there  have  been  claims 
relative  to  increased  incidence  of  lymphoma, 
rheumatic  fever,  and  glomenilonsphritis  in 
patients  who  have  had  tonsillectomy.  How- 
ever, such  studies  have  been  few  in  number 
either  for  or  against.  A major  objection  to 
T and  A relating  to  the  alleged  impaiiTnent 
of  the  immunologic  mechanism  has  been 
weakened  by  the  work  of  Kawarada,^  who 
found  only  IgA  in  tonsils,  with  like  amounts 
in  cells  lining  the  respiratory  passages.  Ani- 
mal experiments  have  failed  to  show  any 


change  in  antibody-i)roducing  ability  after 
tonsillectomy.*' 

ADENOIDECTOMY 

Adenoidectomy  has  more  definable  indica- 
tions. The  most  imiKmUmt  is  recurrent  in- 
fectious otitis  media  with  aural  discharge. 
The  problem  of  recurrent  serous  otitis  media 
is  less  compelling  except  in  youngsters  with 
social  hearing  impairment.  The  intermittent 
20  db  01’  better  hearing  loss  found  in  routine 
school  audiograms  will  usually  clear  spontan- 
eously or  with  decongestants  and  the  Val- 
salva maneuver.  The  ten  to  fifteen  per  cent 
of  children  who  continue  with  difficulty  after 
adenoidectomy  ar  e candidates  for  air  pressure 
equalization  tubes  through  the  tympanic  mem- 
brane and  allergic  evaluation.  Also  to  be  con- 
sidered for  adenoidectomy  are  children  with 
changes  in  the  maxilla,  or  with  speech  abnor- 
malities attributable  to  enlarged  adenoids. 
Young  found  in  a six  to  nine  year  follow-up 
in  children  who  had  had  adenoidectomy  prior 
to  age  six  that  only  one  in  eight  required  sub- 
sequent tonsillectomy,  and  that  the  ratio  de- 
creased to  one  in  twenty  after  age  six.’^ 
POSTOPERATIVE  BLEEDING  STUDY 

An  evaluation  of  postoperative  bleeding  at 
the  Rhode  Island  Hospital  during  the  usual 
nineteen-hour  hospitalization  has  been  carried 
out.  The  number  of  patients  admitted  from 
March  through  September  1973  was  1,042 
(Table  1).  There  was  no  differentiation 
made  as  between  service  or  private  pa- 
tients. The  number  of  patients  returned  to 
the  nursing  unit  from  the  operating  room 
with  posterior  nasal  pack  was  four  or  with 
Foley  catheter  compression  86  (8.64  per 

cent) . The  number  of  patients  who  bled  after 
return  to  the  unit  was  32  (3.1  per  cent)  from 
the  tonsil,  and  13  (1.2  per  cent)  from  the 
adenoid  area.  While  one  individual  bled  from 
both  areas,  most  cases  appear  to  have  bled 
from  one  or  the  other  area.  There  were  eight 
patients  readmitted  for  bleeding  (0.77  per 
cent).  There  were  no  deaths. 

Certainly,  surgery  of  the  tonsils  and  ade- 
noids should  not  be  taken  lightly.  But  the 
child  with  recurrent  problems  related  to  this 
tissue  should  not  be  deprived  of  the  likelihood 
of  improved  health  by  denying  help  through 
faulty  counseling. 

(Continued  on  page  32) 
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\S  ITHER  UTILIZATION  REVIEW? 


All  hospitals  in  Rhode  Island  subscribe  to 
PAS-IMAP;  the  state  has  a single  PSRO;  and 
all  hospitals  are  non-profit  and  community 
oriented.  In  response  to  the  joint  persuasion 
of  Blue  Cross  of  Rhode  Island  and  the  State 
Auditor  and  impelled  by  the  imminent  trans- 
fer of  surveillance  of  utilization  review  to  the 
Rhode  Island  PSRO,  all  Rhode  Island  hospi- 
tals now  have  concurrent  review  programs  and 
are  engaged  in  medical  evaluation  studies.  On 
the  whole  the  hospitals  are  doing  very  well 
in  concurrent  review,  and  overall  effectiveness 
is  increasing.  Medical  audit,  while  not  new  in 
most  hospitals,  is  only  now  gaining  momen- 
tum and  will  improve  in  sophistication  with 
greater  experience  and  closer  oversight.  There 
is  thus  a developing  statewide  uniformity 
probably  not  duplicated  anywhere  else  in  the 
United  States. 

The  Nurse  Coordinators  in  general  are  in- 
telligent, mature,  and  highly  motivated  per- 
sons and  are  performing  excellently.  They 
are  very  deserving  of  moral  support  and  full 
cooperation.  The  current  format  of  review  will 
in  all  probability  be  the  pattern  for  the  fore- 
seeable future. 

Overall  length  of  stay  has  been  progress- 
ively decreasing  as  the  effectiveness  of  utili- 
zation review  has  increased.  While  there  can 
be  diminishing  returns  or  even  overkill  in 
over-zealous  policing,  utilization  review,  which 
is  essentially  the  cost-effectiveness  ann  of  the 
dual  UR-audit  program,  has  had  a palpably 
beneficial  effect  on  the  quality  of  medical  care. 
Patients  who  should  no  longer  be  in  the  hos- 
pital are  promptly  discharged  to  their  own 
benefit,  documentation  in  the  medical  records 
is  improved,  and  mismanagement  or  inappro- 
priate therapies  are  exposed. 

The  problems  of  waste  in  medical  manage- 
ment will  be  addressed  more  zealously  in  the 
future.  Greater  attention  will  be  paid  to  the 
lavish  use  of  expensive  resources.  In-hospital 
workups  of  elective  cases  will  be  carefully 
scrutinized  to  determine  how  much  of  the 
workup  could  have  been  accomplished  on  an 


ambulatory  basis.  Preadmission  testing  will 
be  required  more  insistently.  Social  Service 
and  the  various  new  transportation  agencies 
now  available  for  the  handicapped  and  elderly 
will  have  a much  greater  role  to  play  in  or- 
ganizing ambulatory  workups  and  in  fact 
such  treatments  as  physical  and  radiation 
therapy.  Taxicabs  will  be  used  to  greater  ad- 
vantage where  available.  There  are  instances 
where  a patient  has  been  admitted  just  so  he 
will  be  handy  when  the  consultant  arrives. 
Waiting  in  bed  two  or  three  days  for  the  ap- 
pearance of  a busy  consultant,  or  even  up  to 
a week  in  the  case  of  some  outlying  h.ospitals 
and  certain  peripatetic  consultants,  will  be 
looked  upon  with  jaundiced  eye.  There  will  be 
less  consideration  for  the  convenience  of  the 
patient  and  physician  when  hospital  beds  cost 
upwards  of  $200  a day.  The  scope  of  ambu- 
latory or  same-day  surgery  will  be  broadened. 

There  will  be  greater  scrutiny  of  utilization 
of  all  diagnostic  and  therapeutic  activities. 
With  the  number  of  available  procedures  mul- 
tiplying by  geometric  proportion,  it  will  be- 
come totally  infeasible  to  order  everything.  In 
all  but  the  simplest  of  cases  the  order  sheet 
even  now  is  likely  to  be  completely  filled  with 
orders  before  the  patient  has  had  his  temper- 
ature taken.  While  we  are  cognizant  of  the 
impact  of  defensive  medicine  on  costs,  we  be- 
lieve that  it  is  a relatively  small  factor  in  the 
total  picture  of  escalating  costs. 

Teaching  services  will  be  expected  to  pay  in- 
creasing attention  to  the  uncontrolled  ordering 
of  tests  and  services  in  the  name  of  medical 
education.  While  it  is  certainly  a reasonable 
concept  that  interns  and  residents  must  be 
given  progressive  responsibility,  another  point 
of  view  deserves  some  consideration.  The  costs 
cf  procedures  must  be  kept  in  mind,  and  the 
academic  community  has  a substantial  respon- 
sibility to  teach  caution  and  restraint  in  the 
dispensing  of  costly  resources.  Teaching  serv- 
ices will  be  expected  to  look  critically  at  both 
lengths  of  stay  and  the  costs  of  ancillaiy  seiw- 
( Continued  on  page  32) 
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The  jollowhio  remarks  are  extracted  from  a talk 
delivered  before  the  AM  A Intern  and  Resident  Bus- 
iness Session  at  Atlantic  City  in  June,  1975  by 
Theodore  Cooper,  M.D.,  Assistant  Secretary  for 
Health  of  HEW  . They  are  a refreshing  change 
from  the  tired  old  bureaucratic  platitudes. 

At  what  point  does  the  zeal  for  standardiza- 
tion — whether  in  medical  education  or  in 
medical  practice  — obliterate  individuality  and 
thereby  rob  the  delivery  of  health  care  serv- 
ices of  its  most  essential  quality  — namely 
humanity  ? 

There  is  general  agreement  in  and  out  of 
the  medical  profession  that  the  rising  cost  of 
health  services  must  be  curbed.  While  less 
readily  acknowledged,  the  issue  of  quality  of 
patient  care  is  similarly  of  genuine  and  prop- 
er concern  to  many  in  the  medical  profession 
and  to  those  — notably  in  the  courts  and  the 
Congress  — who  pass  judgment  on  its  per- 
formance. 

But  there  is  also  a general  assumption  that 
the  very  real  problems  of  cost  and  quality 
can  be  corrected  by  standardization,  by  im- 
posing — or  compelling  the  health  industry 
to  adopt  — various  kinds  of  rules  and  regula- 
tions aimed  as  cost  control  and  quality  as- 
surance. 

Standardization  may  alleviate  some  of  the 
ills,  but  at  too  high  a price  — exacting  a toll 
from  medicine  that  had  we  forseen  it,  none  of 
us  would  be  willing  to  pay. 

I do  not  favor  increasing  direct  federal  in- 
tervention in  the  field  of  medicine.  By  incre- 
mental steps  — each  of  which  seemed  logi- 
cal and  appropriate  at  the  time  — the  federal 
government  has  become  a dominant  force  in 
medical  education,  in  research,  in  financing, 
in  resource  allocation  and  in  regulation  of  the 
health  care  system.  The  federal  goverament 
has  taken  these  reins,  not  by  design,  but  by 
default,  default  on  the  part  of  the  private 
health  care  system. 

Even  considering  the  disillusionment  with 
the  federal  goveniment’s  limited  accomplish- 
ments in  the  workings  of  the  health  care  sys- 
tem, no  thoughtful  people  are  about  to  call 
for  a federal  retreat  from  the  health  arena. 
If  anything  they  are  calling  for  still  gi’eater 


federal  domination  — federal  control  of  the 
financing  system,  federal  controls  on  who  is  to 
be  trained  in  medicine,  and  where  and  how 
physicians  are  to  practice.  And  of  course  there 
are  those  who  would  settle  for  nothing  less 
than  nationalization  of  the  entire  health  sys- 
tem. 

The  reliance  on  federal  control  of  the  health 
care  system  will  lead  to  a rigidity  and  a dehu- 
manization of  the  practice  of  medicine  that 
would  make  the  right  to  health  care  — even 
if  that  goal  were  finally  achieved  — a hollow 
and  bitter  prize  for  everyone. 

There  are  two  paths  away  from  this  di- 
lemma, and  I believe  that  we  in  the  health 
field  have  to  lead  the  way  along  both  of  them ; 
firstly;  the  w'hole  American  health  enterprise 
— public,  private,  voluntary  — wall  simply 
have  to  take  the  initiative  in  identifying  major 
issues  and  problems,  devising  options  for  deal- 
ing with  these  problems  and  pursuing  mean- 
ingful courses  of  action  aimed  at  problem- 
solving. One  of  the  challenges  that  faces  the 
medical  profession  is  to  wu'est  leadership  away 
from  government;  and  I can  assure  you,  so 
long  as  that  leadership  is  responsible,  antici- 
patory, and  effective,  this  government  w^ould 
much  prefer  to  see  it  exercised  by  the  private 
health  sector.  Secondly;  we  should  be  frank 
with  the  American  people,  with  their  lawTOak- 
ers,  and  with  ourselves.  We  have  fostered  the 
fiction  that  abundant,  readily  available  high- 
quality  health  care  would  be  some  kind  of 
panacea  for  the  ills  of  society  and  the  individ- 
ual. Thus  we  have  fueled  exaggerated  expecta- 
tions fi*om  the  public.  But  it  is  one  of  the 
great  and  sobering  truths  of  our  profession, 
that  modern  health  care  probably  has  less  im- 
pact on  the  health  of  the  population  than  eco- 
nomic status,  education,  housing,  nutrition 
and  sanitation,  and  the  impact  of  changing 
technologies  on  w’orking  conditions  and  the 
environment. 

The  federal  government  cannot  effectively 
manage  the  health  care  system  of  this  country. 
I hope  that  job  is  never  given  to  us. 

REFERENCE 

American  Medical  Association  House  Staff,  In- 
terns and  Residents  Newsletter,  3:1,  July-Sept  1975 
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ound  useful  in  the  management  of  vertigo*  associated  with 
;ases  affecting  the  vestibular  system. 

Ian  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
Jsual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
Jso  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
lets,  for  dosage  convenience  and  flexibility. 
mtivert/25  (meclizine  HQ)  25  mg.  Cheivable  Tablets  for 
lisea,  vomiting  and  dizziness  associated  with  motion  sickness. 

F SUMMARY  OF  PRESCRIBING  INFORMATION 


NDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
jiences— National  Research  Council  and/or  other  information,  FDA  has  classified 
e indications  as  follows: 

lEffecCive-.  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
|Dtion  sickness. 

IPossibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
stibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
/estigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg  /day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!' 

AD\TRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 
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q.i.d,  or  q 6h  immediately  after  or  between  meals 


E-Mycin* 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality... 
Priced  for  economy. 
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See  facing  page  for  brief  summary  of  prescribing  information. 


MYCIN®  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
tromycin  enteric-coated  tablets,  Upjohn) 

Mycin  Tablets  (erythromycin  enteric-coated  tablets)  are  spe- 
3lly  coated  to  protect  the  contents  from,  the  inactivating  effects 
; gastric  acidity  and  to  permit  efficient  absorption  when  ad- 
nistered  either  immediately  after  meals  or  when  given  be- 
:een  meals  o/i  an  empty  stomach. 

fications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
veptococci):  Upper  and  lower  respiratory-tract,  skin,  and  soft- 
sue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
ne  penicillin  G is  considered  by  the  American  Heart  Associa- 
n to  be  the  drug  of  choice  in  the  treatment  and  prevention 
; streptococcal  pharyngitis  and  in  long-terrh  prophylaxis  of 
:3umatic  fever.  When  oral  medication  is  necessary  (because 
h parenteral  route  is  contraindicated)  or  if  there  is  known 
|3rgy  to  penicillin,  the  following  recommendations  made  by 
I;  American  Heart  Association  apply.-  1)  Oral  penicillin  G or  V 
(here  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
ninimum  of  10  days;  2)  Erythromycin— Give  for  a minimum 
10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
'cin  have  been  reported. 

yha-hemolytic  streptococci  (virdans  group);  Short-term  pro- 
/laxis  against  bacterial  endocarditis  prior  to  dental  or  other 
srative  procedures  in  patients  with  a history  of  rheumatic 
er  or  congenital  heart  disease  who  are  hypersensitive  to 
licillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
■gery  where  the  organisms  likely  to  lead  to  bacteremia  are 
im-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
<phylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
mild  to  moderate  severity.  Resistance  may  develop  during 
atment. 

ylococcus  pneumoniae;  Upper  respiratory-tract  infections 
g.,  otitis  media,  pharyngitis)  and  lower  respiratory-tract  in- 
tions  (e.g.,  pneumonia)  of  mild  to  moderate  degree. 
coplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
orimary  atypical  pneumonia,  when  due  to  this  organism. 
'ponema  pallidum:  Infections  due  to  this  organism. 


Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 
carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only.  Extra-enteric  amebiasis  requires  treatment  with  other  agents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  non-susceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic,  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elirrrfnation  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mg— in  bottles  of  100  and  in  unit-dose  pack- 
ages of  100  enteric-coated  tablets.  Caution:  Federal  law  pro- 
hibits dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 
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■ Regimen  A (after  meals)— One  250  mg  E-Mycin®  tablet  admin- 
istered q.i.d.  immediately  after  breakfast,  lunch,  and  dinner, 
and  at  bedtime  with  a snack. 

■ Regimen  B (between  meals)— One  250  mg  E-Mycin  tablet 
administered  q 6h  at  least  two  hours  after  meals. 


statistically  significant  (difference  in  area  unider 
j curve  was  observed  from  0-24  hours  or  48-72 
jrs  at  the  95%  confidence  level  (p>.05). 


3 data  clearly  demonstrate  that  E-Mycin,  when 
ministered  q.i.d.  immediately  after  meals,  pro- 
ed  average  serum  levels  equivalent  to  those 
gained  when  the  drug  was  administered  q 6h  at 
St  two  hours  after  meals. 


E-Mycin  Study  CS076  on  file  at  The  Upjohn  Company.  The  study 
was  performed  with  twenty-two  normal  male  adult  volunteers 
utilizing  a randomized  two-way  complete  crossover  design. 


E-Mycin 

erythromycin  enteric-coated  tablets,  Upjohn 
250  mg 

Formulated  for  quality. . . priced  for  economy 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001,  U.S.A. 
© 1975  The  Upjohn  Company  med  b 7 s 
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The  idea  of  a so-called  patien 
package  insert  has  been  around  fc 
a long  time.  Many  physicians  alrea 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  Ar 
some  physicians  give  verbal  instru 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex 
ercises.  I have  seen  patients  sit  wit 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there 
fore  do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  packag 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  i 
extension  of  drug  labeling. 


The  benefits  of  patient  involvementj^-j 

Many  physicians  may  not  rea  ^ 
ize  how  frequently  a patient  obtain 
his  drug  information  from  Aunt  ^ 
Tillie  or  the  next  door  neighbor.  Ah'!  ■ 
this  information  is  almost  alwaysi;, 
bad  or  irrelevant  to  the  case  at  hanjet 
Furthermore,  the  incentive  to  go  *:is 
along  with  a prescribed  program  is  jitii 
slim  if  the  only  reading  matter  the  k 
patient  receives,  along  with  his  prer 
scription,  is  a bill.  ro 

As  an  educator  I am  impresseiifi 
by  the  principle  that  the  best  way  tiU 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the  4- 


I think  there  are  advantagesafy 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi 
cal  terms  to  describe  complication  j, 
or  possible  sequelae  of  disease  or : 
treatment,  you  may  frighten  the  pi 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not||yi 
the  one  who  is  going  to  read  the  in?|j| 
sert.  The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packa|iia 
insert  will  probably  give  the  patienj  ;n 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may  i k 
give  the  physician  a little  bit  more  i 'up 
time.  But  it  does  not  remove  from] 
the  physician  the  need  or  obligatiqi 
to  explain  the  insert. 


p«( 


Some  pitfalls  in  the  inclusion  of  , 
side  effects 


-d 


Certainly  a patient  should  be-+.; 
warned  of  the  possibility  of  serioulT, 
side  reactions— to  know  what  the  I k 


real  dangers  are.  But  it  doesn’t  do|k 


bit  of  good  to  indicate  that  a patietrj,. 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos^a 
sibly  outweigh  the  potential  good. 


■e: 
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rtin  purpose  of  drug  information 
f.-  the  patient  is  to  get  his  coopera- 
t n in  followinga  drug  regimen. 

Feparation  and  distribution  of 
ptient  drug  information 

We  would  hope  to  amass  infor- 
mtion  from  physicians,  medical 
s:ieties,  the  pharmaceutical  indus- 
ti  and  centers  of  medical  learning. 
Te  ultimate  responsibility  for  uni- 
f(  m labeling  must,  however,  rest 
\A  h the  Food  and  Drug  Administra- 
tin.  There  is  nothing  wrong  with 
tis  agency  saying,  "this  informa- 
tln  is  generally  agreed  upon  and 
threfore  it  should  be  used,”  as  long 
a our  process  for  getting  the  infor- 
n tion  is  sound. 

Distribution  of  the  information 
i^i  problem.  In  great  measure  it 
Auld  depend  on  the  medication  in 
qsstion.  For  example,  in  the  case 
3hn  injectable  long-acting  proges- 
tone,  we  would  think  it  mandatory 
tcssue  two  separate  leaflets— a 
ibrt  one  for  the  patient  to  read  be- 
fo  getting  the  first  shot  and  a long 
o:3  to  take  home  in  order  to  make  a 
jcision  about  continuing  therapy, 
r'his  case,  the  information  might 
>put  directly  on  the  package  and 
111  removable  at  all.  But  for  a medi- 
la-'ion  like  an  antihistamine  this 
formation  might  be  issued  sepa- 
"fbly,  thus  giving  the  physician  the 
D|  ion  of  distribution.  This  could 
:Di‘serve  the  placebo  use,  etc. 

>ly  the  doctor  can  remove  that  fear 

!20  or  30  minutes  of  conversation. 

\ I’m  not  suggesting  that  we 
hhold  any  information  from  the 
^ient  because,  first  of  all,  it  would 
ocotally  dishonest  and  secondly,  it 

ilild  defeat  the  very  purpose  of  the 
l3rt.  I do  think  that  a patient  on  the 
jh  control  pill  should  knowabout 
h incidence  of  phlebothrombosis. 

I If  you’re  going  to  tell  a patient 
'h  incidence  of  serious  adverse  re- 
iC  ons,  then  you  have  to  tell  him 
it  a concerned  medical  decision 
3f;  made  to  use  a particular  medi- 
cpon  in  his  situation  after  careful 
;c  sideration  of  the  incidence  of 
triplications  or  side  effects. 

l^lotionally  unstable  patients  pose 
i|)ecial  problem 

i There  are  patients  who,  be- 
ase  of  severe  emotional  problems, 
•C  Id  not  handle  the  information 
tained  in  a patient  package  in- 
Yet  if  we  are  going  to  have  a 
Tikage  insert  at  all,  we  just  can’t 
e two  inserts.  I think  we  might 
. ply  have  to  tell  the  families  of 
I:  se  patients  to  remove  the  insert 
nn  the  package. 

4al  implications  of  the  patient 
4 kage  insert 

niftj  Just  what  effect  would  a pa- 
ll 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influenceor  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I viewthe  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

1 don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  1 think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
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date  the  nature  of  tlie  glomerular  lesion  and 
to  exclude  other  conditions. 

HISTORY 

Chronic  glomerulonephritis  may  begin  in- 
sidiously and  run  an  asymptomatic  course 
over  several  years  or  even  decades.  The  dis- 
covery of  proteinuria  or  hematuria  during  a 
prenatal,  life  insurance,  employment,  armed 
services,  or  preoperative  examination  may  be 
the  first  sign  of  disease.  Similarly,  nocturia 
may  be  an  early  manifestation  of  glomerulone- 
phritis. A careful  history  of  drug  and  occu- 
pational exposure  should  be  taken  with  par- 
ticular attention  to  phenacetin,  trimethadione, 
penicillamine,  and  heavy  metal  exposure.  Ne- 
phritis in  family  members  with  or  without 
deafness  should  be  sought.  A history  of  im- 
petigo or  recent  sore  throat  is  of  obvious  im- 
portance in  acute  glomerulonephritis.  Fever, 
rash,  and  joint  symptoms  may  point  to  sys- 
temic lupus  erythematosus  (SLE)  or  other 
vasculitis. 

LABORATORY  TESTS 

The  laboratory  studies  which  one  orders 
depend  on  the  specific  clinical  manifestations, 
but  usually  include  the  following.  The  degree 
of  hematuria  should  be  semiquantitated  with 
several  microscopic  examinations  of  fresh  ur- 
ine. Proteinuria  should  be  estimated  with  a 
24-hour  urine  for  protein  and  creatinine.  Re- 
peated serum  creatinine  levels  will  document 
the  presence  and  trend  of  renal  insufficiency. 
Evidence  for  streptococcal  infection  may  be 
obtained  with  cultures  of  throat  and  skin  le- 
sions, titers  of  antistreptolysin  0 (ASO),  and 
an  antihyaluronidase  determination.  SLE 
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should  be  excluded  with  antinuclear  antibody 
titers,  LE  preparations,  antideoxyribonucleic 
acid  (DNA)  antibody,  and  if  indicated  a bi- 
opsy  of  normal  skin  for  immunofluorescence. 
Serum  complement  if  reduced  will  suggest 
acute  glomerulonephritis,  membranoprolifer- 
ative  glomerulonephritis,  or  dense  deposit  dis- 
ease. Finally,  an  intravenous  pyelogram  is  us- 
ually performed  to  confirm  that  the  patient 
has  two  functioning  kidneys  of  normal  size 
and  location  and  to  rule  out  mimicking  condi- 
tions such  as  tumor,  obstruction,  stones,  cysts, 
and  tuberculosis. 

The  presence  of  proteiiiuria  greater  than 
3.5  gm  of  protein  per  24  hours,  so-called  ne- 
phrotic range  proteinuria,  with  rare  exception 
limits  the  diagnostic  possibilities  to  a glomeru- 
lar abnoiTuality.  This  is  most  likely  a form  of 
GN,  but  multiple  myeloma,  amyloidosis,  and 
diabetic  glomerulosclerosis  must  be  considered, 
particularly  in  an  elderly  patient  or  in  a 
known  diabetic.  Consequently,  funduscopy  and 
glucose  tolerance  tests  are  performed  to  de- 
tect possible  diabetes  mellitus ; serum  and  ur- 
ine electrophoresis  and  urine  for  Bence  Jones 
proteins  will  rule  out  multiple  myeloma;  and 
skin,  muscle,  and  rectal  biopsy  material  stud- 
ied with  amyloid  stains  will  rule  out  amyloid- 
osis. If  the  nephrotic  syndrome  is  present,  one 
usually  wishes  to  document  the  hypoalbumin- 
emia  and  the  hyperlipidemia  with  serum  albu- 
min, triglyceride,  and  cholesterol  levels. 

When  proteinuria  is  less  than  3.5  gm  per 
day  or  when  there  are  red  cells  and  red  cell 
casts  in  the  urine,  one  must  think  of  GN,  but 
lesions  of  the  interstitium,  tubules,  and  arteri- 
oles must  also  be  considered.  Thus,  the  possi- 
bilities of  acute  and  chronic  pyelonephritis, 
renal  tuberculosis,  interstitial  nephritis  (often 
dnig-induced  and  associated  with  eosinophilia, 
rash,  and  fever),  urate  nephropathy,  and  be- 
nign nephrosclerosis  are  entertained  as  diag- 
noses, and  one  orders  urine  cultures,  urine  for 
acid  fast  bacteria  (AFB),  white  blood  count 
(W'BC)  and  differential  count,  and  serum  uric 
acid  levels.  Orthostatic  proteinuria  may  be  de- 
tei’mined  by  demonstrating  that  abnormal 
amounts  of  protein  in  a urine  voided  with  the 
patient  ambulatory  are  not  found  in  urine 
voided  on  awakening  in  the  morning. 

Hematuria  in  the  absence  of  red  cell  casts 
and  proteinuria,  may  indicate  a glomerular  or 
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other  renal  lesion  or  an  extrarenal  problem. 
One  may  add  to  the  differential  diagnosis  a 
long  list  of  conditions  including  bleeding  dis- 
crasia,  sickle  cell  disease,  renal  infarct,  poly- 
cystic kidneys,  hemangioma,  stones,  tumors, 
schistosomiasis,  and  hemorrhagic  cystitis.  Ap- 
propriate studies  are  ordered  depending  on 
the  clinical  picture. 

With  the  evaluation  of  GN  here  outlined, 
renal  functional  impairment,  amount  of  pro- 
teinuria, and  hematui'ia  can  be  documented, 
and  many  of  the  conditions  which  may  mimic 
GN  can  be  identified.  Unfortunately  the  diag- 
nosis of  a particular  foian  of  GN  can  only  he 
made  by  the  pathologist  employing  light,  im- 
munofluorescent,  and  electron  microscopy  to 
examine  specimens  of  renal  tissue  obtained  by 
surgical  or  needle  biopsy. 

The  decision  to  perform  a biop.sy  is  not  an 
easy  one.  A tissue  diagnosis  can  allow  the 
clinician  to  predict  response  to  therapy,  prog- 
nosis, and  the  chances  of  recurrence  in  a 
transplant.  These  apparent  advantages  are 
tempered  by  the  following  facts : 1 ) lipoid  ne- 
phrosis is  the  only  condition  readily  respon- 
sive to  therapy,  and  most  patients  so  affected 
will  be  treated  in  any  case,  if  one  is  prepared 
to  administer  prednisone  to  all  children  below 
the  age  of  ten  with  nephrotic  syndrome;  2) 
knowledge  of  the  prognosis,  while  of  great  in- 
terest, is  of  limited  use  in  the  care  of  the  pa- 
tient ; and  3)  the  knowledge  that  a disease  re- 
curs in  a transplant  has  not,  to  this  date,  been 
used  to  disqualify  a patient  from  receiving  an 
allograft,  although  it  may  become  a considera- 
tion in  the  near  future. 

Despite  these  drawbacks,  the  desire  of  the 
patient  and  the  physician  to  know  the  diag- 
nosis has  led  to  the  following  policy:  1)  to 
biopsy  the  kidney  of  a child  with  nephrotic 
syndrome  only  after  he  has  failed  to  respond 
to  a trial  of  prednisone;  2)  to  biopsy  a pa- 
tient with  a classical  clinical  picture  of  acute 
glomerulonephritis  only  if  recovery  is  not  evi- 
dent within  a few  weeks  after  onset;  3)  to 
biopsy  all  older  children  and  adults  with  ne- 
phrotic syndrome  or  acute  renal  failure  of 
unknown  origin;  and  4)  to  biopsy  an  occas- 
ional patient  wdth  episodes  of  gross  hematuria 
or  persistently  abnormal  urinalysis,  if  the  pa- 
tient so  desires  after  being  informed  of  the 
limited  benefits  such  a procedure  may  yield. 
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INFECTIONS  IN  JOINT 
REPL\CEMENT  SURGERY 

(Continued  from  page  22) 

travenous  Keflin®  and  local  hot  soaks.  He  was 
discharged  from  the  hospital  on  the  forty- 
fourth  postoperative  day  without  difficulty 
and  without  drainage.  He  has  remained  well. 

Case  V : 0.  B.,  a 55-year-old  black  male, 
was  admitted  with  a history  of  a glancing 
blow  to  his  left  hip  while  at  work  in  August, 
1973.  He  gave  a further  history  of  increasing 
pain  in  the  left  hip  and  groin.  X-ray  studies 
showed  evidence  of  aseptic  necrosis  of  the 
head  of  the  femur.  All  laboratory  tests,  in- 
cluding a metastatic  survey,  were  negative. 
Tests  for  sickle  cell  anemia  were  also  negative. 
A Thompson  prosthesis  was  inserted  on  Au- 
gust 29,  1974.  His  postoperative  course  was 
complicated  by  persistent  drainage  from  the 
operative  incision.  Pseudomonas  and  E.  coli 
were  cultured.  He  was  treated  effectively  with 
Keflex®,  in  spite  of  which  the  Pseudomonas 
persisted.  He  was  then  treated  with  Coly- 
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Mycin®,  which  resulted  in  a quick  cessation  of 
the  drainage.  Coly-lMycin®  was  continued  for 
five  days  while  the  blood  urea  nitrogen  (BUN) 
was  carefully  monitored.  He  was  discharged 
on  October  2,  1974  free  of  drainage  and  am- 
bulatory with  crutches. 

He  was  re-admitted  on  December  7,  1974 
with  a recurrence  of  severe  pain  in  his  left 
hip.  He  stated  that  about  six  weeks  after  dis- 
charge from  the  hospital  he  began  to  experi- 
ence severe  pain  in  his  hip,  particularly  on 
weight  bearing.  Examination  revealed  severe 
tenderness  in  the  region  of  the  abductor 
group  of  muscles,  and  motions  were  restricted 
and  quite  painful.  Laboratory  tests  were  neg- 
ative except  for  a high  sedimentation  rate. 
He  was  treated  with  bed  rest  and  traction, 
and  in  a few  days  drainage  appeared.  Cul- 
tures of  the  drainage  grew  out  Pseudomonas 
and  E.  coli.  He  was  treated  with  gentamicin 
and  Keflex®  with  improvement.  The  joint  was 
aspirated  under  x-ray  control,  and  culture  of 
the  aspiration  yielded  E.  coli.  Administration 
of  intravenous  Keflin®  was  started,  and  fol- 
lowing consultation  with  the  Infectious  Di- 
sease Department  intravenous  ampicillin  12 
grams  per  day.  Since  the  pain  did  not  relent 
and  drainage  persisted,  the  prosthesis  and 
most  of  the  methacrylate  were  removed.  In- 
going catheters  were  inserted,  and  he  was 
kept  in  traction.  Repeated  cultures  showed  no 
growth,  except  for  one  which  showed  some 
gram  negative  rods.  Intravenous  ampicillin 
was  continued  for  2j4  weeks. 

A chemical  reaction  was  now  suspected.  Re- 
cent reports  indicated  the  possibility  of  sen- 
sitivity to  the  chrome  alloy.  Therefore,  rather 
than  reconstruct  the  joint  with  another 
chrome  alloy  system,  a stainless  steel  total 
hip  system  was  inserted.  A smear  taken  at  the 
time  of  surgery  showed  no  evidence  of  bac- 
teria. An  extensive  debridement  was  per- 
formed before  inserting  the  trapezoidal  hip 
replacement.  Five  cultures  were  taken  during 
the  procedure,  one  of  which  grew  out  E.  coli. 
The  wound  was  closed  with  suction  drainage, 
iuid  the  patient  was  ambulated  on  the  eighth 
day  after  receiving  intravenous  Keflin®  for 
three  days.  He  was  discharged  on  March  8, 
1975  and  was  instructed  to  take  ampicillin  by 
mouth. 

The  patient  was  readmitted  to  the  hospital 
on  June  3,  1975  complaining  of  pain  in  the 
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affected  hip,  painful  restricted  motion,  fever, 
elevated  sedimentation  rate,  and  purulent 
drainage  from  his  affected  hip.  The  prosthe- 
sis was  removed,  the  wound  packed,  and  anti- 
biotics continued.  The  wound  closed  after 
four  months. 

This  patient’s  problem  is  far  from  being 
solved.  Eventually  another  attempt  at  recon- 
struction of  the  hip  w'ill  have  to  be  made  prob- 
ably using  Palacos  with  gentamicin. 

CONCLUSIONS 

1.  While  reconstruction  at  the  time  of  de- 
bridement may  be  possible,  delayed  reconstruc- 
tion may  be  preferable. 

2.  Appropriate  antibiotic  therapy  is  of 
paramount  importance.  The  antibiotic  should 
be  as  specific  as  possible,  and  must  be  bac- 
teriocidal rather  than  bacteriostatic. 

3.  Whenever  possible,  broad  spectrum  an- 
tibiotics should  not  be  used,  as  they  often 
fail  to  control  the  infection  and  may  even  en- 
courage secondary  infection  with  other  organ- 
isms. 

4.  Toxicity  of  and  hypersensitivity  to  the 
antibiotic  should  receive  attention. 

5.  Large  doses  of  the  appropriate  antibi- 
otic for  lengthy  periods  of  time  are  essential. 
These  should  be  given  intravenously  for  a min- 
imum of  4 weeks  followed  by  2-3  months  of 
oral  therapy. 

When  to  start  and  when  to  discontinue  an- 
tibiotics is  an  important  decision.  As  a rule 
administration  of  the  antibiotics  should  be 
started  as  soon  as  the  infection  is  suspected, 
continued  intravenously  for  at  least  4 weeks, 
and  then  followed  by  oral  antibiotics  for 
months.  Blood  counts,  pain,  fever,  tenderness 
and  the  sedimentation  rate  are  important 
guides  to  therapy.  If  therapy  is  discontinued 
too  early,  there  may  be  a recuiTence  of  the 
infection.  In  our  experience  intravenous  ther- 
apy should  be  continued  for  a minimum  of  4 
weeks  and  oral  antibiotics  for  as  long  as  90 
days. 

Staph,  aureus  coagulase  negative  appears 
to  be  much  more  difficult  to  control  than 
Staph,  aureus  coagulase  positive,  and  Gram 
negative  rod  organisms  are  much  more  diffi- 
cult to  control  than  Gram  positive  bacteria. 

In  performing  a reconstruction  procedure  a 
prosthesis  with  a longer  stem  than  that  previ- 
ously used  is  advisable,  since  in  certain  cases 
the  calcar  of  the  bone  may  be  softened  and 


therefore  deficient.  In  some  cases  the  abduc- 
tors may  need  lengthening,  and  in  others  it 
may  also  be  necessary  to  release  the  abduc- 
tors. 
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HOW'S  THAT  AGAIN?  DEPARTMENT 

A 37-year-old  man  was  arraigned  yesterday 
on  a charge  of  indecent  assault  and  battery  on 
a child  under  the  age  of  13. 

Police  said  the  culprit  was  arrested  early 
.vesterday  morning  after  a complaint  was  filed 
by  the  child’s  mother.  He  listed  his  occupation 
as  social  worker. 

. . . From  News  Item 
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ices.  The  encouragement  of  restraint  and  econ- 
omy must  become  an  integral  part  of  the 
teaching  philosophy. 

It  is  (piite  possible  that  the  PSROs,  when 
they  assume  the  ultimate  responsibility  for 
some  of  these  matters,  will  prove  to  be  much 
tougher  and  more  emphatic  than  have  been 
the  reviewing  agencies  of  the  past. 

While  the  role  of  the  fiscal  intermediary 
will  change  as  hospitals  assume  a delegated 
status  under  the  PSRO,  it  is  unlikely  that  the 
intermediary  will  entirely  fade  from  the  scene. 
It  is  predictable  that  the  federal  government 
will  reserve  for  itself  and  its  intermediaries 
some  monitoring  role. 

We  do  not  foresee  that  the  emergence  of 
the  PSRO  as  an  operational  entity  will  make 
life  easier  for  miyone. 

SJG 

t ^ 

NEW  YEAR  RENOVATIONS 

The  first  of  the  year  invariably  serves  as 
an  inspiration  for  resolutions,  changes,  and 
improvements.  In  that  spirit,  and  with  the 
approval  of  the  Publications  Committee,  the 
Journal  has  ado])ted  some  minor  changes  in 
its  cover  design  and  undergone  a total  con- 
version to  a new  type  style  within. 

The  consistent  use  of  the  words  “Rhode  Is- 
land” rather  than  the  abbreviation  in  the  title 
facilitates  matters  for  indexing  purposes,  and 
regulai’  readers  will  find  the  slightly  larger 
and  bolder  look  of  the  new  type  to  be  a re- 
freshing change. 


Peripatetics 

Rhode  Island  Hospital  announced  the  elec- 
tion of  the  following  officers  for  1976:  Presi- 
dent, CHARLES  L.  HILL;  President-elect, 
HERBERT  CONSTANTLNE;  Vice  President, 
RICHARD  MEAD;  Treasurer,  THOMAS  Mc- 
OSKER;  Executive  Committee,  JOHN  0. 
STROM,  WILLIAM  THOMPSON,  and  AU- 
GUSTINE McNAklEE.  Doctors  KINDER, 
FISCHER,  and  NANIAN  have  completed  their 
2-year  terms  as  mernbers-at-large  and  are  ro- 
tating off  the  Executive  Committee. 

i\i  ^ Jj; 

Doctor  CHARLES  E.  MILLARD,  president 
and  founder  of  the  Bristol  County  Medical 
Center,  has  been  appointed  to  the  Commission 
on  Education  of  the  American  Academy  of 
Family  Physicians,  a national  medical  organi- 
zation of  38,000  general  practitioners. 

Millard,  named  to  the  nine-man  commission 
by  the  academy’s  board  of  trustees,  is  the 
president  and  founder  of  the  Academy’s  Rhode 
Island  chapter  and  is  one  of  few  New  England 
doctors  to  win  appointment  to  the  education 
commission. 

^Membership  in  the  academy  requires  gen- 
eral practitioners  to  keep  up  with  new  advan- 
ces in  medicine  by  doing  at  least  150  hours 
of  post-graduate  work  every  three  years. 

The  academy’s  education  commission  is  par- 
ticularly prestigious  because  it  is  the  educa- 
tional policy-making  aiTn  of  the  organization. 
Millard,  who  is  61  and  lives  in  W^arren,  said 
he  was  “gratified”  by  the  appointment. 

5j<  5ls 

WILMA  ROSEN,  M.D.,  was  appointed  the 
first  woman  President  of  the  Butler  Hospital 
Staff  Association.  On  September  1,  1975,  Doc- 
tor Rosen  was  also  appointed  full-time  psychi- 
atrist on  the  staff  of  Butler  Hospital. 

t Z Z 

ONE  SENTENCE  ESSAY 

System,  or  as  I shall  term  it,  the  virtue  of 
method,  is  the  harness  without  which  only  the 
hoi-ses  of  genius  travel. 

. . . Sir  William  Osier 
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Both  ofte: 


Predominant 
• psychoneurotic 


anxiety 


Associated 
• depressive 


symptoms 


r: 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc, ; 
and/or  severity  of  grand  mal  seizures  majJ 
require  increased  dosage  of  standard  anlH 
convulsant  medication;  abrupt  withdrawa  1 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in-  ' 
gestion  of  alcohol  and  other  CNS  depres-  ' 
sants.  Withdrawal  symptoms  (similar  to  j 
those  with  barbiturates  and  alcohol)  have  | 
occurred  following  abrupt  discontinuance  | 
(convulsions,  tremor,  abdominal  and  mu: 
cle  cramps,  vomiting  and  sweating).  Kee: 
addiction-prone  individuals  under  careful 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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MEDICAL  SOCIETY 


Helen  DeJong  Retires 


Mrs.  Helen  DeJong,  Society  As- 
stant  Librarian  since  1930  and  Li- 
rarian  since  1945,  was  honored  at  a 
xeption  following  the  House  of  Dele- 
ites  session.  Delegates  approved  of  a 
oLincil  recommendation  designating 
Irs.  DeJong  as  Archivist  and  Li- 
'arian  Emerita  of  the  Rhode  Island 
[edical  Society.  Society  President, 
ephen  J.  Hoye,  M.D.,  pinned  a cor- 
ge  on  Mrs.  DeJong  and  presented 
?r  with  a handsome  plac]tie  which 
ill  hang  in  the  library.  The  plac]ue, 
hich  bears  a photo  engraving  likeness 
( her,  also  includes  the  following  in- 
iription: 

“She  served  with  grace  and  cheer, 
I’ithout  limitation  on  time,  to  ensure 
ite  maximum  utilization  of  all  the 
jsources  of  this  library.” 

! The  reception,  held  in  the  Society 
[ibrary,  was  attended  by  many  of  her 


Annual  Meeting 

of 

The  Rhode  Island 
Medical  Society 

MAY  5,  1976 

I AT  THE  MARRIOTT  INN 
PROVIDENCE,  RI 

i CHAPIN  ORATOR: 

WILLIAM  HARRIS,  M.D. 
klinical  Professor  of  Orthopedic 
lurgery,  Massachusetts  General 
dospital,  Boston,  Massachusetts. 

Please  circle  the  date  on  your 
alendar. 


Doctors  Irving  Beck  and  Thomas  Perry  presented  Mrs.  DeJong  with  a 
silver  bowl  on  behalf  of  the  Library  Committee. 


Rhode  Island  Librarian  colleagues  and 
friends.  During  the  reception  Doctors 
Thomas  Perry  and  Irving  Beck  pre- 
sented Mrs.  DeJong  with  a silver  bowl 
on  behalf  of  the  Library  Committee 
of  the  Rhode  Island  Medical  Society. 
Doctor  Beck  also  gave  to  the  Library 
in  the  name  of  Helen  DeJong,  Doctor 
James  Henry  Davenport’s  personal,  il- 

BLUE  SHIELD  NOMINEES 
ELECTED 

In  accordance  with  the  bvlaws  of 
Blue  Shield  of  Rhode  Island,  the  House 
of  Delegates,  at  its  meeting  of  January 
28,  1976,  renominated  four  physicians 
to  serve  three  year  terms  each  as  mem- 
bers of  the  board  of  directors.  Named 
as  nominees  to  tbe  corporation  were: 
Doctors  Joseph  E.  Caruolo,  Herbert  F. 
Hager,  and  William  J.  MacDonald,  all 
of  Providence,  and  John  J.  Walsh  of 
Washington  County. 


lustrated  copy  of  Literary  Doctors  of 
Medicine. 

Helen  DeJong  retired  officially  on 
October  .30,  1975  and  has  been  suc- 
ceeded by  her  assistant,  Mrs.  Connie 
Simpson  Austin.  Miss  Judy  Zimmer 
now  serves  as  assistant  librarian.  In 
spite  of  her  official  retirement,  Mrs. 
{^Continued  on  Page  3) 

RIMS  Members  Invited 
to  Visit  London 

Recent  correspondence  between  the 
Bicentennial  Committee  of  the  Rhode 
Island  Medical  Society  and  the  Medi- 
cal Society  of  London  has  produced  an 
invitation  for  the  officers  and  members 
of  our  Society  to  visit  London  in  June 
or  July. 

Interested  members  should  contact 
the  executive  office  at  331-3207.  If  there 
is  sufficient  response,  such  a trip  will 
be  organized  and  a specific  date  an- 
nounced. 


TRIBUTE  TO  A GRAND  LADY 


2 


NEWSLETTER! 


James  H.  Sammons,  M.D.,  Execu- 
tive Vice  President  of  the  Amer- 
ican Medical  Association,  will  ad- 
dress the  Society  at  the  Annual 
Meeting. 


AMA  to  Continue 
Specialty  Journals 

In-house  publication  of  AMA  spe- 
cialty journals  will  be  continued  and 
AMA  members  will  continue  indefi- 
nitely to  receive  the  journal  of  their 
choice  as  a membership  benefit. 

The  decision  to  retain  the  present 
[Hiblishing  arrangement  was  announced 
January  29  by  the  Hoard  of  Trustees 
Executive  Committee  after  extensive 
discussions  with  commercial  publish- 
ers who  were  invited  to  hid  on  pro- 
duction management  of  the  journals. 
Under  such  a management  arrange- 
ment the  AMA  would  have  continued 
to  own  the  publications  and  control 
of  the  editorial  content. 

Nine  monthly  specialty  journals  are 
now  published  by  the  AMA.  The  10th, 
Archives  of  Environmental  Health, 
was  transferred  last  December  to  the 
Helen  Dwight  Reed  Foundation, 
Washington,  D.C.,  and  Heldref  Pub- 
lications. 


House  of  Delegates 

At  its  January  28  meeting,  the  House 
of  Delegates  of  the  Rhode  Island  Medi- 
cal Society  approved  of  a Council 
recommendation  officiallv  designating: 
Mrs.  Helen  Dejong  as  Archivist  and 
Librarian  Emerita  of  the  Rhode  Is- 
land Medical  Society.  Mrs.  Dejong, 
who  served  as  assistant  librarian  from 
1930  to  1945  and  librarian  from  1945 
until  her  retirement  on  October  30, 
1975,  has  continued  serving  the  Society 
on  a part-time  basis  while  completing 
her  work  on  the  archives,  instrument 
collection,  and  rare  books. 

A resolution  presented  by  Doctor 
Richard  L.  Testa  relating  to  burn 
therapy  was  also  approved  by  the 
House.  The  resolved  portion  reads  as 
follows: 

“Be  it  resolved,  that  the  Rhode 
Island  Medical  Society  establish  a 
Committee  for  Burn  Therapy  com- 
posed of  one  member  from  each 
acute  care  hospital  whose  initial  ta.sk 
is  that  of  a burn  registry  to  collect 
burn  data  from  all  acute  care  hospi- 
tals eventually  leading  to  a Burn 
Center  in  Rhode  Island  with  partici- 
pation by  all  acute  care  hospitals  in 
the  teaching  and  treatment  of  burns.” 
In  another  action,  the  House  voted 
to  retain  the  services  of  Duffy  & 
Shanley,  Inc.,  a local  public  relations 
firm,  to  render  such  assistance  as  might 
be  necessary  to  the  Rhode  Island  Medi- 
cal Society  in  1976. 

The  House  also  adopted  a motion 
which  urged  the  Health  Planning 
Council  to  make  recommendations  to 
provide  for  the  beds  and  qualified  per- 
sonnel necessary  for  the  implementa- 
tion of  a program  to  decentralize  the 
Institute  for  Mental  Health. 

An  additional  motion  passed  by  the 
House  referred  the  matter  of  student 
membership  and  voting  privileges  for 
specialty  society  representatives  to  the 
newly  created  Bylaws  Committee.  This 
matter  came  as  the  result  of  a resolu- 
tion offered  by  Doctor  Charles  L.  Hill 
which  requested  complete  membership 
status  for  specialty  society  representa- 
tives in  the  House  of  Delegates. 


PRESIDENT'S  REPORT: 

Malpractice  Update 

As  of  this  writing,  the  Governor’s 
Commission  on  Malpractice  has  noi 
yet  held  its  final  meeting  to  determine 
what  recommendations  will  be  sent  tr 
the  Rhode  Island  General  Assembly 
In  all  likelihood,  such  a meeting  wil 
have  been  held  by  the  publication  date 
of  this  newsletter. 

We  intend  to  keep  members  of  the' 
Rhode  Island  Medical  Society  appriseci 
of  any  and  all  malpractice  legislative.' 
proposals  which  come  before  the  Rhode 
Island  General  Assembly.  If  develejp 
ments  warrant  a newsletter  type  pub- 
lication to  all  Society  members  ever\ 
other  week,  we  shall  do  it.  We  intend) 
to  keep  all  members  fully  informedi 
on  the  subject,  as  we  know  of  no  other 
issue  which  evokes  so  much  interest 
and  concern  and  has  such  an  effect  on 
patient  care  and  the  costs  involved  in 
rendering  medical  services. 

Without  c|uestion,  we  will  need  youii 
help  in  our  efforts  to  secure  the  pas-t 
sage  of  malpractice  legislation  which 
will  help  to  stabilize  malpractice  in, 
surance  premiums,  thereby  enablingj 
Rhode  Island  physicians  to  remain  ir 
the  practice  of  medicine  and  obviating 
their  need  to  pass  on  substantial  cost 
increases  to  the  public.  The  Californk 
situation  should  serve  as  a warning  tr 
us  all.  Incredibly  high  insurance  rate;, 
ultimately  influence  the  availability  oi 
medical  services.  Many  doctors  in  Cali 
fornia  are  retiring,  leaving  the  state 
or  taking  federal  jobs.  Some  physicians 
have  elected  to  remain  in  practice  bui 
without  insurance  coverage.  In  amj 
event,  we  must  explore  every  avenuti 
and  exhaust  every  resource  to  assure, 
our  colleagues  and  the  public  whorr 
we  serve  in  Rhode  Island  that  the' 
plight  of  California  does  not  spreac, 
to  the  Ocean  State.  A solution  will  noi'i 
be  easy.  We  must  hope  for  the  co-. 
operation  of  the  public,  the  medica 
profession,  the  legal  profession,  the  in 
surance  industry,  the  executive  brancf; 
of  government  and  our  Rhode  Islanc; 
General  Assembly.  There  is  too  much 
at  stake  for  us  to  fail. 
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Secretary  Reports 

The  Council  has  held  two  meetings 
I since  the  previous  meeting  of  the 
House  of  Delegates  on  September  24, 
1975.  Charles  B.  Round,  M.D.,  Secre- 
tary of  the  Society,  reported.  Some  of 
the  actions  taken  were  as  follows; 
Delegates  to  State  Meetings 
The  President  was  authorized  to  ap- 
point delegates  to  represent  the  Society 
at  the  annual  meetings  in  1976  of 
neighboring  New  England  state  medi- 
cal associations. 

AMA  National  Leadership  Conference 
The  Council  authorized  the  Presi- 
dent to  name  representatives  to  the 
1976  AMA  National  Leadership  Con- 
ference (January  23-25,  1976  at  the 
Marriott  Hotel  in  Chicago).  They  are: 
Stephen  J.  Hoye,  M.D.,  President; 
Herbert  F.  Hager,  M.D.,  President- 
Elect,  and  Messrs.  Jim  Clarkin  and 
Tim  Norbeck. 

Annual  Report  of  the  Treasurer 
The  annual  report  of  the  Treasurer 
was  reviewed  and  approved  subject  to 
a professional  audit. 

Rhode  Island  Interagency  Council  on 
Smoking 

As  authorized  by  the  Council,  the 
President  again  named  Doctors  Melvin 
D.  Hoffman,  Leland  W.  Jones,  and 
Seebert  J.  Goldowsky  as  the  Society’s 
voting  delegates  to  the  Interagency 
Council  on  Smoking. 

Benevolence  Fund  Annual  Report 
The  annual  report  from  the  Trus- 
tees of  the  Benevolence  Fund  was  re- 
ceived and  placed  on  file. 
AMA-AMPAC  Public  Affairs 
I Workshop 

The  President  was  authorized,  w th 
the  help  and  counsel  of  the  RIMPAC 
, Chairman,  Doctor  John  J.  Cunning- 
ham, to  select  the  Society’s  representa- 
tives to  this  workshop. 

Rhode  Island  Alliance  of  Blood 
Pressure  Control 

' The  Council  was  informed  of  Presi- 
dent Hoye’s  appointment  of  Joseph  A. 
Chazan,  M.D.  to  succeed  Kenneth  B. 
Nanian,  M.D.  as  the  Rhode  Island 
Medical  Society  representative  to  the 
Alliance. 


Council  Activities 

Rhode  Island  Health  Services 
Research,  Inc. 

William  J.  MacDonald,  M.D.,  one  of 
two  Rhode  Island  Medical  Society  rep- 
resentatives to  the  SEARCH  Board  of 
Directors,  apprised  the  Council  of  his 
desire  to  be  relieved  of  that  assign- 
ment. The  Council  approved  of  the 
appointment  of  Stephen  J.  Hoye,  M.D., 
as  his  successor. 

Mrs.  Helen  Defong 
The  Council  approved  of  designating 
Mrs.  Dejong  as  Archivist  of  the  Rhode 
Island  Medical  Society  and  Librarian 
Emerita. 

Malpractice  Legislation 

The  Council  agreed  that  the  Rhode 
Island  Medical  Society  should  have 
model  legislation  ready  to  introduce 
into  the  Rhode  Island  General  Assem- 
bly should  the  Governor’s  Commission 
fail  to  reach  accord  on  a legislative 
package. 

Bvlaws  Committee 
The  Council  authorized  the  Presi- 
dent to  appoint  a Bylaws  Committee 
which  would  be  empowered  to  draw 
up  bylaws  which  would  provide  a 
mechanism  for  the  inclusion  of  stu- 
dents and  residents  into  the  Rhode  Is- 
land Medical  Society  and  which,  with 
respect  to  membership  in  the  House 
of  Delegates,  would  provide  for  such 
a representative  only  when  its  com- 
ponent membership  ec]uals  that  of  the 
smallest  district  society. 

Board  of  Examiners  in  Medicine 
The  Council  adopted  a motion  that 
it  was  the  obligation  and  duty  of  the 
members  of  the  Rhr>de  Island  Medical 
Society,  when  properly  funded  and  pro- 
tected with  immunity,  to  cooperate 
with  the  Board  of  Examiners  in  Medi- 
cine when  called  upon  to  provide  ex- 
pert medical  testimony. 


Yellow  Pages  To  List 
By  Specialty 

Doctors  will  be  contacted  beginning 
this  month  by  a representative  of  the 
Yellow  Pages  of  the  New  England 
{Continued  on  Page  4) 


Doctor  Stephen  J.  Hoye,  President 
of  the  Society,  presented  Mrs. 
DeJong  with  a commemorative 
plaque. 

TRIBUTE 

{Continued  from  Page  1) 
Dejong  has  continued  her  service  to 
the  Society  on  a part  time  basis  in  order 
to  complete  her  important  work  on 
rare  books,  archives,  and  instrument 
collection.  To  say  that  she  will  be 
missed  would  be  a gross  understate- 
ment. The  Society  extends  its  deepest 
gratitude  and  best  wishes  to  a Grand 
Lady  — Helen  Dejong. 


Doctor  Beck  also  gave  to  the  Li- 
brary, in  the  name  of  Helen  De- 
Jong,  Doctor  Davenport’s  copy  of 
LITERARY  DOCTORS  OF  MEDI- 
CINE. 
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"Unnecessary  Surgery?" 

A House  subcommittee  report  titled 
“Unnecessary  Surgery”  is  “unsound  in 
concept”  and  “unscientific  in  method,” 
the  AMA  told  the  subcommittee  chair- 
man recently.  “The  staff  of  the  sub- 
committee have  done  you  a great  dis- 
service,” AMA  Executive  Vice  Presi- 
dent James  H.  Sammons,  M.D.,  said 
in  a letter  to  Rep.  John  E.  Moss  (D- 
C'alif.).  The  report  of  the  Subcommit- 
tee on  OversiHit  and  Investitjations 
also  “contains  errors  in  data  and  in- 
formation, distorts  testimony  . . . and 
bases  its  main  conclusions  on  an  in- 
complete and  improperly  defined 
study,”  Doctor  Sammons  said.  “We 
must  conclude  that  the  report  sub- 
mitted to  you  by  the  staff  is  nothing 
more  nor  less  than  a dishonest  piece  of 
political  propaganda.”  The  report,  is- 
sued late  in  January,  said  Americans 
spent  S3.9  billion  on  2,300,000  unneces- 
sary operations  that  resulted  in  11,900 
deaths. 

The  subcommittee  used  17  per  cent 
as  the  rate  of  unnecessary  surgical  pro- 
cedures, although  the  source  for  the 
figure,  Eugene  G.  McCarthy,  M.D.,  of 
Cornell  University,  pointed  out  that  it 
represents  “not  confirmed”  procedures. 
Doctor  McCarthy  also  told  the  sub- 
committee that  his  study  was  not  a 
study  of  unnecessary  surgery  and  that 
it  included  no  follow-up  on  how  many 
of  the  17  per  cent  needed  the  opera- 
tion later  on.  Doctor  Sammons  wrote: 
“Despite  the  staff’s  knowledge  that 
(the  17  per  cent  figure)  was  not  an 
accurate  and  final  figure  even  bv  the 
staff’s  own  applied  definition,  the  staff 
used  it  as  the  basis  for  all  its  projec- 
tions. Mr.  Chairman,  I leave  it  to  your 
own  judgment  as  to  whether  such 
methodology  is  honest  or  dishonest.” 

The  AMA  letter  to  Moss  cites  the 
report’s  misrepresentation  of  savings 
possible  by  the  elimination  of  so-called 
unnecessary  surgery.  Error  is  inherent 
in  the  grossly  inflated  figures  reached 
by  nationwide  projection,  although 
Doctor  McCarthy  in  his  studv  noted 
that  “the  findings  presented  here  can- 
not be  applied  to  the  general  popula- 
tion undergoing  elective  operations.” 
Moreover,  the  AMA  said,  no  allowance 


for  the  expense  of  alternative  methods 
of  care  is  made  in  the  computations. 
“Yet  the  subcommittee,  once  again, 
was  told  by  DcKtor  McCarthy  that 
such  costs  — as  well  as  the  costs  of 
second  consultations  (estimated  at 
about  $50  per  case)  — must  he  offset 
against  any  projected  savings.  No  such 
off.set  was  made.  All  the  subcommittee 
staff  did  was  multiply  its  estimated 
number  of  unnecessarv  surgeries  bv  its 
own  estimate  of  the  cost  of  a surgical 
procedure  ($1,650).  This,  again,  is 
patently  dishonest  and  results  in  an 
exaggerated  figure.” 

Testimony  before  the  subcommittee 
was  distorted  in  the  report,  the  AMA 
pointed  out.  The  subcommittee  said  it 
used  “six  categories  of  unnecessary  sur- 
gery” developed  by  George  Zuidema, 
M.D.,  of  Johns  Hopkins  School  of 
Medicine,  but  Doctor  Zuidema  had  told 
the  subcommittee  that  his  studv  de- 
fined “certain  categories  of  operations 
which  would  require  clarification  be- 
fore one  could  decide  whether  the 
procedure  was  necessary  or  unneces 
sary.”  Ignored  in  the  report  is  Doctor 
Zuidema’s  comment  that  the  allega- 
tions as  to  unnecessary  surgery  are 
“totally  unsupported  by  data.” 

In  its  report  the  subcommittee  recom- 
mended that  klEW  require  a second 
professional  opinion  for  all  Medicare- 
Medicaid  surgery  and  that  HEW  un- 
dertake a study  “to  determine  the  dif- 
ferences in  health  indices,  costs  and 
surgical  procedure  rates  between  sal- 
aried surgeons  and  fee-for-service  sur- 
geons.” Doctor  Sammons  said  the 
AMA  endorses  “the  idea  of  second 
consultation  in  high  risk  cases  or  when 
medically  appropriate”  and  has  “so 
recommended  on  numerous  occasions.” 
He  noted  that  the  report  ignores  testi- 
mony that  second  consultations  and 
peer  review  programs  have  been  de- 
veloped by  the  private  sector.  The  re- 
port’s recommendation  expresses  no 
apparent  interest  in  a consideration  of 
those  patients  being  denied  necessary 
surgery  under  prepaid  plans,”  he  said. 

“We  reject  the  notion  that  Ameri- 
cans have  been  subjected  to  millions 
of  unnecessary  operations,  that  have 
wasted  billions  of  dollars,  and  cost 


thousands  of  lives,”  the  AMA  lettt 
.said.  “Such  allegations  by  the  subcon 
mittee  staff  are  unsupported  and  ur| 
supportable.  We  reject  the  slanderoe 
and  insulting  notion  that  surgeons  ar 
primarily  motivated  by  money  ant 
that  prepaid  group  practice  woult 
eliminate  all  unnecessary  surger\ 
Such  a proposition  is  unproven,  un 
provable  and  flies  in  the  face  of  testi 
mony  presented  before  the  subcommit 
tee.” 

T he  AM.\  also  countered  a .series  o 
articles  on  “inept  medical  practices 
published  last  week  in  the  New  Yon\ 
Times.  In  a letter  to  the  publisher,  ex 
cerpts  of  which  were  published  on  th 
7 imes'  front  page.  Doctor  Sammon 
said,  “In  arriving  at  national  estimate 
of  deaths  from  ‘unnecessarv’  surser; 
and  wrongly  prescribed  drugs,  th' 
Times,  in  some  cases,  relies  on  studiej 
that  are  not  statistically  projectable.  It] 
others,  the  national  estimates  are  buil ; 
on  studies  whose  methodology  has  beei  * 
questioned,  both  in  the  medical  litera' 
ture  and  by  experts  in  the  field.”  For 
tions  of  the  Times  articles  were  basetl 
on  the  “unnecessary  surgery”  report  oj 
the  House  Subcommittee  on  Over 
sight  and  Investigations.  Doctor  Sam 
mons  questioned  why  the  newspape 
had  failed  to  include  the  testimony  b’| 
George  Zuidema,  M.D.,  chief  of  sur 
gery  at  Johns  Hopkins.  ^ 


Yellow  Pages 

{Continued  from  Page  3) 

Telephone  Company,  regarding  a nev 

tvpe  of  listing  for  the  Providence  area' 

1 

In  addition  to  the  usual  listing  ii 
the  Yellow  Pages  under  “Physicians  I 
in  alphabetical  order,  the  Telephon  i 
Company  is  now  offering  physician  | 
in  the  Providence  area  only  an  addi 
tional  listing  by  specialty,  i.e.,  if  yoi 
are  a Pediatrician,  you  may  elect  6 
be  listed  alphabetically  under  the  head 
ing  Pediatrics  (Infant  and  Child  Care) 
at  a cost  of  approximately  $20  per  year 

The  Council  of  the  Rhode  Islam 
Medical  Society  concluded  that  pai 
ticipation  in  such  listing  is  an  indi 
vidual  decision  and  is  not  unethical.  ' 


BROWN  UNIVERSITY 
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DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 

MARCH 


6 THE  MULTIPLE  ENDOCRINE  NEOPLASIA  SYNDROMES.  A.  David  Goodman, 
M.D.,  Professor  of  Medicine  and  Head,  Division  of  Endocrinology  and 
Metabolism,  Albany  Medical  College.  10:00  A.M.,  George  Auditorium, 
Rhode  Island  Hospital. 

15  PITFALLS  IN  THE  DIAGNOSIS  OF  CORONARY  ARTERY  DISEASE.  Michael  V. 
Herman,  M.D.,  Chief  of  Cardiology,  Mount  Sinai  School  of  Medicine.  10:00 
A.M.,  George  Auditorium,  Rhode  Island  Hospital. 

19  ADVANCES  IN  TREATMENT  OF  TUBERCULOSIS  - NATIONAL  AND  INTER- 
NATIONAL. Edward  M.  Sewell,  M.D.,  Associate  Professor  of  Pediatrics, 
School  of  Medicine,  University  of  Pennsylvania;  Director,  Division  of  Res- 
piratory Diseases,  Children's  Hospital  of  Philadelphia.  10:30  A.M.  Kay 
Auditorium,  Roger  Williams  General  Hospital. 

20  ACID-BASE  HOMEOSTASIS:  A FALTERING  SHIBBOLETH.  Jordan  J.  Cohen, 
M.D.,  Associate  Professor  of  Medicine,  Tufts  University  School  of  Medi- 
cine; Chief,  Renal  Service,  New  England  Medical  Center  Hospital,  Boston. 
10:00  A.M.,  George  Auditorium. 

27  DIFFICULTIES  FOLLOWING  SURGICAL  TREATMENT  OF  PEPTIC  ULCER  DIS- 
EASE. Larry  C.  Carey,  M.D.,  Professor  and  Chairman,  Department  of 
Surgery,  Ohio  State  College  of  Medicine.  10:00  A.M.,  George  Auditorium, 
Rhode  Island  Hospital. 


COMING  EVENTS 


APRIL 

3,  4 METABOLIC  AND  NUTRITIONAL  DEFICIENCY  DISEASES  AND  THE  ORAL 
CAVITY.  Annual  symposium  of  the  Brown  University  Program  in  Medicine 
and  American  Academy  of  Oral  Medicine,  Barus  Holley  Building,  Brown 
University.  Topics  include:  Vitamins,  Nutrition  and  Overnutrition;  Hemo- 
chromatosis and  Iron  Loading  Anemias;  Parathyroid  Disorders;  Intestinal 


Malabsorption;  Nutrition  and  Aging;  Diabetes  Mellitus  in  Adults;  and 
Calcium  Metabolism  and  Osteoporosis.  For  more  information,  contact  Mrs. 
Allen,  Box  G,  Brown  University,  Providence,  Rl  02912. 


14  INTEGRATING  BEHAVIOR  MODIFICATION  TECHNIQUES  INTO  CURRENT 
MEDICAL  PRACTICE.  Sponsored  by  the  Brown  University  Office  of  Continu- 
ing Medical  Education,  Section  of  Psychiatry  and  Human  Behavior,  and 
Rhode  Island  Department  of  Medicine.  Topics  will  include:  General  Prin- 
ciples of  Behavior  Modification;  Chronic  Pain;  The  Non-Complaint  Patient; 
and  Sexual  Dysfunction.  Panel  dscussions  and  questions  from  the  audience 
will  be  included.  Further  information  will  be  forthcoming. 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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MEDICAL  SCHOOL  ADMISSIONS 


Tlie  mounting-  anxiety  which  surrounds  ad- 
mission to  the  medical  schools  of  the  United 
States  has  extended  beyond  the  family  living 
room  into  the  public  arena.  Legitimate  con- 
cerns have  been  expressed  recently  that  the 
American  medical  schools  are  inadequate  in 
meeting  the  physician  needs  of  our  nation 
and  that  many  qualified  students  are  denied 
admission. 

At  the  beginning  of  this  decade  approxi- 
mately 25,000  applicants  competed  for  about 
11,500  first-year  vacancies  in  the  medical 
schools  of  the  United  States.  By  1975  the 
number  of  vacancies  in  the  114  American 
medical  schools  had  risen  to  15,066,  but  the 
number  of  applicants  rose  still  further  to 
42,624.  The  applicant-acceptance  ratio  had 
therefore  increased  from  2.3  to  2.8  in  these 
past  five  years.  Based  on  future  enrollment 
estimates  suggested  by  the  accreditation  of- 
fice of  the  Association  of  American  Medical 
Colleges  and  on  various  projections  of  the 
numbers  of  undergraduates  likely  to  apply 
to  medical  schools  in  the  future,  it  is  antici- 
pated that  the  first-year  medical  students  in 
1979  will  number  approximately  15,900 
Selected  from  an  applicant  population  of 
about  55,000. 

The  problem  is  indeed  vast  since  each  ap- 
plicant, on  average,  presently  applies  to  8.5 
schools.  The  U.S.  medical  schools  processed 
362,376  applications  in  1975.  During  this  past 
year  two  U.S.  medical  schools  (Georgetown, 
Chicago)  each  attracted  over  6,000  applica- 
tions, while  an  additional  five  were  each 
deluged  with  over  5,000  applications. 

The  ratio  of  applicants  per  opening  at  the 


individual  medical  schools  is  both  awesome 
and  sobering.  At  Brown  we  receive  about  25 
rpplications  for  each  opening.  Seven  Ameri- 
can schools  presently  receive  50  or  more  ap- 
plications per  opening,  and  the  State  Uni- 
versity of  New  York,  Stony  Brook,  has 
processed  147  applications  for  each  of  its  first 
year  medical  school  positions. 

Clearly  a major  effort  must  be  made  to 
ensure  both  an  efficient  as  well  as  equitable 
system  in  choosing  our  future  colleagues.  In 
this  and  succeeding  messages  it  is  our  aim 
to  describe  the  admissions  policies  and  pro- 
cedures of  the  Brown  University  Program 
in  IMedicine  and  later  to  convey  some  idea 
of  how  Rhode  Islanders  in  general  are  faring 
in  their  acceptance  to  and  matriculation  with- 
in the  medical  schools  of  the  United  States. 

Brown  University  adheres  to  a policy  of 
equal  opportunity  in  medical  education  and 
reviews  applicants  without  regard  to  sex, 
race,  creed,  color,  or  national  origin.  Never- 
theless, when  two  applicants  are  deemed  to 
be  essentially  equal  in  academic  performance 
and  promise,  the  candidate  from  Rhode  Is- 
land has  been  and  will  be  given  preference 
by  the  Admissions  Committee.  Beyond  this 
the  University  attempts  to  meet  certain  in- 
stitutional goals  insofar  as  geographic  dis- 
tribution, socioeconomic  diversity,  and  spe- 
cific individual  aims  of  students  are  con- 
cerned. 

Regular  applications  for  admission  to  the 
class  commencing  in  September  are  to  be  sub- 
mitted to  the  admissions  office  between 
August  1 and  November  1 of  the  preceding 
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year.  An  api)lication  is  i-egarded  as  complete 
wlien  it  contains  documentation  of  the  Medi- 
cal College  Admission  Test  i-esults,  transci'ii)ts 
of  all  courses  taken  in  institutions  of  higher 
education,  and  a ccmi)rehensive  letter  of 
evaluation  from  the  applicant’s  pre-medical 
advisor.  Othei-  documents  hearing  uixm  the 
suitability  of  the  candidate  for  the  study  of 
medicine,  including  unsolicited  letters  of 
recommendation,  are  also  reviewed  with  care. 

Successful  completion  of  college  level 
courses  in  each  of  the  following  subjects  is 
required  foi-  acceptance  to  the  Brown  Medi- 
cal Program:  inorganic  chemistry,  organic 
chemistry,  physical  chemistry,  biochemistry, 
analytic  geometry,  calculus,  at  least  three 
courses  in  biology  including  molecular  biology 
and  cell  physiology,  physics,  and  two  courses 
in  behavioral  and  social  science. 

A committee  composed  of  practicing  phy- 
sicians, Brown  University  faculty,  and  senior 
medical  students  screens  all  completed  ap- 
plications and,  on  the  basis  of  academic  per- 
formance and  letters  of  recommendation, 
offers  interviev's  to  less  than  one-fifth  of 


the  applicant  pool;  virtually  all  Pihode  Island 
citizens  applying  to  Brown,  however,  are 
granted  interviews. 

Acceptances  to  the  Brown  medical  school 
are  offered  beginning  in  late  autumn,  and 
the  class  is  typically  filled  by  late  winter. 
Last-minute  changes  necessarily  occur,  since 
the  more  gifted  students  may  be  offered 
places  at  more  than  one  school  and  may  not 
make  their  final  choice  until  late  in  spring. 
Nevertheless,  it  appears  from  preliminary  ac- 
ceptance data  that  the  Brown  University 
medical  school  class  beginning  in  September, 
1976  will  be  composed  ultimately  of  60  stu- 
dents; and  of  the  53  chosen  thus  far,  23 
(43  per  cent)  are  residents  of  the  State  of 
Rhode  Island.  Two  students  from  Providence 
College  and  two  students  from  the  Univer- 
sity of  Rhode  Island  have  already  been  of- 
fered places  in  this  next  medical  school  fresh- 
man class.  The  remaining  30  students  derive 
from  12  states  and  the  District  of  Columbia. 

Stanley  M.  Aronson,  M.D. 

Dean  of  Medical  Affairs 

Brown  University 


AMA  CONTINUING  MEDICAL  EDUCATION  OPPORTUNITIES 


More  and  more  physicians  are  interested 
in  updating  their  medical  skills  and  knowledge 
in  the  interest  of  better  patient  care.  And, 
an  ever-increasing  number  of  state  medical 
associations,  specialty  societies,  and  other 
medical  groups  are  stipulating  continuing 
medical  education  as  a membership  require- 
ment. 

In  response  to  these  developments,  the 
AMA  has  greatly  expanded  its  C.jM.E.  pro- 
grams. 


REGIONAL 
Jan.  17,  18 
Feb.  28-29 
March  17-20 
April  3,  4 
April  3,  4 
May  9 
Sept.  4,  5 
Sept.  11,  12 
Sept.  10-12 


C.M.E.  MEETINGS 
Tulsa,  Okla. 

Denver,  Colo. 
Lexington,  Ky. 
Indianapolis,  Ind. 
Detroit,  Mich. 
Dallas,  Tex. 

Jackson  Hole,  Wyo. 
Milwaukee,  Wis. 
Portsmouth,  N.H. 


125th  ANNUAL  CONVENTION 

Jure  26-30  Dallas,  Tex. 


The  nine  regional  meetings,  multidisciplin- 
ary in  approach,  ai’e  of  interest  to  a variety 
of  medical  specialists  and  physicians  in  pri- 
mary care.  Scheduled  on  weekends,  they  make 
it  easier  and  mose  convenient  for  you  to 
continue  your  education.  Then  there  are  the 
two  Aj\IA  conventions.  The  Annual  alone  fea- 
tures 53  postgraduate  courses  and  many, 
m.any  other  features  in  continuing  education. 


30th  CLINICAL  CONVENTION 

Dec.  4-7  Philadelphia,  Pa. 

For  more  information  about  meetings, 
courses,  accommodations,  tuition  fees,  etc., 
write  for  a free  course  catalogue. 

Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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TllliRE’S  NO  FREE  LUNCH  ANYMORE!' 


By  Stephen  J.  Hoey,  M.D. 

The  recent  billing  of  the  membership  for 
this  year’s  Medical  Society  and  AMA  dues 
is  producing  a gratifying  response.  Although 
the  dues  increases  in  both  groups  were  over- 
whelmingly endorsed  by  their  respective 
Houses  of  Delegates,  there  are  always  those 
members  (and  those  who  should  be  mem- 
bers) who  are  willing  to  sit  back  and  “Let 
George  do  it”  (and  pay  to  get  it  done!). 

“What’s  the  Medical  Society  and  the  AMA 
doing  for  me?  Why  should  I pay  my  dues?” 
— are  the  old  cliches  that  the  blind  and  the 
deaf  “free-luncher”  is  all  too  quick  to  sub- 
stitute for  the  action  he  should  be  taking  — 
that  of  writing  a check  to  finance  the  activi- 
ties of  those  representatives  who  are  willing 
to  carry  the  fight  to  preserve  the  right  to 
care  for  people  in  the  manner  we  know  best. 

What,  indeed,  are  we  doing?  Let  me  count 
the  ways: 

1.  AMA  WINS  THE  LEGAL  BATTLE 
OVER  HEW’S  UTILIZATION  REVIEW 
REGULATIONS!  In  May,  1975,  the  AMA 
was  granted  a preliminary  injunction  against 
the  Utilization  Review  regulations  requiring 
24  hour  concurrent  review  of  all  hospital 
admissions  under  Medicare  and  Medicaid.  The 
Federal  Government’s  motion  to  stay  this 
decision  was  denied  by  the  District  Court 
and  the  Circuit  Court  of  Appeals,  and  the 


Secretary  of  HEW  has  now  withdrawn  the 
regulations. 

2.  AMA  SUES  HEW  ON  MAC  (MAXI- 
MUM ALLOWABLE  COST)  REGULA- 
TIONS! In  July,  1975,  the  AMA  sued  for  a 
permanent  injunction  against  the  HEW  regu- 
lations setting  a maximum  allowable  cost  for 
drugs  administered  to  patients  under  federal 
health  care  programs. 

3.  AMA  WINS  FIGHT  TO  PREVENT 
FEDERAL  CONTROL  OF  RESIDENCIES! 
In  September,  1975,  the  AMA  won  an  im- 
portant victory  in  the  U.S.  House  of  Repre- 
sentatives when  provision  for  federal  control 
of  medical  residencies  were  stricken  from 
the  Health  Manpower  Act  of  1975.  The  orig- 
inal bill  called  for  federal  restrictions  on  the 
allocation  and  distribution  of  residencies. 

4.  AkIA  BATTLES  WITH  FTC  ON 
ETHICS  ISSUE!  The  Federal  Trade  Commis- 
sion is  suing  the  AMA  because  its  Code  of 
Professional  Ethics  prohibits  advertising  and 
solicitation  of  patients  and  is  therefore  re- 
straining competition ! 

5.  AIMA  IS  PLANNING  LEGAL  AC- 
TION AGAINST  THE  NATIONAL  HEALTH 
PLANNING  AND  RESOURCES  DEVELOP- 
MENT ACT  (PL  93-641)  as  an  unwarranted 
assumption  of  state  authority  by  the  federal 
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government.  This  law  is  imminently  danger- 
ous to  the  provision  of  quality  medical  care, 
and  the  average  doctor  is  barely  aware  of  its 
existence  and  certainly  not  knowledgeable  of 
its  far-reaching  effects  on  the  delivery  of 
health  care,  abridging  the  freedoms  of  the 
public  and  the  medical  profession. 

These  are  only  a few  highlights  of  what 
organized  medicine  is  doing  for  us,  the  prac- 
ticing physicians.  All  these  activities  are 
expensive  and  should  be  supported  by  the 
rapid  payment  of  dues  to  demonstrate  to  our 
leaders  in  the  forefront  of  these  battles  our 


approval  of  their  efforts  on  behalf  of  us  and 
our  patients. 

So  do  it  now!  According  to  one  estimate, 
government  at  all  levels  — federal,  state,  and 
local  — either  purchases  or  provides  70  per 
cent  of  the  $120  billion  spent  annually  in 
the  U.S.  for  health  seiwices.  That  means  that 
doctors  and  their  patients  will  be  faced  to 
an  ever  increasing  extent  with  regulations 
dictated  by  some  powerful  political  body. 

THE  BATTLES  ARE  BEING  FOUGHT 
NOW!  SUPPORT  YOUR  SIDE!  THERE’S 
NO  FREE  RIDE! 


HOW'S  THAT  AGAIN?  DEPARTMENT 

The  planning  process  within  Monsanto  has 
evolved  over  the  past  three  years  into  a new 
structure,  organized  to  provide  a consistent 
corporate  tone  in  capital  management. 

. . . from  a MONSANTO  quarterly  report 


HOSPITAL 
WITHOUT  WALLS 

Save  Hospital /Nursina  Home  Days 


ALL  THE  ACUTE  SERVICES  NEEDED  TO  CARE  FOR  PATIENTS 

AT  HOME 

Services  Covered  by  Blue  Cross/Medicare 

Contact  Your  Hospital  Social  Service  Department  or  Call  Us  Directly 


WILLIAM  C.  HARVEY 
Director 

RUSSELL  P.  HAGER,  M.D., 
Medical  Director 

CALL  521-2633 


ASSOCIATION  of 
GREATER  PROVIDENCE,  INC 


157A  WATERMAN  STREET  PROVIDENCE,  RHODE  ISLAND  02906 
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Gower  and  Co.  ra 

Real  Estate  REALTORS 

Providence  751-8100  — Barrington  245-0100 


FOR  SALE 

MATUNUCK 

This  modern  bi-level  combines  the  best  of  indoor  and  outdoor  living.  House 
has  four  bedrooms  and  three  baths.  Situated  on  7.5  acres  in  most  prestigious 
area,  property  has  vie\v  of  Block  Island  Sound  and  600  feet  of  waterfront  with 
private  sand  beach  on  Potters  Pond. 


MALPRACTICE 

CAfSnONS 

Depend  on  Staikweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

X.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4. PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5»  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

€>.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7»PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
fitcilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers'  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  conlidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

II. PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  1 3 points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


Book  Reviews 


PRACTICAL  PSYCHIATRY  FOR  THE  PRI- 

]\IARY  PHYSICIAN,  by  James  R.  Hodge, 

M.D.,  Chicago,  Nelson-Hall,  1975.  357 

pages.  $15.00 

This  book  is  written  by  a psychiatrist  who 
has  been  involved  for  several  years  as  a semi- 
nar leader  in  the  Ohio  Academy  of  Family 
Physicians’  Continuing  Education  in  Psy- 
chiatry Project.  Foreword  is  by  Joseph  B. 
Fisher,  M.D.,  Chairman  of  the  American 
Academy  of  Family  Practitioners  Committee 
on  Mental  Health. 

In  his  preface,  the  author  states  that  this 
book  is  written  for  family  physicians  who 
are  not  primarily  interested  in  psychiatric 
theory  except  as  a simple,  practical,  and  rele- 
vant background  for  an  understanding  of  how 
they  can  handle  psychiatric  aspects  of  medi- 
cal practice.  “This  is  not  a comprehensive 
textbook  of  psychiatry ; it  is  primarily  a 
practical  how-to  book.”  The  author,  there- 
fore, has  attempted  to  write  a book  for  the 
primary  physician  with  the  minimum  amount 
of  theory  necessary  for  treating  the  emo- 
tional and  behavioral  problems  of  medical 
patients. 

The  book  is  organized  into  several  sections: 
the  first  11  chapters  present  a theoretical 
framework  for  understanding  psychiatric 
symptomatology.  Chapters  12  thi'ough  21  at- 
tempt to  explain  the  principles  and  strategies 
of  various  psychiatric  treatment  techniques, 
and  Chapters  22  through  30  attempt  to  give 
practical  suggestions  for  the  treatment  of  cer- 
tain emotional  and  behavioral  disorders. 
Chapter  31,  probably  the  best  chapter,  ex- 
plains how  to  use  the  psychiatrist  as  a con- 
sultant or  as  a person  to  whom  to  refer 
patients. 

In  general,  the  book  falls  far  short  of  the 
author’s  stated  purpose.  The  chapters  on  psy- 
chiatric theory  attempt  to  explain  too  much 
and,  as  a result,  give  a too  superficial  view 
of  too  many  theoretical  approaches  to  be  of 
value  to  most  physicians.  These  chapters  may 
be  helpful  to  those  few  physicians  who  would 
like  a quick  overview  of  the  multiple  theoreti- 
cal approaches  to  psychiatry.  Of  these  chap- 
ters, Chapter  4:  “Understanding  Psychiatric 


Illness,”  Chapter  17:  “The  Process  of  Psy- 
chiatric Illness,”  and  Chapter  21;  “Under- 
standing Depression”  are  the  best  written  for 
the  primary  physician. 

This  reviewer  did  not  think  that  the  chap- 
ters on  treatment  techniques  sufficiently  fill 
the  author’s  criteria  of  a “how-to”  book.  The 
chapter  on  the  use  of  psychotrophic  drugs, 
an  extremely  important  topic  for  most  pri- 
mary physicians,  is  filled  with  recommenda- 
tions which  run  counter  to  the  best  practice 
in  the  use  of  these  drugs.  One  must  believe, 
from  this  chapter,  that  the  author  is  not 
familiar  with  current  literature  on  the  use 
of  psychotrophic  drugs. 

There  is  certainly  a need  for  a book  which 
fulfills  the  purpose  stated  by  the  author  in 
his  preface.  Unfortunately,  in  the  opinion  of 
this  reviewer,  this  book  does  not  satisfy  that 
need. 

D.  Robert  Fowler,  M.D. 

t Z t 

LIFESAVING  RESCUE  AND  WATER  SAF- 
ETY. Prepared  by  The  American  National 
Red  Cross.  Garden  City,  N.Y.,  Doubleday 
& Company,  Inc.,  1974.  $2.25. 

The  lifesaving  textbook  by  the  American 
National  Red  Cross  is  complete  with  textual 
explanations  and  vivid  illustrations  to  make 
this  manual  professionally  comprehensive  as 
well  as  easily  understood.  The  most  fundamen- 
tal part  of  water  safety  is  the  ability  to  recog- 
nize and  to  avoid  hazardous  situations,  in  ad- 
dition to  the  ability  to  fathom  the  average 
swimmer’s  limited  capabilities.  The  Red  Cross 
manual  describes  in  full  the  dangers  of  the 
aquatic  environment  — from  weather  and  cur- 
rents to  noxious  plant  and  animal  life.  Every 
conceivable  rescue  approach  and  apparatus  is 
detailed.  Lifesaving  techniques  have  been  tre- 
mendously modified  within  the  last  five  to  ten 
years;  and  this  lifesaving  book  is  an  author- 
itative resource  useful  to  all  persons  interes- 
ted in,  or  around  the  water. 

Catherine  Sleicher 

z t z 

(Continued  on  Page  44) 
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Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  i 


OFFICE  FOR  RENT 


Woodlawn  Medical  Bldg. 

Beautiful  — Modern  — Spacious  — Cen- 
trally Heated  and  Air-Conditioned.  Wall 
to  Wall  Carpeting  — Ample  Parking. 
Conveniently  Located  at  the  Corner  of 
Mineral  Spring  and  Lonsdale  Avenues. 
Just  a Few  Minutes  From  Any  Major 
Hospital  in  the  State 

Call  Mrs.  Wells 

728-1080 


LEARY 

LABORATORY 


EKG:  This  service  is  now 
available  by  appointment  on  house 
calls  and  at  our  189  Governor  St. 
Laboratory. 

Profile  11:  A new 

inexpensive  grouping  of  the 
procedures  that  physicians  in  this 
area  frequently  order  to  obtain  a 
general  profile  of  their  patients, 
without  appointment.  The  fee  is 
$16.50  which  includes  the 
following  tests: 


Albumin 

Aik.  Phos. 

Glucose 

Cholesterol 

BUN 

Uric  Acid 

Calcium 

Total  Protein 

LDH 

Total  Bilirubin 

SGOT 

Phosphate 

L 


Triglycerides 

T4 

Hemogram 

(RBC,  WBC,  Hematocrit, 
Hemoglobin,  MCV,  MCH,  MCHC) 

LEARY  LABORATORY,  INC. 

43  Bay  State  Road,  Boston,  MA  02215 


THREE  PROVIDENCE  LOCATIONS 
655  Broad  St.  — 7:30-5:00  Mon.-Fri. 
189  Governor  St.  — 9:00-5:00  Mon.-Fri. 
Ill  Plain  St.  — 9:00-5:00  Mon.-Fri. 
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BOOK  REVIEWS 

(Continued  from  Page  42) 

CURRENT  SUP.CxICAL  DIAGNOSIS  AND 
TREATMENT  by  J.  Englebert  Dunphy, 
Lawrence  W.  Way,  et  al.  Los  Altos,  Cali- 
ornia,  Lange  Medical  Publications,  1075. 
$15.00 

This  is  the  second  edition  of  this  excellent 
soft-covered  comprehensive  textbook  of  sur- 
gery. Of  the  70  contributing  authors,  all  but 
five  are  from  California.  In  fact  62,  of  the 
remaining  65  are  from  the  University  of  Cali- 
fornia School  of  Medicine  at  San  Francisco, 
where  Dunphy  and  Way  hold  forth,  and  three 
are  from  Stanford  at  Palo  Alto.  Thus,  there 
is  a peculiarly  unified  approach  to  this  col- 
lection of  essays  on  the  practice  of  surgery. 
Doctor  Dunphy,  the  distinguished  and  amiable 
Senior  Editor  and  Professor  of  Surgery  at 
the  University  of  California  at  San  Francisco 
Medical  School,  is  well  known  to  the  older 
generation  of  surgeons  in  New  England.  lie 
is  an  alumnus  of  the  Harvard  Medical  School 
and  was  trained,  practiced,  and  taught  at  the 
Peter  Bent  Brigham  Hospital  for  many  years 
before  turning  his  eyes  westward. 

The  opening  chapter,  written  by  Dunphy, 
himself,  and  titled  “Approach  to  the  Surgi- 
cal Patient,”  has  a subtitle  “Building  the  His- 
tory,” which  states:  “History  taking  is  de- 
tective work.  Preconceived  ideas,  snap  judg- 
ments, and  hasty  conclusions  have  no  place 
in  it.  The  diagnosis  must  be  established  by 
inductive  reasoning.”  The  chapter  includes 
a discussion  of  “The  Patient’s  Emotional 
Background”  and  is  updated  by  a brief  ex- 
planation of  “The  Problem-Oriented  Record.” 
The  opening  chapter  is  followed  by  stand- 
ard but  very  current  chapters  on  Pre-  and 
Postoperative  Care.  The  physiological  discus- 
sions are  sophisticated  and  timely.  There  are 
further  chapters  on  postoperative  complica- 
tions, special  medical  problems  in  surgical 
patients,  legal  medicine  for  the  surgeon,  radi- 
ation therapy,  and  nuclear  medicine. 

Following  these  sumptuous  hors  d’oeuvres 
are  the  classical  standard  sections  on  wound 
healing,  inflammation,  fluid  and  electrolyte 
therapy,  metabolism  and  nutrition,  anaesthe- 
sia, shock,  trauma,  and  burns.  The  more  tra- 


ditional subjects  follow,  such  as  tumors  of 
the  various  regions  and  organs,  and  system 
reviews. 

This  excellent  comprehensive  volume,  com- 
prised of  1123  pages  and  51  chapters,  is  a 
virtual  postgraduate  course  in  general  sur- 
gery. It  is  an  ideal  text  for  those  pursuing 
continuing  education  in  this  taxing  specialty. 

Doctor  Dunphy  expounds  his  philosophy  in 
these  words:  “The  successful  management  of 
surgical  disorders  depends  upon  two  equally 
important  things:  (1)  the  effective  applica- 
tion of  a broad  knowledge  of  the  basic  sciences 
to  the  problems  of  diagnosis  and  total  care 
before,  during,  and  after  the  operation;  and 
(2)  a genuine  sympathy  for,  understanding 
of,  and  indeed  love  for  the  patient.  The  sur- 
geon must  be  a doctor  in  the  old-fashioned 
sense,  an  applied  scientist,  an  engineer,  an 
artist,  and  a minister  to  his  fellow  man.” 

The  second  edition  was  designed  and  up- 
dated to  conform  to  the  initial  aim  of  the 
Editors:  “To  provide  medical  students,  resi- 
dents, and  practicing  surgeons  and  physi- 
cians with  the  essential  and  recent  develop- 
ments in  all  fields  of  surgery.”  It  succeeds 
in  this  goal  exceedingly  well. 

It  is  impressive  that  translations  are  in 
preparation  in  Spanish,  Italian,  German, 
Japanese,  Portuguese,  and  Serbo-Croatian. 
Highly  recommended. 

Seebert  J.  Goldowsky,  M.D. 

t-  t t 

HEROIN  ADDICTION  IN  BRITAIN.  What 
Amei'icans  Can  Learn  from  the  English  Ex- 
perience, by  Horace  Freeland  Judson.  New 
York  and  London,  Harcourt  Brace  Jovano- 
vich,  1974.  $6.95. 

In  tenns  of  number  of  pages  this  is  a small 
book  of  only  one  hundred  and  fifty-six  pages. 
Yet,  reading  it  to  completion  seems  intermin- 
able. From  the  title,  obviously,  one  seeks  to 
learn  about  heroin  addiction  in  Britian  and 
especially  what  Americans  can  learn  from  the 
English  experience.  In  the  end  the  reader  is 
left  dangling.  Of  course,  the  entire  problem  of 
drug  addiction  and  abuse  (as  it  is  preferen- 
tiallj^  referred  to  these  days)  is  admittedly 
complex,  involving  a multiplicity  of  issues  in- 
( Continued  on  Page  45) 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B'bacitradn-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 

• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING;  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIDNS; 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


flew  Orange 
Kay  Ciei 
Elixir 


How  to  make 
orange  juioe 

really 

effective 

therapy 


and  supply  the  chloride 
most  patients  need  with 
potassium  suppiementation 

Potassium-'rich"  orange  juice  actually  only 
contains  about  1 meq.  per  ounce.  To  reach 
effective  maintenance  levels,  your  patients  would 
have  to  drink  about  40  ounces  of  orange  juice 
a day. 

But  now,  new  orange-flavored  Kay  Ciel  mixes 
tastily  with  your  patient's  morning  juice,  one 
tablespoon  supplying  20  meq.  each  of  elemental 
potassium  and  chloride. . . . About  four  times  the  K+ 
in  orange  juice  alone.  Repeat  in  the  evening  for 
a full  therapeutic  regimen.  Or,  if  you  want  your 
patient  to  avoid  the  extra  calories,  new  orange- 
flavored  Kay  Ciel  tastes  great  by  itself  in  four 
ounces  of  water. 


You  can  be  sure  your  patients  will  get  the  KCI 
they  need ...  in  a way  they’ll  like. 


New  Orange- 
Flavored 
Kay  Cier  Elixir 

(potassium  chloride  10 

One  tablespoon  (15  ml.) 
supplies  20  meq.  each  of 
elemental  potassium  and 
chloride 


@oper 

Cooper  Laboratories,  Inc 
Wayne,  New  Jersey  0747I 


New  orange- 
flavored 
Kay  Cier 

(potassium  chloride  10%) 

Elixir 

The  oniy  orange-fiavored 

KCi  Elixir 


Advantages  over 
tablets  and  diet: 

1.  Low  dose 

2.  Preferred  liquid  form 

3.  Low  calories 

4.  Physician  control 


KAY  CIEL®  Elixir 

(potassium  chloride  10%) 

Description:  Each  15  ml.  (table- 
spoonful) elixir  contains: 

Potassium  Chloride 1.5  g. 

(supplying  20  meq.) 

Alcohol  4%  in  a palatable  base.  Con- 
tains no  sugar. 

Indications:  Treatment  and  preven- 
tion of  potassium  deficiency  occur- 
ring especially  during  thiazide 
diuretic  or  corticosteroid  therapy, 
digitalis  intoxication,  low  dietary  in- 
take of  potassium,  or  as  a result  of 
excessive  vomiting  and  diarrhea  and 
for  correction  of  associated  hypo- 
chloremic alkalosis. 
Contraindications:  Impaired  renal 
function,  untreated  Addison’s  Dis- 


ease, dehydration,  heat  cramps  and 
hyperkalemia. 

Warnings:  Do  not  use  excessively. 
Precautions:  Administer  with  caution 
and  adjust  to  the  requirements  of  the 
individual  patient. The  patient  should 
be  checked  frequently  and  periodic 
EGG  and/or  plasma  potassium  lev- 
els made.  Use  with  caution  in  pa- 
tients with  cardiac  disease.  In  hypo- 
kalemic states,  attention  should  be 
directed  toward  the  correction  of  the 
frequently  associated  hypochloremic 
alkalosis.  Patients  should  be  cau- 
tioned to  adhere  to  dilution  instruc- 
tions. 

Adverse  Reactions:  Potassium  intox- 
ication indicated  by  listlessness, 
mental  confusion,  paresthesia  of  the 
extremities,  weakness  of  the  legs. 


flaccid  paralysis,  fall  in  blood  pres- 
sure, cardiac  depression,  arrhyth- 
mias, arrest  and  heartblock.  Vomit- 
ing, nausea,  abdominal  discomfort 
and  diarrhea  may  occur. 

Dosage  and  Administration: 

One  15  ml.  tablespoonful  (20  meq.  of 
potassium  chloride)  diluted  in  4 
ounces  of  water  or  fruit  juice  twice 
daily  (preferably  after  a meal),  or  as 
directed  by  physician. 

Overdosage:  In  case  of  excessive 
use  resulting  in  hyperkalemia  or  po- 
tassium intoxication,  discontinue  use 
of  potassium  chloride  administration 
or  take  other  steps  to  lower  serum 
levels  if  indicated. 

How  Supplied:  Bottles  of: 

473  ml NDC  0041-0145-16 

3785  ml NDC  0041-0145-28 


Rx.  Sugar  Free  Pharmaceuticals 

Do  you  need  to 

Rx.  Sugar-Free  Cough  Medicines?? 

readily  available  at  any  pharmacy? 

Prescribe  with  confidence  our  Rx  specialties: 


Tussirex  w codeine,  Syrup  or  SUGAR  FREE 

Class  5,  Welfare  approved  in  R.  I.  and  Mass. 

COMPOSITION;  Each  oi.  (30cc.)  contains:  Codeine  Phos- 
phate I gr.  (warning:  May  be  habit  forming);  Pheniramine 
Maleate  80  mg.;  Phenylephrine  Hydrochloride  25  mg.;  So- 
dium Citrate  500  mg.;  Sodium  Salicylate  500  m.g.;  Caffeine 
Citrate  150  mg.;  L-Menthol  I mgm.  and  Preservative  0.02%. 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 

Class  3,  Welfare  approved  in  R.  I.  and  Mass. 

COMPOSITION:  Each  or.  (30cc.)  contains:  Dihydroco- 
deinone  Bitartrate  15  mg.  (Warning:  May  be  habit  forming ) ; 
Phenylephrine  Hcl.  30  mg.;  Phenylpropanolamine  Hcl.  30 
mg.;  Pheniramine  Maleate  80  mg.;  Glyceryl  Guaiacolate  480 
mg.;  Methylparaben  0.18%;  Propylparaben  0.02%  and  Alco- 
hol 5%  by  volume. 


Partial  List  of  S-T  Specialties 

SCOT-TUSSIN  Reg.  (Syrup) 


SCOT-TUSSIN  SUGAR-FREE  liq. 

SCOT-TUSSIN  Cough  Caps. 

S-T  FORTE  Reg.  (Syrup)  Rx. 

S-T  FORTE  SUGAR-FREE  Liq.  Rx. 

S-T  EXPECTORANT  SF&DF  (sugar-free  & dye-free) 
S-T  DECONGEST  CAPS.,  Rx. 

S-T  CORT  Lotion,  4 oz.,  Rx. 

S-T  FEBROL  CT  Green 
S-T  FEBROL  Liq. 


TUSSIREX  W/COD.,  Syrup  Rx. 

TUSSIREX  SUGAR-FREE  liq.  Rx. 

VITA-NATAL  Caps.,  Rx. 

ViTA-PLUS  G (geriatric)  Caps.,  Rx. 
VITA-PLUS  H (hematinic)  Sugcr-Free,  liq.  Rx. 
VITA-PLUS  H (hematinic)  Caps.,  Rx. 
VITA-PLUS  B 12  Inj.  1000  mcgm/cc  USP  Rx 
VITA-BOB  2 Caps.,  Rx. 

VITA-BOB  Caps.  Rx. 

FERRO-BOB  Tabs.,  Rx. 


SCOT-TUSSIN  Pharmacal  Co.,  Inc.  DEA  Mfgr.  No.  PS00069I3;  DEA  Distr.  No.  PSI25749;  FDA  No.  1212092;  R.  I.  Drugs 
Mfgr.  Lie.:  No.  2;  etc.  R.  T.  HANNAWAY,  INC.  Lie.  No.  15. 


Scot-Tussin  Medical  & Surgical  Supply  Div. 


1976!  Our  20th  Anniversary! 

Dealers:  B-D;  J & J;  Sherwood  MONOJECTS;  Graham  Professional 
paper  products;  Will-Ross;  ART  STEEL  (Steelmaster)  Office  Furniture, 
and  many  other  lines  of  surgical  instruments  and  supplies.  For  person- 
alized, honest,  prompt  service  from  our  large  stock  phone: 


Linda,  Rita,  Katherine,  Michelle  or  Louis  J.  Scotti,  3rd,  Vice-Presi- 
dent and  request  our  6 page,  up-dated  price  list.  Free  delivery  in  the 
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cludino-  terminolog'y,  epidemiology,  etiological 
factors,  management  and  treatment  modalities 
(of  which  there  are  a goodly  number),  legal 
aspects,  and  police  enforcement.  But  this  book, 
rather  than  clarify  and  shed  light,  further  con- 
fuses. Being  a writer  and  not  a physician,  the 
author  earnestly  strives  to  document  his  views 
and  his  total  presentation  so  thoroughly  that 
in  fact  what  comes  out  appears  frequently 
disjointed  and  fragmentary.  Hence,  there  is 
no  original  experimental  investigation,  but 
rather  a conglomeration  of  individual  British 
opinions,  views,  castigations  and  sometimes 
contradictions  not  only  in  the  views  expressed 
by  a particular  individual,  physician,  psychia- 
trist, or  politician,  but  also  in  the  author’s 
presentation,  all  of  which  compels  the  reader 
constantly  to  remind  himself  that  he  is  try- 
ing to  arrive  at  two  things,  namely  the  prob- 
lem of  heroin  addiction  in  Britain  and  what 
Americans  can  learn  from  the  English  ex- 
perience. 

Undoubtedly  the  author  interviewed  a good- 
ly number  of  British  professionals  and  liber- 
ally makes  use  of  direct  quotations,  which, 
again,  are  mostly  individual  opinions  relating 
to  such  matters  as  concepts  of  heroin  addic- 
tion, proceeding  to  techniques  of  management 
and  treatment.  One  very  clear  (already 
known)  observation  made  by  the  author  is 
that,  unlike  American  practices  at  least  at  this 
time,  heroin  addicts  are  treated  by  the  modal- 
ity of  heroin  maintenance.  In  England  heroin 
maintenance  has  been  for  years  the  preferred 
and  essentially  the  only  method  of  treatment. 
In  the  earlier  years,  before  1968,  the  general 
practitioners  or  the  general  physicians,  scat- 
tered throughout  England,  where  the  dispens- 
ers and  therapists  of  heroin  maintenance. 
From  1968  apparently  up  to  the  present  — 
largely  as  a result  of  a considerable  increase 
in  the  incidence  of  heroin  addiction  (increase 
by  British  figures)  — this  function  of  the 
general  physician  was  terminated  and  treat- 
ment clinics  were  established.  The  impression 
is  that  the  establishment  of  local  clinics  in 
various  locations  including  London  was  a re- 
markable achievement  or  far  more  preferred 
than  treatment  and  management  by  individual 
physicians.  The  establishment  of  the  clinic  fa- 
cilitated the  identification  and  registration  of 


current  and  new  heroin  addicts  with  the  Cen- 
tral Home  Office. 

The  point  is  frequently  made  that  both  the 
incidence  and  prevalence  of  heroin  addiction 
in  England  has  always  been  and  continues  to 
be  very  low.  In  the  earlier  years  only  several 
hundred  addicts  are  said  to  have  existed. 
Hence  in  the  ten  years  prior  to  1968  the  total 
number  of  addicts  starting  in  1958  is  given 
as  442,  and  from  then  on  each  year  saw  a 
gradual  increase,  so  that  by  1967  the  total  had 
risen  to  1,729.  This  is  the  total  number  of 
addicts  of  all  narcotics.  However,  the  incidence 
and  prevalence  of  specifically  heroin  addic- 
tion proportionately  increased  during  this  pe- 
riod starting  with  62  in  1958  up  to  1,299  in 
1967.  A distinction  is  made  between  therapeu- 
tic and  non-therapeutic  heroin  addiction,  and, 
not  surprisingly  the  prevalence  in  1967  was 
much  greater  for  non-therapeutic  heroin  ad- 
diction, numbering  1,290  as  opposed  to  only 
9 therapeutic  addictions.  During  this  ten  year 
period  there  was  a continuing  increase  in  the 
incidence  or  new  cases  of  heroin  addicts  rang- 
ing from  8 in  1958  to  745  in  1967. 

The  point  is  made  that  this  “epidemic”  ap- 
parently was  the  overriding  reason  for  I'emov- 
ing  from  the  hands  of  individual  practitionei's 
the  treatment  of  heroin  addition  and  })lacing 
it  in  the  establishment  of  clinics.  The  highest 
figure  offered  in  this  book  with  regard  to  the 
prevalence  of  heroin  addition  in  England  is 
less  than  4,000.  Hence,  the  author  is  making- 
two  points  regarding  heroin  addiction  in  Brit- 
ain. First,  the  establishment  of  clinics  and, 
second,  the  maintenance  program  with  the 
use  of  heroin  itself.  This  is  not  to  say  that 
methadone  is  not  in  use;  in  fact  it  is.  Nor  is 
it  to  say  that  the  goal  is  ideologically  the 
maintenance  of  heroin  addiction  either  indef- 
initely or  for  an  addict’s  lifetime.  However,  it 
is  to  say  that  this  is  approximately  the  im- 
pression one  receives,  for  the  British  attitude 
towards  the  drug,  herein,  and  the  condition  of 
heroin  addiction  is  apparently  significantly  dif- 
ferent from  the  American  attitude. 

Withdrawal  reactions  are  viewed  seemingly 
lightly  by  the  physician,  and  apparently  the 
withdrawal  reactions  themselves  are  much  less 
intense,  painful,  or  unpleasant  than  in  the 
American  experience.  From  time  to  time  the 
(Continued  on  Page  48) 
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issue  of  differences  in  the  British  and  Ameri- 
can character  is  raised,  but  the  author  and 
the  British  physicians  appear  to  make  very 
light  of  this  factor.  This  reviewer  is  not  so 
certain.  The  American  experience,  in  terms 
of  incidence  and  prevalence,  dwarfs  the  Brit- 
ish experience.  Figures  recently  released  with- 
in the  past  year  to  local  American  newspapers 
indicate  that,  of  the  nineteen  million  males 
aged  twenty  to  thirty,  close  to  one  million 
have  used  heroin.  Close  to  two-and-a-half  mil- 
lion have  used  cocaine  and,  of  interest,  from 
]iine  to  twelve  million  have  used  marijuana. 
Hence,  simply  in  terms  of  numbers  one  sees 
a marked  difference  in  the  American  and  Brit- 
ish experience. 

One  very  signiiicant  difference  between  the 
two  countries  resides  in  the  fact  that  in  Brit- 
ain now  heroin  addiction  is  treated  exclusive- 
ly by  physicians  who  are  psychiatrists.  In 
America,  regretably,  the  psychiatiist  if  in- 
deed present  at  all  is  underutilized  and  under- 
valued. This  fact  plus  the  author’s  insistence 
on  the  “medical  model”  would  appear  to  be 
something  that  Americans  can  learn  from  the 
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British  experience.  On  balance  here,  perhaps 
American  psychiatrists  have  contributed  to 
their  own  devaluation  with  regard  to  drug 
addiction. 

In  approximately  the  last  ten  pages  of  this 
book  the  author  concentrates  on  what  Ameri- 
cans can  learn  from  the  British  experience 
which,  in  this  reviewer’s  opinion,  doesn’t  ap- 
pear significantly  more  than  mentioned.  Per- 
haps the  observation  should  be  stated  the 
other  way  around  — what  the  British  can 
learn  from  the  American  experience  and  in- 
deed have  (i.e.  Therapeutic  Communities). 
The  author  indicates  that  opponents  of  heroin 
maintenance  foi-  the  United  States  have  a num- 
ber of  objections,  “often  put  with  great  emo- 
tional intensity.”  There  is  the  objection 
against  the  characteristics  of  the  drug  itself, 
that  addicts  given  the  choice  will  always  pre- 
fer heroin  (presumably  over  methadone  and 
other  similar  detoxifying  drugs),  that  it  is 
not  possible  to  stabilize  heroin  dosages,  and 
that  heroin  addicts  lead  chaotic  lives.  To  these 
objections  the  author  indicates  that  the  Eng- 
lish experience  responds  clearly,  namely  that 
heroin  addicts  differ  (among  themselves),  that 
there  can  be  stable  heroin  addicts  able  to 
manage  their  dosage  and  their  lives,  and  that 
a clinic  offers  sensible  psychiatric  and  social 
services  besides  drugs  and  where  the  physi- 
cian can  select  other  drugs  besides  heroin 
can  help  a high  proportion  of  addicts  to  live 
“more  healthy,  more  sanely  and  more  effect- 
ively in  society.” 

Again,  American  opponents  fear  that  heroin 
maintenance  clinics  in  the  United  States  would 
make  addiction  spread  faster,  lessen  the  social 
disapproval  of  heroin,  decrease  the  risk  of  ex- 
periment or  occasional  use,  and  even  increase 
the  supply,  since  only  the  most  widelj^  liberal 
clinics  could  keep  the  addict  from  going  right 
back  to  his  ilicit  source  for  more  drugs.  Ap- 
parently, the  author  subscribes  to  the  view 
expressed  by  an  American  psychiatrist,  whom 
he  quotes,  that  it  is  possible  to  “cultivate  dif- 
ferent social  attitudes  toward  powerful  drugs, 
in  fact,  the  attitudes  which  need  to  be  taken 
still  further  than  the  British  themselves  have 
yet  succeeded  in  doing  but  which,  if  they  can 
be  developed,  may  provide  the  only  civilized 
hope  of  bringing  the  drug  under  control.”  This 
attitude  is  compared  to  that  concerning  alco- 
( Continued  on  Page  49) 
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Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  "Awake!’ 


As  you  can  see,  this  hypothetical  "patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 
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The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories.*'^ 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  "hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


7 Hours 


Awake  too  early 


Broad-Spectrum 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 

( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepamHCI) 


^ 30^ 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane  * 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morningawakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessarv'  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCl. 

Whmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ata.xia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dr>’ 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefit 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 
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hoi,  which  allegedly  is  now  very  much  “so- 
cially ritualized”  and  presumably  has  achieved 
a “fair  degree  of  control.”  This  is  an  amazing 
declaration  considering  the  enormity  of  the 
American  alcohol  problem.  In  fact  alcoholics 
are  appearing  at  an  earlier  and  still  earlier 
age.  The  author  quotes  a British  physician, 
“I  don’t  see  the  American  methadone  clinics 
as  medical,  but  as  technological.”  “In  the 
American  mind  there  seems  to  be  these  two 
strands,  first,  the  fundamentalism  or  salva- 
tionism  or  utopianism  and  second,  the  tech- 
nological.” Continuing  the  quotation  the  Brit- 
ish physician  states,  “I  think  the  bitter  en- 
mity between  your  abstinent  therapeutic  com- 
munities and  your  methadone  clinics  embodies 
the  deep  schism  in  the  American  soul  between 
fundamentalism  and  its  technology.”  This  in- 
deed introduces  a very  much  neglected  ingre- 
dient, not  only  in  the  book  itself,  but  in  the 
whole  conceptualization  of  the  problem,  namely 
the  various  attitudes  or  particular  “philoso- 
phy” in  America  and  in  England. 

This  reviewer  finds  it  disappointing  to  con- 
template the  philosophic  implications  sur- 
rounding the  question  of  drug  addiction. 
Hence,  one  wonders  about  idealism  versus  ab- 
solutism, capitulation  and  surrender  to  lesser 
and  even  least  values  (reductionism).  Prag- 
matism, utilitarianism,  defeatism,  and  hedon- 
ism appear  to  be  in  ascendancy.  In  the  last  few 
pages  there  is  this  quotation  by  a British  phy- 
sician, “Some  people  here  obviously  get  virtu- 
ally free  of  drugs  through  methadone  pro- 
grams; these  people  I would  guess  are  the 
more  stable  addicts  anyway.  But  apart  fi’om 
them  I think  there  are  people  who  need  a 
therapeutic  community  of  some  sort  — who 
need  a much  more  radical  reprogramming.” 
The  author  then  indicates  that  there  are  only 
four  such  communities  for  ex-addicts  in  Eng- 
land, and  they  are  all  derived  directly  from 
the  early  American  model,  Phoenix  House. 
Thus,  it  would  seem,  that  the  Americans,  still 
with  too  many  faults  and  weaknesses  in  the 
management  of  heroin  addiction,  have  taught 
the  British  something. 

It  is  to  be  hoped  that  Americans  have  not 
yet  or  ever  will  abandon  the  idealism  so  in- 
spiring to  the  founders  of  this  young  nation 
and  degenerate  into  accepting  an  exclusively 
positivistic  ideology. 

Dominic  L.  Coppolino,  i\I.D. 
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THE  VITAMIN  C COOKBOOK.  The  Way  to 
Better  Food  and  Better  Health  at  Less 
Cost,  by  Cory  SerVaas  and  Walter  Math- 
ews. Garden  City,  New  York,  Doubleday  & 
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Clinical  Assessment  Of  T And  B 
Lvmphocvte  Functions 


.4  tT'iflip  Variety  Of  Tests  Is  ISoiv  Avail- 
able For  Comprehensive  Screening 


By  Patricia  Fames,  M.D. 

Recent  advances  in  basic  immunology  have 
produced,  and  are  continuing  to  produce,  rap- 
idly increasing  interrelations  between  labora- 
tory and  clinical  perceptions  of  white  blood 
cells  and  their  functions.  As  Ritt  has  re- 
cently pointed  out,  “clinical  immunology”  has 
no  definitive  identity  as  an  isolated  sub- 
specialty; rather,  applications  of  laboratory 
investigations  to  the  bedside  are  becoming 
pervasive  and  are  of  varying  degrees  of  prac- 
tical clinical  value  in  a wide  variety  of  sub- 
specialty problems.  In  almost  every  lecture 
on  the  subject  which  I have  given  in  the 
past  year  or  two  there  has  been  a plea  with 
the  invitation  to  “tell  when  such  tests  ought 
to  be  done.”  In  this  review  I will  include 
a discussion  not  only  of  which  tests  are  avail- 
able for  lymphocyte  functions,  but  also  of 
some  of  the  more  fruitful  applications  in  clini- 
cal practice.  In  fact,  it  is  important  to  em- 
phasize at  the  outset  that  individual  tests, 
unless  taken  in  clinical  context,  are  not  only 
of  limited  value  but  also  may  be  misleading. 

PATRICIA  FARNES,  M.D.,  Associate  Professor 
of  Medical  Science,  Brown  University;  Hematolo- 
gist, Department  of  Pathology,  Rhode  Island  Hos- 
pital. 

Adapted  from  a presentation  at  Regional  Meeting 
of  the  American  College  of  Physicians,  Providence, 
Rhode  Island,  October  31,  1975. 

This  is  one  of  a series  of  papers  supported  by  the 
Continuing  Education  Program  of  the  Rhode  Island 
Health  Science  Eduiation  Council. 


Traditional  thymus-dependent  (T)  and 
bursa-equivalent  (B)  lymphocyte  functions 
have  been  defined,  and  are  usually  discretely 
categorized  as  relating  to  cellular  immunity 
(delayed  hypersensitivity,  graft  rejection)  or 
to  humoral  immunity  (antibody  production) 
respectively.’-^  Participation  in  the  specific 
functions  of  either  set  is  usually  associated 
with  a change  in  the  state  of  differentiation 
of  the  cell  to  a physiologic  level  which  per- 
mits production  of  special  proteins,  and 
initiation  of  deoxyribonucleic  acid  (DNA) 
synthesis  for  cell  division  (Figure  I).  In  this 
way,  inci'easing  numbers  of  responsive  lym- 
phocytes are  amassed.  Most  lymphocyte  func- 
tion studies  directly  oi’  indirectly  measure 
different  phases  of  this  modulation  process 
or  its  products.  For  instance,  lymphocyte 
blastogenesis  measures  ability  of  the  cells  to 
undergo  activation  and  synthesize  DNA.  Or, 
production  of  certain  proteins  (lymphokines) 
can  be  measured  directly  or  inferred  from  a 
complex  in  vivo  response,  as  in  skin  delayed 
hypersensitivity  reactions. 

So  far,  I have  suggested  that  it  is  all  fairly 
clear-cut.  Now  I would  like  to  introduce  a 
little  more  realistic  perspective  which  is  im- 
portant to  interpretation  of  white  blood  cell 
studies  in  general.  It  is  an  uncomfortable 
fact  that  some  T fvTnphocyte,  B lymphocyte, 
and  granulocyte  functions  share  various  de- 
grees of  interaction  and  interdependency 
(Continued  on  Next  Page) 
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Figure  I 

Both  T and  B lymphocytes  undergo  “blastogenesis” 
to  a more  activated  differentiation  state  to  produce 
special  products,  and  to  divide.  B lymphocytes  un- 
dergo plasmacytic  differentiation  in  association  with 
immunoglobulin  production. 


(Figure  II).  The  hatched  areas  represent 
these  interactions,  but  they  are  not  intended 
quantitatively  to  reflect  the  actual  importance 
of  the  “overlaps.”  Accumulating  evidence  sug- 
gests that  in  the  case  of  T and  B lympho- 
cytes, the  significance  will  be  substantial. 

There  is  ample  evidence  that  an  undeter- 
mined fraction  of  B lymphocyte  response  is 
T-mediated  moreover,  some  T lymphocyte 
)-esponse  may  be  B-mediated.'*  T lymphocytes 
also  play  a role  in  production  of  colony-stimu- 
lating activity,®  which  can  influence  differen- 
tiation of  CFUc  (colony-forming  cells)  into 
granulocytic  elements.  Also,  granulocyte 
function  is  partly  dependent  upon  products 
from  B lymphocytes,  as  exemplified  by  opso- 
nin-dependent phagocytosis  by  neutrophils  of 
certain  pathogenic  microorganisms.  These  in- 
teractions are  of  undetermined  clinical  im- 
portance, but  lesions  in  the  system  may  be 
significant  more  often  than  we  currently 
realize.  In  one  form  of  variable  immuno- 
deficiency, failure  of  T cell-B  cell  cooperation 
may  lead  to  B cell  failure;®  a final  result  is 
expressed  clinically  as  compromised  neutro- 
phil phagocytosis. 

Obviously,  then,  some  tests  could  measure 
more  than  one  function,  and  this  may  be 
the  case  far  more  often  than  we  assume. 
Both  B and  T lymphocytes  may  participate 
in  some  phenomena  (e.g.  mixed  leukocyte 
culture,'  target  cell  kill®)-  In  some  leukemias, 
Ihe  malignant  cells  posess  both  T and  B mark- 
ers simultaneously.®  Both  B and  T lympho- 
cytes are  stimulated  by  one  mitogen  (poke- 
weed  mitogen) 

In  addition,  functions  may  be  disassociated 
between  sets,  or  within  a set.  T cells  may  be 


' ‘ rooP  ^ 


INTER-RELATIONS  OF  T LYMPHOCYTE.  B LYMPHOCYTE.  GRANULOCYTE  FUNCTIONS 

Figure  II 

competent,  while  B cells  are  not.  Or,  cells  of 
either  class  may  accomplish  some  functions 
and  fail  to  perform  others.  These  examples 
are  intended  to  demonstrate  that,  if  testing 
is  undertaken,  it  should  usually  be  compre- 
hensive, with  an  eye  to  discovering  whether 
isolated  deficiencies  can  be  demonstrated,  or 
whether  patterns  of  abnoimality  typical  of 
certain  diseases  emerge. 

CLINICAL  APPLICATIONS 
Clinical  uses  of  lymphocyte  function  stud- 
ies can  be  divided  into  three  main  groups 
(Table  I) : diagnostic,  prospective,  and  ad- 
junctive. In  some  cases,  T and  B lymphocyte 
studies  delineate  diagnostic  or  nearly  diag- 
nostic criteria  of  particular  clinical  disorders. 
Most  of  these  examples  relate  to  diseases 
encountered  in  pediatric  practice:  congenital 
immunodeficiency  disorders,  selective  clonal 
failures,  special  patterns  of  mixed  cellular 
and  humoral  deficiencies,  or  specific  alterna- 
tions in  immunoglobulin  synthesis. 

Prospective  studies  of  lymphocyte  function 


Table  I 

SOME  PRACTICAL  CLINICAL  USES  OF  T/B 
LYMPHOCYTE  FUNCTION  TESTING 
DIAGNOSTIC:  Specific  defined  immunodeficiency 

syndromes:  e.g.  SCI,  selective  clonal  failure,  senim 
inhibitors,  selective  dysproteinemias. 
PRO.SPECTIVE:  Suggestive  evidence  that  compre- 

hensive screening  and  follow-up  of  T/B  parameters 
may  be  predictive  of  response  to  chemothei’apy: 
e.g.  leukemias,  lymphomas,  solid  tumours.  Tissue 
matching  for  homograft  computability. 
ADJUNCTIVE:  Failure  or  modification  of  T/B 

functions  in  association  with  specific  groups  of 
clinical  disorders:  e.g.  lymphomas,  sarcoidosis, 

autoimmune  disorders,  infectious  diseases. 
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Table  II 
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Test 

Method 

Normal  Result 

□*1- 

T Lymphocyte  enumeration 

AET  rosette 

% (2SD):  72  + 22;  Absolute  1736  + 515 

*2. 

Lymphocyte  size 

Micrometry 

9-12  At 

*3. 

Thymic  shadow 

Radiography 

often  present 

n 4. 

DH  Response  to  antigens 

ID  testing  (battery) 

usually,  one  or  more  + 

□ *5. 

DNCB  sensitization 

skin  application, 
challenge  14d. 

spontaneous  flare,  14  d., 
response  to  patch  challenges 

□ *6. 

Lymphocyte  blastogenesis 

in  vitro  stimulation 
of  H^T  incorporation 
with  PHA,  PWM 

maximum  peak  at  3d.  compar- 
able to  control  range 
(rj  45,000  cpm) 

7. 

MLC 

in  vitro  stimulation 
of  H^T  incorporation 
by  allogeneic  lympho- 
cytes 

maximum  peak  at  5-6  days  in 
incompatible  subjects 

8. 

MIF 

inhibition  of  macrophage 
migration  by  MIF  from 
sensitized  lymphocytes 

40-50%  inhibition 

9. 

Homograft  rejection 

skin  homograft 

rejection  within  p 2 weeks 

10. 

Lymph  node  architecture 

Ijmph  node  biopsy 

abundant  para-cortical 

lymphocytes 


"•Most  useful  in  infants  and  young  children 
□Most  useful  in  adults 


are  of  increasing  interest  to  workers  in  the 
oncology  fields.  Successful  lymphocyte  per- 
formance in  T cell  function  test  systems  has 
been  cautiously  related  to  prognosis  and 
therapy  response  in  a few  instances.  Acute 
Leukemia  Group  B has  recently  instituted  a 
comprehensive  testing  program  in  conjunc- 
tion with  immunotherapy  trials.  The  mixed 
leukocyte  culture  is  used  prospectively  with 
histocompatability  antigen  (HLA)  testing  to 
help  determine  prospects  of  donor-recipient 
compatability. 

Probably  the  most  widespread  uses  of  lym- 
phocyte function  studies  at  present  are  ad- 
junctive, that  is,  they  can  provide  supportive 
evidence  (as  do  many  more  familiar  labora- 
tory studies)  for  or  against  certain  general 
disease  categories  or  specific  diseases.  It  is 
important  to  emphasize  that  studies,  espe- 
cially in  the  interpretation  of  T lymphocyte 
tests,  are  susceptible  to  valid  interpretation 
only  in  the  total  clinical  context.  IMoreover, 
it  is  usually  the  overall  picture  obtained  from 
comprehensive  testing  that  is  the  most  valu- 
able from  a diagnostic  standpoint. 

FUNCTIONS  OF  T LYMPHOCYTES 

A number  of  clinical  and  laboratory  para- 
meters relating  to  T lymphocyte  function  are 


listed  in  Table  II.  The  normal  ranges  provided 
are  those  established  and  statistically  ana- 
lyzed for  normal  subjects  in  our  own  labora- 
tory. We  have  defined  normal  subjects  as 
members  of  an  adult  donor  pool  with  no  re- 
cent history  of  immunization,  allergy,  infec- 
tion, or  medication  use  (including  honnones). 
These  criteria  are  seldom  specified  in  the 
literature,  but  they  are  essential  for  obtain- 
ng  valid  control  information. 

Patients  are  studied  prior  to  chemotherapy 
or  radiation,  and  must  have  received  no 
steroids  or  other  interfering  medication  in 
the  prior  two  weeks.  Most  assessments  of 
patients  with  malignancy  which  have  ap- 
peared in  the  literature  derived  their  data 
from  mixed  bags  of  treated,  pre-treated,  and 
untreated  patients.  However,  most  of  the 
parameters  listed  in  Table  II  are  profoundly 
altered  by  steroid  therapy,  radiation,  chemo- 
therapeutic agents,  and  infectious  processes, 
as  well  as  by  a variety  of  hormonal  and  vari- 
ous medicinal  agents.  The  protein-calorie 
nutritional  state  influences  test  results.  The 
most  useful  tests  for  adults  are  T enumera- 
tion, delayed  hypersensitivity  (DH)  response 
to  antigens,  the  dinitrochlorcbenzene  (DNCB) 
(Continued  on  Next  Page) 
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Figure  III 

“Rosette”  formation  by  lymphocytes  from  normal 
liuman  blood,  incubated  with  sheep  erythrocytes. 
Usually  60-70  per  cent  of  circulating  lymphocytes 
rosette. 


sensitization,  and  lymphocyte  blastogenesis  re- 
sponse. The  mixed  leukocyte  culture  (MLC), 
migration  inhibition  factor  (MIF),  and  histo- 
logic techniques  are  usually  reversed  to  study 
special  problems.  It  is  worth  noting  that  stud- 
ies of  cellular  immune  parameters  in  the 
course  of  infections,  and  for  several  weeks 
thereafter,  can  give  results  which  show  defi- 
cient function,  and  do  not  necessarily  provide 
a realistic  picture  of  the  patient’s  fundamen- 
tal immune  status.  For  instance,  delayed  hy- 
persensitivity responses  may  become  transi- 
ently negative  during  measles,  infectious  mon- 
onucleosis, and  disseminated  tuberculosis.” 

T lymphocytes  fonn  rosettes  in  vitro  with 
sheep  erythrocytes  (Figure  III),  and  absolute 
numbers  of  T lymphocytes  per  volume  of 
blood  can  be  calculated.  The  technique  is  ex- 
ceedingly sensitive  to  technical  error,  and 
false-low  results  are  frequent  in  inexperienced 
laboratories. 

Dermal  responses  to  common  antigens 
(Table  III)  measure  immunologic  recall  — 
that  is,  recognition  of  and  response  to  an 
antigen  which  has  previously  sensitized  a 
lymphocyte  clone.  The  use  of  a battery  of 
antigens  is  usually  indicated,  for  reasons 
which  are  evident  in  Table  III.  In  normal 
populations,  there  is  no  one  antigen  which 
consistently  evokes  positive  responses  in  all 
subjects.  A negative  response  to  strepto- 
kinase-streptoclornase  (SK-SD),  mumps,  or 
pui’ified  protein  derivative  of  tuberculin 


(PPD)  is  not,  thei’efore,  evidence  of  anei'gy. 
In  the  experience  of  most  investigators,  nor- 
mal subjects  over  the  age  of  six  year's  r'esirond 
to  one  or  rnor'e  antigerrs.'-  We  do  not  know 
whether  individuals  who  r'espond  briskly  to 
many  antigens  possess  any  fundamerrtal  bio- 
logic advantages  over  those  wlro  have  a mod- 
est response  to  one  only.  Failure  to  respond 
may  indicate  lack  of  prior  sensitizatiorr.  But 
failure  to  respond  may  r elate  to  many  factors 
which  are  independent  of  T cell  antigen 
recognition.  Failure  of  neutrophil-mediated 
inflammatory  response,  as  has  been  demon- 
strated in  cir'rhosis,''^  is  an  example.  The  fail- 
ure may  also  be  iatrogenic  — i.e.  poor  tech- 
rrique  in  producirrg  a satisfactory  irrtr-adermal 
wheal. 

Skin  r'esponses  are  immediate  (15  minutes, 
immunoglobulin  E [IgEj -mediated),  later  (4-6 
hours,  IgG-mediated),  or  delayed  (16-72 
hours,  T cell-mediated).  Ther'e  has  been  con- 
siderable recent  discussion  about  the  signifi- 
cance of  criteria  for  positive  delayed  re- 
sponses,”’ *5  and  the  new  attention  to  the 
pi-oblem  may  result  in  revision.  Currently,  a 
positive  reaction  is  taken  by  most  observers 
as  10  mm  of  induration  (with  or  without  ery- 
thema) at  48  hours.  With  mumps  antigen,  24 
hour  erythema  is  measured. 

DNCB  tests  the  ability  of  the  patient  to 
become  sensitized  to  a new  antigen.  DNCB 
is  a hapten  which  combines  with  skin  — or 
leukocyte  — protein  to  form  a complete  anti- 
gen. A sensitizing  dose  of  2000  ug  is  placed 
On  the  skin.  Inflammation  develops,  and  then 
subsides.  When  a sensitized  clone  develops 
(usually  at  about  two  weeks),  a spontaneous 
flare  appears  at  the  original  site,  where  anti- 


ANTIGEN 

TABLE  III 
DOSAGE 

% RESPONSE 

Candida 

1:1000;  1:100 

20-30% 

Mumps 

0.1  ml  standard 

>80% 

PPD 

oU 

variable 

SK-SD 

2.5/lOU;  10  40U 

>80%, 

Trichophyton 

1:100;  1:30 

<25% 

Histoplasmin 

0.1  ml  standard 

rare 

Coccidioidin 

0.1  ml  standard 

rare 

Per  cent  responses  are  approximate  for  normal  adults 
in  this  community.  PPD  responsiveness  varies  in 
ethnic  and  socioeconomic  groups. 
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Table  IV 

CLINICAL  ASSESSMENT  OF  B CELLS  AND  THEIR  FUNCTIONS 


Test 

Method 

Normal  Result 

□*1. 

Enumeration  of  B hunphocytes 

immunofluorescence 

Vc  (2SD):  4-36%;  944-32 
-Absolute 

□ *2. 

Immunoglobulins 

immunodiffusion 

variable  (IgG  710-1540; 
IgM  37-261;  Ig.A  6z-490) 

*3. 

Presence  of  Ijunphoid  tissue 

physical  exam 

(tonsils,  nodes,  adenoids) 

Radiography 

present 

□ *4. 

Isoogglutinins 

.Anti-A,  Anti-B  (Ig.M) 

1:16,  1:8  -|- 

□ *5. 

Schick  Test 

Intradermal  Diphtheria 
Toxin 

If  immune,  negative  at 
5 days 

□ ♦6. 

PWAI  blastogenesis 

incorporation  of  H^T 

comparable  to  control  range 

'itro  (p  30,000  cpm) 

*Most  useful  in  infants  and  young  children 
□ Most  useful  in  adults 


gen  is  retained  in  the  skin  (Figure  IV).  Chal- 
lenges at  10-50  ug  doses  are  placed  on  the 
opposite  aiTn  to  quantitate  the  response.  Xor- 
nial  subjects  undergo  sensitization,  usually 
develop  a flare,  and  respond  to  one  or  more 
challenges. 

Lymphocyte  blastogenesis  refers  to  the  abil- 
ity of  peripheral  blood  Lymphocytes  to  un- 
dergo activation  and  cell  division  in  response 
to  mitogens  or  antigens.  Phytohemagglutinin 
(PHA)  is  a lectin  which  activates  a large 
proportion  of  normal  human  blood  T lympho- 
cytes. DXA  synthesis  after  three  days  in  cul- 
ture is  measured  by  incorporation  of  tritiated 
thymidine  (IPT) /standard  number  of  cells. 
In  Figure  normal  ranges  and  representa- 
tive values  in  disease  states  are  illustrated. 
Blastogenesis  is  grossly  deficient  in  some  pa- 
tients with  lymphoproliferative  disorders,  in- 
fections, granulomatous  processes,  and  neo- 
plasms. On  the  othei’  hand,  some  patients 
with  flagrant  malig-nancies  perform  well  on 
this  test.  Sometimes  slight  impairment  can 
be  demonstrated  by  testing  with  diluted  mito- 
gen. 

FUNCTIONS  OF  B LYMPHOCYTES 

Some  of  the  most  useful  tests  for  B lym- 
phocyte functions  are  shown  in  Table  IV. 
They  include  B cell  enumeration,  serum  im- 
munoglobulins, the  Schick  test,  and  pokeweed 
m.itogen  (PV'M)  blastogenesis. 

Enumeration  of  blood  B lymphocytes  is  per- 
foiTTied  b.v  an  immunofluorescent  technique 
in  which  specific  anti-IgG,  -A,  oi-  -M  is  fluo- 
rescein labelled,  and  presented  to  the  cells. 
Cells  which  possess  surface  receptor  sites  for 
these  immunoglobulins  show  fluorescence. 
Some  B lymphocytes  also  possess  surface  re- 


ceptor sites  for  complement,  which  can  be 
demonstrated  by  a technique  utilizing  anti- 
complement-coated  eiythrocytes.  As  well  as 
determining  circulating  B cell  numbers,  the 
method  allows  distinction  of  abnormal  lym- 
phocyte clones. 

Serum  immunoglobulins  are  usually  meas- 
ured by  immunodiffusion  or  immunoelectro- 
phoretic  techniques.  In  most  clinical  labora- 
tories, IgG,  IgA,  and  IgM  are  specified.  X^or- 
mal  values  for  these  components  are  partially 
age-  and  sex-dependent.  It  is  well  known  that 
elevation  of  immunoglobulins  is  associated 
with  certain  diseases  — for  instance,  infec- 
tions, granulomatous  processes,  certain  liver 
diseases,  and  autoimmune  disorders,  as  well 
as  “immunoproliferative”  diseases  — are  as- 
sociated with  depressed  immunoglobulins. 
Selected  immunoglobulin  alterations  are  re- 
ceiving increased  attention  and  may  prove 
of  clinical  importance.  Isoagglutinins  are 
IgM  proteins,  and  the  titres  can  be  measured 
by  dilution.  Most  normal  anti-A  titres  are 
(Continued  on  Next  Page) 
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Figure  IV 

After  two  weeks,  a spontaneous  flare  with  redness 
itching,  and  vesiculation  normally  develops.  Chal- 
lenges of  smaller  amounts  produce  similar  skin  re- 
actions. 
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IN  VITRO  PKA  BLASTOGENESIS  RESPONSES  OF  NORMAL 
CONTROL  SUBJECTS  AND  UNTREATED  PATIENTS 

Figure  V 


1:16  or  gi’eater,  while  most  anti-B  litres  are 
at  least  1 :8. 

The  intradermal  Schick  test  (diphtheria 
toxin)  is  a useful  screen  in  subjects  who  have 
a high  probability  of  diphtheria  immunity, 
either  by  history  of  immunization  or  infec- 
tion. If  humoral  antibody  is  present,  no  re- 
action will  occur  at  the  injection  site,  since 
the  toxin  is  neutralized.  If  antibody  is  absent, 
erythema  and  induration  appear  (which  can 
progress  to  ulceration). 

The  pokeweed  mitogen  is  mitogenic  for 
some  portion  of  T and  some  portion  of  B 
lymphocytes  in  the  peripheral  blood.  Since 
there  is  severe  impainnent  of  PWM  response 
in  chronic  lymphotic  leukemia  (CLL)  and  in 
certain  immunodeficiency  syndromes,  and 
since  no  pure  B cell  mitogen  exists  for  human 
blood  lymphocytes,  it  is  usually  used  as  the 
second  mitogen  in  lymphocyte  blastogenesis 
testing.  Frank  B lymphocyte  failure  is  asso- 
ciated with  a deficient  response  (Figure  VI). 

The  lymphocyte  in  vitro  culture  system  can 
be  used  to  test  lymphocyte  responses  to  spe- 
cific antigens.  Patients  who  fail  to  respond 
to  skin  tests  may  show  responses  when  lym- 
phocytes are  incubated  in  vitro.  The  test  pro- 
vides a way  to  discriminate  between  true 
clonal  failure  and  skin-test  failure  due  to 
other  causes. 

A variety  of  T and  B lymphocyte  tests  is 
now  available  and  is  applicable  to  a wide 
variety  of  clinical  problems.  For  maximum 
infoiTnation,  comprehensive  screening  is 
usually  the  best  approach. 


SUMMARY 

Although  T lymphocyte  functions  are  pri- 
marily cellular,  and  B lymphocyte  functions 
lirimarily  humoral,  there  is  substantial  over- 
lap and  interaction.  Clinical  uses  of  lympho- 
cyte functions  may  be  diagnostic,  prospective, 
or  adjunctive.  Comprehensive  testing  of  many 
parameters  of  function  provides  the  best  op- 
portunity for  assessment  of  immunocompe- 
tence.  Useful  T lymphocyte  function  tests  in 
adults  are:  T lymphocyte  enumeration  (abil- 
ity to  form  rosettes  with  sheep  erythrocytes), 
recall  response  to  intradermal  antigens,  abil- 
ity to  become  sensitized  to  DNCB,  and  the 
blastogenic  response  of  lymphocytes  to  PHA. 
Many  exogenous  factors  including  chemo- 
therapy, radiation,  steroids,  and  infection  can 
profoundly  alter  these  functions.  Skin  tests 
should  be  done  as  a battery ; a negative  tuber- 
culin or  mumps  test  does  not  establish 
“anergy.”  Useful  B lymphocyte  tests  in  adults 
include  B lymphocyte  enumeration  (presence 
of  immunoglobulin,  complement  receptor 
sites,  or  both),  serum  immunoglobulin  levels, 
isoagglutinin  titres,  the  Shick  test,  and 
PWM  blastogenesis. 
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Cardiovascular  Disease  In  Uremic 
Patients  On  Hemodialysis 


Patients  On  Chronic  Maintenance  Dialy- 
sis Have  An  Increased  Incidence  Of 
Death  From  Cardiovascular  Disease 


By  J.  Michael  Lazarus,  i\l.D.;  Edmund  G.  Lowrie, 
M.D.;  Constantine  L.  Hampers,  iM.D.,  and  John 
P.  Merrill,  IM.D. 

SCOPE  OF  PROBLEM 

In  1972  the  leading  cause  of  death  in  the 
United  States  for  all  age  groups  was  heart 
disease,  accounting  for  38.5  per  cent  of  all 
deaths.  The  third  most  frequent  cause  of 
death  was  cerebrovascular  disease,  represent- 
ing 10.7  per  cent.  One  might  therefore  logi- 
cally expect  that  the  cause  of  death  in  patients 
wdth  renal  insufficiency  maintained  on  the  ar- 
tificial kidney  could  be  related  to  cardiovascu- 
lar disease.  This  indeed  is  the  case.  Table  1 
ccmpares  percentages  of  death  due  to  heart 
and  central  nervous  system  disease  in  the 
United  States  with  various  groups  of  patients 
on  chronic  hemodialysis.  In  the  United  States 
population  ranging  in  age  betw'een  24  and  45 
years,  only  13.6  per  cent  of  deaths  were  due 
to  heart  or  central  nervous  system  disease. 
The  disturbing  observation  relates  to  the  per- 
centage of  deaths  due  to  cardiovascular  di- 
sease in  hemodialysis  patients,  w’hose  age 
range  is  roughly  equivalent  to  the  above  pop- 
ulation. The  mean  ages  of  patients  reported  in 
the  National  Dialysis  Registry*  and  from  the 
combined  European  dialysis  population^  are 

From  the  Department  of  Medicine,  Peter  Bent 
Brigham  Hospital,  Boston,  Massachusetts. 

Read  before  the  Rhode  Island  Hospital  House 
Officers’  Association  on  November  8.  1975.  Orig- 
inally presented  at  the  Conference  on  Adequacy  of 
Dialysis,  Monterey,  California,  March  20-22,  1974; 
sponsored  by  the  Artificial  Kidney-Chronic  Uremia 
Program  of  the  National  Institute  of  Arthritis,  Me- 
tabolism, and  Digestive  Diseases.  Reprinted  from 
Kidney  International  (Supp  2)  7:S  167-175,  1975 
with  the  permission  of  the  author  and  publisher. 


not  given,  but  can  be  estimated  from  informa- 
tion in  the  papers  to  be  approximately  43.5 
and  40  years,  respectively.  The  mean  age  of 
Lindner’s  patients'*  was  37  years,  and  that  of 
the  Peter  Bent  Brigham  Hospital  dialysis 
group  was  48.8  years.  Thus,  hemodialysis  pa- 
tients are  dying  at  younger  ages  with  a great- 
er percentage  of  cardiovascular  deaths  than 
nonuremic  populations. 

Lindner  et  aP,  comparing  the  differences  in 
death  I’ate  in  their  dialysis  population  with 
males  wdth  familial  hypercholesterolemia,  in- 
dicate the  risk  of  cardiovascular  disease  to  be 
greater  in  the  dialyzed  population.  If  one 
compares  causes  of  death  in  patients  with  hy- 
pertensive disease,  the  difference  between  ure- 
mic patients  is  less  striking.  For  example, 
Perry  et  aP,  in  evaluating  the  effect  of  drug 
therapy  in  316  hypertensive  patients,  recorded 
142  deaths  in  both  treated  and  untreated 
groups.  Thirty-eight  per  cent  of  deaths  were 
due  to  renal  failure;  however,  41  per  cent  of 
deaths  w’ere  classified  as  cardiovascular  in  na- 
ture. In  a similar  study  Breckenridge,  Dollery, 
and  Parry^  noted  209  deaths  in  1,294  hyper- 
tensive patients  followed  over  a 16-year  period 
Thirty-three  per  cent  died  from  renal  failure, 
but  23  per  cent  died  from  cerebrovascular  dis- 
ease, and  26  per  cent  died  from  heart  disease. 
The  information  suggests  that  uremic  patients 
on  chronic  maintenance  dialysis  have  a higher 
cardiovascular  death  rate  than  nonuremic  pa- 
tients with  lipid  abnormalities,  but  not  much 
greater  than  a population  wdth  treated  hyper- 
tension. Regardless  of  cause,  the  fact  remains 
(Continued  on  Next  Page) 
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Cardiovascular  deaths 

No. 

No. 

Heart 

Cerebral 

Patients 

Deaths 

%of  all 

deaths 

lotai  % 

U.  S.  Population 
All  Ages 
U.  S.  Population 

38.3 

10.7 

49.0 

Ages  25-45 

National  Dialysis  Registry 

11.9 

1.7 

13.6 

Cryan  (1) 
Through  1972 
jMean  Age  43.5 

7437 

2447 

34.5 

12.4 

46.9 

EDTA 

Paisons  et  al  (2) 
Mean  Age  40 

9150 

2565 

34.7 

13.5 

48.2 

Lindner  et  al  (3) 
Mean  Age  37 
PBBH  Home  Dialysis 

39 

23 

52.2 

8.6 

60.8 

Mean  Age  48.8 

125 

34 

41.6 

16.5 

58.1 

Table  1.  Incidence  of  cardiovascular  deaths  in  the  United  States  population  for  1972,  in  four  reported  dial- 
ysis populations 


that  hemodialysis  patients  are  dying  from 
complications  of  vascular  disease  which  most 
assuredly  occur  secondaiy  to  a combination  of 
disorders  associated  with  renal  insufficiency, 
or  its  treatment,  or  both. 

A clear  definition  of  “cardiovascular  death” 
is  in  order  to  obtain  a better  understanding 
of  how  uremia  affects  an  earlier  and  gi’eater 
incidence. of  vascular  deaths.  For  instance,  the 
data  of  Parsons  et  aP  include  “heart  failure” 
and  “pericardial  disease”  under  the  general 
heading  of  heart  disease.  Lindner  et  aP  re- 
ported eight  myocardial  infarcts,  two  hemor- 
rhagic strokes,  and  four  patients  with  con- 
gestive heart  failure  in  their  14  cardiovascu- 
lar deaths.  Of  the  patients  on  the  Peter  Bent 
Brigham  Hospital  home  dialysis  program, 
there  were  nine  myocardial  infarcts,  four 
cerebral  hemorrhages,  and  six  “cardiovascu- 
lar-related” problems.  The  figures  from  the 
National  Dialysis  Registry  also  include  “other 
vascular  diseases.”  What  comprises  “other 
vascular  diseases”  and  whether  they  are  or 
are  not  related  to  uremia  is  not  clear. 

Although  the  different  types  of  cardiovascu- 
lar deaths  may  be  casually  related  to  one  an- 
other, the  implication  of  myocardial  infarc- 
tion is  distinctly  different  from  heart  failure 
that  is  due  to  fluid  overload  or  hypertension, 
and  severe  thrombotic  cerebral  disease  is  dif- 
ferent frail  cerebral  hemmorhage  secondary  to 
malignant  hypertension.  Some  of  these  prob- 
lems could  be  due  to  inadequate  dialysis  and 
might  be  potentially  preventable.  Cardiovascu- 
lar death,  then,  should  be  subgrouped  into 


two  major  categories  — heart  and  central 
nervous  system.  Under  heart  disease  the  eti- 
ology should  be  further  subclassified  according 
to  its  exact  cause.  The  etiologic  classification, 
as  outlined  by  the  New  York  Heart  Associa- 
tion in  Diseases  of  the  Heart  and  Blood  Ves- 
sels®, would  be  useful  in  this  regard.  One 
should  make  some  attempt  to  distinguish  ar- 
teriosclerotic or  coronary  artery  disease,  with 
or  without  myocardial  infarction,  from  other 
causes  of  congestive  heart  failure.  The  role  of 
concomitant  hypertension  will  be  difficult  to 
dissect.  Other  disorders  leading  to  congestive 
heart  failure,  such  as  valvular  heart  disease, 
myocardial  calcification,  infectious  myocardi- 
tis, and  fluid  overload,  may  be  more  easily 
identified  and  should  be  so  indicated.  Likewise, 
deaths,  from  pericardial  disease  should  be  dis- 
tinguished from  those  due  to  myocardial  and 
endocardial  disease.  With  regard  to  cerebro- 
vascular diseases,  one  should  differentiate  be- 
tween hemorrhagic,  embolic,  and  thrombotic 
etiologies.  Other  organ  system  diseases  not 
caused  by  renal  insufficiency  but  affecting 
cardiovascular  deaths  (e.g.,  chronic  obstruc- 
tive pulmonary  disease,  diabetes  mellitus,  thy- 
rotoxicosis, and  so  on)  should  be  so  indicated. 
In  an  effort  to  determine  how  changes  in  cur- 
rent hemodialysis  practice  may  alter  the  car- 
diovascular death  rate,  it  must  be  made  clear 
whether  or  not  patients  dying  a cardiovascu- 
lar death  possibly  did  so  as  a result  of  inade- 
quate hemodialysis  as  judged  by  current  tech- 
niques. If  a judgment  as  to  adequacy  of  he- 
modialysis can  be  made,  then  the  importance 
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Fig.  1.  The  various  risk  factors  potentially  contributing  to  cardiovascular  deaths.  Darker  lines  indicate 
those  factors  which  probably  have  greater  influenceon  the  development  of  cardiovascular  disease. 


of  other  factors,  such  as  arteriosclerosis,  over 
which  we  apparently  have  less  influence,  can 
be  evaluated. 

FACTORS  IN  THE  DEVELOPMENT  OF 
CARDIOVASCLUAR  DISEASE 
Hypertension.  The  disorders  potentially  con- 
tributing to  earlier  and  more  frequent  devel- 
opment of  cardiovascular  disease  in  patients 
on  hemodialysis  are  numerous.  Figure  1 illu- 
strates these  various  risk  factors  and  at- 
tempts to  show  how  they  interrelate.  Prob- 
ably the  most  important  contributing  factor, 
as  alluded  to  earlier,  is  hypertension.  The  pa- 
tient with  severe  malignant  hypertension  like- 
ly already  has  cardiac  or  cerebral  disease,  or 
both  and  is  at  risk  before  the  onset  of  either 
uremia  or  hemodialysis.  Perry  et  aP  and 
Breckenridge  et  aP  have  demonstrated  the 
importance  of  treating  hypertension,  indica- 
ting longer  survival  in  those  patients  with 
drug-controlled  disease.  The  duration  of  hy- 
pertension and  adequacy  of  control  before  the 
onset  of  uremia  obviously  become  important 
predisposing  conditions.  Greater  efforts  to 
control  blood  pressure  in  the  nondialyzed  ure- 
mic patient  may  have  a beneficial  effect  on 
later  mortality.  Earlier  initiation  of  hemodial- 
ysis in  the  uremic  patient  with  unresponsive 
hypertension  (and  only  mild  azotemia)  be- 
comes a consideration.  Certainly,  appropriate 
reduction  of  extracellular  volume  and  com- 


plete control  of  blood  pressure  should  be  an 
integral  part  of  the  criteria  for  adequate  he- 
modialysis. Satisfaction  with  borderline  con- 
trol of  hypertension  because  the  patient  is 
“on  hemodialysis  and  has  a poor  prognosis’’ 
is  no  longer  acceptable.  We  have  pointed  out 
the  benefits  of  earlier  bilateral  nephrectomy 
in  patients  with  malignant  hypertension  who 
have  not  responded  to  drug  therapy  and  ag- 
gressive hemodialysis^.  In  the  patient  on  he- 
modialysis with  severe  uncontrolled  hyperten- 
sion, bilateral  nephrectomy  may  favorably 
affect  later  cardiovascular  mortality.  The  rela- 
tive weight  one  places  on  hypertension  in  the 
overall  pathophysiology  of  cardiovascular 
death  is  unknown,  but  we  feel  it  must  be  a 
major  consideration. 

Cardiac  output.  An  increased  demand  on  the 
cardiovascular  system,  other  than  from  hyi^er- 
tension,  must  also  be  a factor  in  morbidity 
and  mortality.  Chronic  high  cardiac  output 
adversely  affects  myocardial  function,  leading 
to  congestive  heart  failure.  It  is  not  clear 
whether  or  not  chronic  high  output,  with  its 
demand  on  the  myocardium,  affects  the  de- 
velopment of  coronary  artery  disease.  How- 
ever, increased  cardiac  output  in  the  presence 
of  coronary  artery  disease  must  certainly  have 
a detrimental  effect.  Uremic  patients  usually 
have  severe  anemia,  which  increases  cardiac 
(Continued  on  Next  Page) 
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output.  This  problem  is  accentuated  in  the 
dialyzed  uremic  patient  by  placement  of  ar- 
teriovenous fistulae  and  shunts.  During  the 
dialysis  procedure  an  extracori)eal  circulation 
is  created  and  there  is  mechanical  pumping 
of  blood,  both  of  which  effectively  increase  the 
size  of  the  shunt.  Arteriovenous  shunting  and 
hemodialysis  also  have  an  effect  on  cardiac 
output.  Hopefully  the  uremic  patient’s  exces- 
sive extracellular  volume  will  be  well  man- 
aged by  adequate  dialysis  therapy.  If  not, 
chronic  fluid  overload  will  contribute  to  myo- 
cardial strain  and  may  adversely  effect  cardio- 
\ascular  mortality.  An  abnonnal  cardiac  re- 
sponse to  manipulations  in  blood  pressure  has 
been  demonstrated  in  uremic  patients®.  A 
blunted  or  lower  baroreceptor  slope  in  re- 
sponse to  angiotensin  or  amyl  nitrite  admin- 
istration suggests  that  uremic  patients  do  not 
respond  with  the  appropriate  tachycardia  or 
bradycardia  with  changes  in  blood  pressure. 
This  altered  vascular  responsivity  may  be  due 
to  a combination  of  hjqDertension,  anemia,  vas- 
cular disease  and  perhaps  autonomic  nervous 
system  neuropathy.  In  the  face  of  previous 
vascular  arteriosclerosis,  failure  of  an  appro- 
priate cardiac  chronotopic  response  to  change 
in  blood  pressure  may  possibly  contribute  to 
myocardial  and  cerebral  ischemia. 

Pericardial  and  endocardial  disease.  Pericar- 
dial tamponade  and  constrictive  pericarditis, 
as  well  as  infectious  endocarditis,  are  com- 
mon problems  in  the  dialyzed  uremic  patient 
and  contribute  to  the  overall  cardiovascular 
mortality.  Raab®,  Zelis  and  Mason^®,  and  Heis- 
tad,  Abboud  and  Ballard”  have  demonstrated 
a reduction  in  vascular  reactivity  and  in- 
creased arterial  wall  stiffness  with  changes  in 
intra-  and  extracellular  electrolyte  content  — 
specifically  a decrease  in  sodium  ions.  Abnor- 
mality in  the  cellular  handling  of  electrolytes 
in  uremic  patients  suggests  the  possibility 
that  there  may  be  an  abnonnal  sodium  or 
water  content  of  vessel  walls  or  both,  which 
in  turn  contributes  to  hypertension  and  per- 
haps directly  to  ischemia  due  to  such  vascu- 
lar changes. 

Abnormal  carbohydrate  metabolism.  Abnor- 
mal carbohydrate  metabolism  has  been  docu- 
mented as  an  early  manifestation  of  the  ure- 
mic syndrome^^^®.  Research  in  a number  of 
laboratories  has  shown  the  abnormality  in 
carbohydrate  metabolism  to  be  related  to  a 


decreased  tissue  sensitivity  to  insulin  at  the 
cellular  level,  leading  to  carbohydrate  intoler- 
ance. In  turn,  there  is  a delayed  and  increased 
release  of  immunoreactive  insulin  in  uremic 
patients.  Institution  of  hemodialysis  improves 
this  disorder  to  some  extent  with  reduction 
of  blood  glucose  and  increase  in  glucose  clear- 
ance (Kg),  but  fasting  and  peak  immunore- 
active insulin  levels  do  not  revert  to  normal. 
In  fact,  immunoreactive  insulin  levels  have 
been  demonstrated  to  be  increased  in  the  di- 
alyzed patient,’’  possibly  accounting  for  the 
improved  glucose  tolerance.  Juvenile  diabetic 
patients  are  known  to  have  advanced  and  early 
vascular  disease,  the  cause  of  which  remains 
unknown.  This  vascular  disease  has  been  sug- 
gested to  be  due  to  insulin  deficiency  with 
vascular  polysaccharide  deposition.  The  role 
of  biochemical  abnormality  as  opposed  to  pre- 
vious microangiopathy  in  the  etiology  has  been 
widely  debated  and  has  been  reviewed  by 
Bradley’®.  Insulin  levels  in  the  uremic  patient 
are  increased  rather  than  decreased  as  in  the 
juvenile  diabetic  patient,  and  the  pathophysi- 
ology of  vascular  disease  may  be  quite  dis- 
similar. Be  that  as  it  may,  abnormal  carbo- 
hydrate metabolism  persists  to  a mild  extent 
in  the  dialyzed  uremic  patient  and  may  con- 
tribute to  the  vascular  problems  now  being 
seen. 

Hyperlipidemia.  Another  possible  mechan- 
ism of  action  of  abnonnal  carbohydrate  meta- 
bolism in  vascular  disease  of  the  uremic  pa- 
tient is  its  role  in  the  development  of  abnor- 
mal lipid  metabolism.  Hypercholesterolemia 
has  clearly  been  shown  to  be  a major  risk  fac- 
tor in  the  development  of  arteriosclerosis  in 
coronary  artery  disease’®.  The  exact  role  of 
elevated  triglyceride  is  unknown ; however, 
there  is  an  increased  incidence  of  cardiovas- 
cular disease  in  patients  with  Type  IV  hyper- 
lipoproteinemia®®’^’.  Wardle,  Menon,  and  An- 
derson®®, studying  patients  with  premature 
arteriosclerosis  in  chronic  renal  disease,  found 
impaired  fibrinolysis,  which  they  suggested 
was  secondary  to  increased  triglyceride  levels. 
The  impaired  fibrinolytic  activity  was  felt  to 
be  a factor  in  the  development  of  atheroscle- 
rosis. IMore  recently,  Carvalho,  Colman,  and 
Lees®®  have  noted  increased  platelet  adhesive- 
ness in  the  presence  of  Type  II  hyperlipide- 
mia. Regardless  of  the  exact  mechanism  of 
action,  the  presence  of  lipid  abnormalities  in 
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pjitients  on  chronic  maintenance  dialysis  likely 
contributes  to  an  earlier  and  more  frequent 
development  of  intimal  arteriosclerosis  and 
mortality  from  cardiovascular  disease. 

An  increase  in  serum  lipids  in  kidney  disease 
has  been  obsen’ed  since  1899,  when  Herter 
and  Wakeman^**  reported  an  increased  choles- 
terol in  the  serum  of  dogs  made  uremic  by 
ureteral  ligation.  Several  papers  subsequently 
confirmed  the  presence  of  increased  lipids  in 
experimental  renal  disease^®"^^  and  likewise  in 
natients  with  naturally  occurring  renal  dis- 
ease^^”^®.  Elevated  cholesterol  has  long  been 
known  to  be  part  of  the  nephrotic  syndrome. 
Berlyne  and  Mallick'*^  suggested  there  is  an 
increased  incidence  of  ischemic  heart  disease 
as  a complication  of  hypercholesterolemia  in 
the  nephrotic  syndrome.  Most  studies  of  hy- 
perlipidemia in  uremic  patients  have  been  de- 
scribed in  the  absence  of  nephrotic  syn- 
drome; however,  a previous  history  of  neph- 
rotic syndrome,  its  duration,  and  relation- 
ship to  subsequent  vascular  disease  has  not 
been  correlated  in  the  nonnephrotic  uremic. 
Previous  nephrotic  syndrome  probably  plays 
a minor  role,  since  hyperlipidemia  is  seen  in 
patients  with  renal  disease  not  associated 
with  nephrotic  syndrome.  In  fact,  Kokot  et 
aP^  noted  abnormal  lipid  metabolism  not  only 
in  patients  with  impaired  renal  function  but 
also  in  pyelonephritic  patients  with  nonnal 
renal  function.  They  theorize  that  disease  of 
the  renal  medulla  is  connected  with  the  ab- 
normality in  lipid  metabolism. 

Most  studies  in  uremic  and  dialyzed  uremic 
patients  have  found  primarily  an  increase  in 
triglycerides  with  only  mild-to-moderate  in- 
crease in  cholesterol.  Boyer  and  Scheig^^  and 
Gutman  et  aP^  found  decreased  postheparin 
lipolytic  activity  and  increased  triglycerides 
in  dialyzed  and  nondialyzed  uremic  patients. 
Losowsky  and  Kenward^®  and  Kleinknecht  et 
aP®  found  abnormally  high  triglyceride  levels 
but  normal  free  fatty  acids  and  cholesterol. 
Bagdade,  Porter  and  Bierman®’^  demonstrated 
hyperlipidemia  in  uremic  patients  and  noted 
that  it  became  more  marked  during  hemodi- 
alysis. They  found  elevated  serum  triglyceride 
levels  were  directly  related  to  immunoreactive 
insulin  levels  in  the  dialyzed  group  and  con- 
cluded that  hyperlipidemia  was  due  to  a com- 
bination of  increased  hepatic  synthesis  be- 
cause of  higher  insulin  levels  and  decreased 


lipase  activity  because  of  insulin  resistance. 
Gutman  et  aP'*  noted  that  during  the  dialysis 
procedure  there  was  an  increase  in  posthepa- 
rin lipolytic  activity  with  a decrease  in  tri- 
glyceride. Tsaltas  and  Friedman'*®  noted  an 
increase  in  unsaturated  free  fatty  acids  and 
lipoprotein  lipase  Vuit  found  an  increase  in  tri- 
glycerides during  the  dialysis  procedure.  De- 
spite the  apparent  improvement  in  lopolytic 
activity  with  dialysis,  many  investigators 
have  seen  the  hyperlipidemia  become  worse 
with  chronic  maintenance  dialysis  and  have 
concluded  that  this  is  likely  due  to  increase 
in  dietary  intake.  Another  potential  cause  of 
worsening  hyperlipidemia  following  initiation 
cf  hemodialysis  is  the  use  of  increased  carbo- 
hydrate in  dialysis  baths.  Bailey®®  noted  a de- 
crease in  triglyceride  levels  with  the  use  of 
low  carbohydrate  baths  but  found  no  change 
in  the  lipoprotein  electrophoretic  pattern. 
Dombreck,  Lindholni,  and  Vieira*”  were  un- 
able to  demonstrate  any  consistent  improve- 
ment in  hypertriglyceridemia  by  alteration  in 
the  carbohydrate  content  of  dialysate  baths. 
They  did  note,  however,  that  the  use  of  oral 
androgen  therapy  accentuated  hypertriglycer- 
idemia. Both  of  these  studies  were  with  short- 
tenn  omission  of  dextrose  from  the  dialysis 
bath,  but  suggest  that  carbohydrate  in  the 
dialysate  alone  does  not  have  a significant 
effect  on  elevated  lipid  levels. 

The  electrophoretic  pattern  of  the  hyper- 
lipidemia in  uremia  has  been  demonstrated  to 
be  the  primary  Type  IV.  Brons,  Christensen, 
and  Horder*^  and  Cohen  and  Lindall*^  found 
Type  IV  to  be  the  predominant  abnormal  pat- 
tern in  uremic  and  dialyzed  patients.  Bailey®® 
found  approximately  56  per  cent  of  patients 
on  chronic  maintenance  dialysis  to  have  Type 
TV  hvnerlipidemia.  A pilot  screening  of  lipid 
abnormalities  in  uremic  patients,  patients  on 
chronic  maintenance  dialysis,  and  patients 
with  successful  renal  transplants  at  the  Peter 
Bent  Brigham  Hospital  has  been  summar- 
ized*® and  is  illustrated  in  Fig.  2 through  4. 
The  beneficial  effect  of  dialysis  and  success- 
ful transplantation  on  fasting  blood  sugar  and 
K rates  in  uremic  patients  is  demonstrated  in 
Fig.  2.  The  K rate  in  dialysis  and  transplant 
patients  is  significantly  improved  over  that 
in  uremic  patients  (P<.02).  These  changes 
were  felt  to  be  secondary  to  an  increase  in 
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Fig.  2.  Mean  fasting  blood  sugars  in  uremic  patients, 
dialysis  patients  and  transplant  patients  (left)  and 
K rates  (glucose  clearance)  (right).  The  mean  fast- 
ing blood  sugars  in  the  three  groups  are  significantly 
different  (P<05).  The  K rates  in  the  dialysis  and 
transplant  patients  are  significantly  different  from 
those  of  uremic  patients;  however,  the  K rates  in 
dialysis  and  transplant  patients  do  not  differ  sig- 
nificantly. 

the  peak  immunoreactive  insulin  levels  in  the 
dialyzed  and  transplanted  patients  (P<.05) 
(Fig.  3).  Lipid  studies  in  these  patients  are 
summarized  in  Fig.  4.  The  nondialyzed  uremic 
patient  had  a mean  triglyceride  level  of  194 
mg/100  ml  and  cholesterol  of  178  mg/100  ml, 
and  50  per  cent  of  the  population  had  Type 
IV  lipid  electrophoretic  patterns.  The  mean 
triglyceride  and  cholesterol  rose  in  patients  on 
chronic  dialysis  to  358  mg/100  ml  and  309 
mg/100  ml  respectively,  and  the  incidence  of 
Type  IV  hyperlipidemia  climbed  to  74  per  cent. 
In  the  small  group  of  successfully  transplanted 
patients  the  triglyceride  and  cholesterol  levels 
fell  to  noiTnal  (175  mg/100  ml  and  227  mg/ 
100  ml  respectively).  The  incidence  of  Type 
IV  hyperlipidemia  was  found  to  be  only  14  per 
cent  in  this  small  population.  We  were  unable 
to  correct  the  serum  triglyceride  level,  serum 
cholesterol  level,  or  lipoprotein  pattern  with 
either  K rate,  or  fasting  or  peak  immunore- 
active insulin  levels  in  any  of  the  groups.  De- 
spite the  marked  increase  in  immunoreactive 
insulin  in  the  group  of  transplant  patients, 
their  triglyceride  and  cholesterol  values  were 
lower  than  in  the  dialysis  population,  making 
it  difficult  to  incriminate  the  elevated  insulin 
levels  as  a cause  of  lipid  abnonnality. 

Because  of  the  small  number  of  patients  in 
this  pilot  study,  screening  of  dialysis  and 
transplant  patients  was  repeated  in  a larger 
population  (Fig.  5).  The  mean  triglyceride 
level  in  the  dialysis  population  was  209.5  mg/ 


100  ml,  and  in  the  transplanted  group  was 

182.7  mg  100  ml  (NS).  The  mean  cholesterol 
level  was  213.1  mg  T 00ml  in  the  dialysis 
gi’oup,  while  in  the  transplant  group  it  was 

260.7  mg/100  ml  (P<.05).  There  was  no  diff- 
erence in  the  weight  of  these  two  populations ; 
however,  the  dialysis  group  had  a mean  aver- 
10  years  greater  than  the  transplant  popula- 
tion. Table  2 indicates  the  incidence  of  lipid 
electrophoretic  abnormalities  in  this  repeat 
screening.  In  the  hemodialysis  patients,  8.6  per 
cent  had  Type  I IB  and  40  per  cent  had  Type 
IV  hyperlipoproteinemia  while  in  the  trans- 
plant population  17.7  per  cent  had  Type  II A, 
14.5  per  cent  had  Type  IIB  and  16.1  per  cent 
had  Type  IV  lipid  electrophoretic  patterns. 
The  difference  in  distribution  in  the  dialysis 
and  transplant  group  was  significant  (Chi 
Square=12;  P<.01).  That  is,  we  found  an  in- 
crease in  triglyceride  and  Type  IV  hyperlipi- 
demia in  the  dialysis  population,  but  a higher 
mean  cholesterol  and  higher  incidence  of  Type 
IIA  and  IIB  hyi^erlipoprotein  in  the  transplant 
group.  We  previously  reported  the  most  fre- 
quent cause  of  death  in  the  transplant  popula- 
tion to  be  infections,  felt  to  be  secondary  to 
immunosuppressive  drug  therapy.  The  second 
most  frequent  cause  of  death,  however,  was 
cardiovascular  disease,  which  accounted  for 
18  per  cent  of  transplant  deaths'*^.  In  a study 
of  transplanted  patients  in  Seattle,  Washing- 
ton, Casaretto,  Marchioro  and  Bagdade^®  also 


Immunoreactive  insulin 


Fig.  3.  Mean  fasting  and  peak  immunoreactive  in- 
sulins in  uremic  patients,  chronic  dialyzed  patients 
and  transplant  patients.  Mean  testing  IRFs  are  sig- 
nificantly different  in  dialysis  and  transplant  pa- 
tients. Mean  peak  immunoreactive  insulins  are  sig- 
nificantly higher  in  the  transplant  population  than 
in  the  uremic  patients  or  dialyzed  patients. 
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Table  2.  The  distribution  of  lipoprotein  electrophor- 
etic patterns  in  38  dialysis  patients  and  62  transplant 
patients 


Lipoprotein 

type 

Hemodialysis 

patients 

Transplant 

patients 

Type  IIA 

0 

11  (17.7%) 

Type  IIB 

3 (8.6%) 

9 (14.5%) 

Type  IV 

14  (40.0%) 

10  (16.1%) 

Normal 

18  (51A%) 

32  (51.97o) 

Total 

35 

62 

Chi  Square  = 

12.00;  P<0.01. 

found  an  increase  in  inununoreactive  insulin, 
which  was  higher  in  the  transplant  group  than 
in  a uremic  population  or  a group  of  chronic 
dialysis  patients.  They  also  found  mean  serum 
triglyceride  levels  and  mean  serum  cholesterol 
values  significantly  greater  than  in  control 
patients.  It  was  suggested  that  the  increase  in 
hypertriglyceridemia  and  cholesterol  was  sec- 
ondary to  corticosteroids  treatment,  which  in- 
duced a state  of  tissue  insulin  resistance,  and 
that  cardiovascular  risk  continued  in  the  pa- 
tient population  despite  the  presence  of  suc- 
cessful renal  transplantation.  On  the  basis  of 
cholesterol  values  and  electrophoretic  patterns, 
it  would  appear  that  the  problems  in  the  dial- 
ysis patient  and  the  transplant  patient  have 
a different  pathophysiology.  Further  study  is 
underway  to  determine  the  type  of  lipoprotein 
abnoiTnality  and  the  relationship  of  posttrans- 
plant hyperlipidemia  to  the  use  of  corticos- 
teroids and  the  incidence  of  cardiovascular 
disease  in  transplant  patients. 

Another  contributing  factor  to  the  develop- 
ment of  vascular  disease  in  the  uremic  patient 
is  secondary  hyperfDarathyroidism.  There  are 
numerous  case  reports  of  calcification  of  vas- 
cular media  and  myocardium  leading  to  tissue 
damage  and  mortality.  Mallick  and  Berlyne‘‘“ 
demonstrated  arterial  calcifications  after  vi- 
tamin D therapy  in  uremic  patients  and  point- 
ed out  the  hazards  of  such  therapy  in  this 
population.  Davidson  and  Pendras^'  discussed 
two  cases  in  which  hypercalcemia  contributed 
to  the  demise  of  a dialysis  patient  through 
vascular  complications.  Katz,  Hampers,  and 
MerrilP®,  reviewing  secondary  hyperparathy- 
roidism in  a large  dialysis  population,  found 
x-ray  evidence  of  vascular  calcification  in  67 
of  195  patients.  Vascular  calcification  was 
present  in  patients  both  with  and  without 


bone  disease  and  correlation  with  a high  cal- 
cium-phosphorus product.  Consequences  of 
vascular  calcification  have  been  demonstrated 
in  peripheral  tissue^®,  and  Lewin  and  Traut- 
maiP®  reported  ischemic  myocardial  damage 
secondaiy  to  coronary  artery  vascular  calci- 
fication. In  a post  mortem  study  in  1949  of 
14  patients  with  myocardial  calcification.  Gore 
and  Arons®^  found  13  of  the  patients  to  be 
uremic.  Temian  et  al®“  described  post  mortem 
examinations  on  six  patients  who  had  been  on 
chronic  maintenance  dialysis  in  whom  death 
resulted  from  arrhythmias  and  congestive 
heart  failure  due  to  calcification  of  the  myo- 
cardium and  conduction  system.  The  vascular 
hazards  of  advanced  secondary  hyperparathy- 
roidism clearly  play  a prominent  role  in  in- 
creased death  date.  Vascular  calcification  does 
not  reverse  with  either  hemodialysis  or  para- 
thyroidectomy, and  one  must  therefore  con- 
(Continued  on  Next  Page) 
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Fig.  4.  Mean  cholesterols  in  uremic  patients,  chroni- 
cally dialyzed  patients  and  transplanted  patients 
(left):  mean  triglycerides  of  the  same  three  groups 
(middle);  and  the  incidence  of  Type  IV  hyperlipi- 
demia in  these  three  groups  (right).  The  mean  values 
for  cholesterol  and  triglyceride  are  not  significantly 
different  in  the  three  groups.  The  incidence  of  type 
IV  hyperlipidemia  in  the  dialysis  and  transplant  popu- 
lation is  significantly  different  (P<.01). 


Fig.  5.  .Mean  values  of  cholesterol  and  triglyceride  in 
38  dialysis  patients  and  62  transplant  patients.  The 
mean  cholesterol  value  is  significantly  different  be- 
tween the  two  groups;  however,  the  triglyceride  value 
is  not  significantly  different. 
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Fig.  6.  Mean  values  for  parathyroid  hormone  level,  K 
rate,  fasting  immunoreactive  insulin  and  triglyceride 
and  cholesterol  are  shown  in  seven  chronic  dialysis 
patients  before  and  after  parathyroidectomy.  The 
change  im  mean  parathyroid  levels  is  significant 
(P<.001).  whereas  changes  in  K rate,  fasting  IRl. 
triglyceride  and  cholesterol  are  not  significant. 

sider  earlier  measures  to  prevent  hyperpara- 
thyroidism in  the  uremic  patient  or  the  earlier 
use  of  parathyroidectomy  to  prevent  perman- 
ent vascular  calcification. 

Hypeiparathyroidism  potentially  has  one 
other  mechanism  of  action  in  the  development 
of  vascular  disease.  Kim  et  aP®  found  that 
chronic  hypercalcemia  in  nonuremic  patients 
with  primaiy  hyperparathyroidism  sustained 
a form  of  insulin-resistance  which  necessita- 
ted increased  insulin  secretion  to  maintain 
plasma  glucose  homeostasis.  Subsequently  Lin- 
dall  et  aP'^  found  significant  reduction  in  in- 
sulin hypersection  following  parathyroidec- 
tomy in  dialyzed  patients.  This  finding  sug- 
gested that  hypeiparathyroidism  affected  the 
abnormal  carbohydrate  metabolism.  In  1965 
Cantin^“  found  improvement  in  high  lipid 
levels  in  rats  with  renal  failure  by  thyropara- 
thyroidectomy  and  suggested  a relationship 
between  secondary  hyperparathyroidism  and 
hyperlipidemia.  To  evaluate  the  role  of  hyper- 
parathyroidism in  abnormal  carbohydrate  me- 
tabolism and  possibly  in  the  development  of 


hyperlipidemia,  we  studied  seven  patients  with 
hyperparathyroidism.  Patients  were  studied 
before  and  after  parathyroidectomy  with  cal- 
cium infusions  and  against  low  calcium  baths 
in  an  effort  to  distinguish  the  effects  of  calci- 
um from  parathormone  on  carbohydrate  and 
lipid  metabolism^®.  Five  of  the  seven  dialysis 
patients  had  hjqDerlipidemia  of  the  type  IV 
pattern  prior  to  parathyroidectomy.  Before 
parathyeoidectomy  calcium  infusions  led  to 
significant  reductions  in  the  serum  parathy- 
roid hoiTnone  levels  (123  Eq  ± 28  to  35  ± 
4;  P<.05).  Following  parathyroidectomy,  cal- 
cium infusion  had  no  effect  on  parathyroid 
hormone  levels.  Both  before  and  after  para- 
thyroidectomy the  loweiing  of  serum  calcium 
induced  by  low  calcium  dialysate  bath  had  no 
significant  effect  on  parathyroid  levels.  All  pa- 
tients had  significant  decrease  in  parathyroid 
hoiTnone  levels  with  parathyroidectomy,  from 
a mean  of  92.3  ± 24.7  to  14.0  ± 1.3  ^1  Eq  (Fig 
6).  In  all  cases,  before  and  after  parathyroid- 
ectomy, with  elevated  and  low  calcium  levels, 
there  was  no  significant  change  in  carbohy- 
drate metabolism  as  measured  by  K rate  with 
intravenous  glucose  tolerance  tests  (3.47  ± 
.62  to  3.15  ± 0.5  min-i)  or  in  fasting  (17.5  ± 
3.5  to  18.6  ± 3.7  /itU/ml)  and  peak  insulin  lev- 
els. Likewise,  there  was  no  significant  change 
in  the  level  of  triglyceride  (262  ± 32  to  262 
± 52  mg/100  ml)  and  cholesterol  (205  ± 22 
to  216  ± 19  mg/100  ml)  and  no  change  in  the 
incidence  of  Type  I\"  hyperlipidemia.  We  con- 
clude from  ths  study  that  hyperparathyroid- 
ism seems  to  have  a minor  role  in  abnormal 
carbohydrate  metabolism  and  minim,al,  if  any, 
effect  on  hyperlipidemia.  Hyperparathyroid- 
ism, nonetheless,  remains  a significant  con- 
tributor to  cardiovascular  disease  by  its  role 
in  myocardial  and  vascular  calcification. 

SUMMARY 

In  conclusion,  patients  on  chronic  mainten- 
ance dialysis  have  an  increased  incidence  of 
death  from  cardiovascular  disease.  Hyperten- 
sion plays  a major  role,  and  these  patients 
must  be  carefully  monitored  for  complete  con- 
trol of  blood  pressure.  Adequacy  of  ultrafiltra- 
tion to  maintain  noiTnal  extracellular  volume 
is  an  essential  part  of  the  dialytic  treatment. 
Hypertensive  patients  should  be  screened  for 
excessive  renin  secretion  because  of  its  possi- 
ble role  in  unresponsive  hypertension  in  pa- 
( Continued  on  Page  72) 
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Pioneer  Rhode  Island  Gynecologist 
Brought  Reiver  Advances  To  The  State 


By  Seebert  J.  Goldowsky,  ]\I.D. 

Doctor  George  Whipple  Porter,  father  and 
grandfather  of  surgeons,  was  a pioneer  gyne- 
cologist in  Rhode  Island.  l\Iy  interest  in  him 
was  stimulated  by  a letter,  which  he  wrote 
as  a young  man,  made  available  to  us  by 
Doctor  Arnold  Porter,  his  grandson.  The  son 
of  Emery  INI.  and  Betsy  Whipple  Porter, 
George  Porter  was  born  in  Smithfield  (now 
Lincoln),  Rhode  Island  on  April  10,  1847.  He 
was  graduated  from  Brown  University  with 
an  A.B.  degree  in  1870  and  an  M.A.  in  1871. 
He  was  elected  to  Phi  Beta  Kappa.  Follow- 
ing graduation  he  enrolled  at  the  Harvard 
Medical  School,  which  at  that  time  was  lo- 
cated on  North  Grove  Street  in  Boston,  near 
the  Massachusetts  General  Hospital.  The 
Medical  School  and  the  hospital  had  no  offi- 
cial connection,  but  the  close  proximity 
enabled  students  to  make  ward  visits  and  to 
attend  operations  in  the  old  MGH  amphi- 
theater, which  was  already  gaining  fame  as 
the  “Ether  Dome,”  where  ether  had  first 
been  administered  in  1846. 


SEEBERT  J.  GOLDOWSKY,  M.D.,  Editor-in- 
Chiej,  Rhode  Island  Medical  Journal;  Medical 
Director,  Rhode  Island  Blue  Cross-Blue  Shield. 


MEDICAL  SCHOOL 

On  the  faculty  were  Oliver  Wendell  Holmes, 
Parkman  Professor  of  Anatomy  and  Physi- 
ology; Henry  I.  Bowditch,  professor  of  medi- 
cine; Henry  J.  Bigelow,  professor  of  surgery; 
Edwai’d  H.  Clarke,  professor  of  materia 
medica;  and  David  Humphreys  Storer,  pro- 
fessor of  obstetrics.  All  were  excellent  teach- 
ers as  well  as  busy  practitioners.  The  old- 
time  non-graded  curriculum  still  prevailed 
with  go-as-you-please  lectures,  no  systematic 
course  of  study,  and  unstandardized  degree 
requirements.  In  the  North  Grove  Street 
building  there  were  three  lecture  rooms  and 
a museum,  and  a semi-detached  dissecting 
room  and  chemical  laboratory.  The  micro- 
scope had  just  been  introduced  to  students. 

Instruction  consisted  mainly  of  a winter 
course  of  lectures  lasting  from  8 o’clock  in 
the  morning  until  2 in  the  afternoon  and 
teiTninating  in  March.  A spring  series  was 
also  offered,  but  was  less  well  attended.  The 
degree  requirement  had  long  been  attendance 
at  two  courses  of  lectures  in  different  years, 
followed  by  an  oral  examination. 

Doctor  Charles  W.  Eliot  had  become  presi- 
(Continued  on  Next  Page) 
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dent  of  Harvard  in  1869.  He  reformed  the 
curriculum  by  introducing  a three-yeai- 
graded  course.  The  changes  had  begun  to  take 
effect  about  1871.  \^"hile  George  Porter  was 
a medical  student  during  exciting  times,  it  is 
likely  that  the  instruction  to  which  he  was 
exposed  was  based  largely  on  the  older  tradi- 
tions. Clinical  teaching  was  limited,  but  stu- 
dents had  the  opportunity  of  attending 
crowded  rounds  at  the  iMGH.  A few  of  the 
more  privileged  students  became  “house 
pupils”  at  the  hospital  for  one  year,  a position 
open  only  to  undergraduates.  These  appoint- 
ments usually  began  in  iMay. 

HOUSE  PUPIL 

Some  time  during  the  late  spring  of  1873 
George  Porter,  while  still  a student  at  the 
Harvard  iMedical  School,  received  an  appoint- 
ment as  medical  intern  or  extern  at  the  Bos- 
ton City  Hospital,  which  had  been  in  opera- 
tion since  1864.  The  position  appears  to  have 
been  analogous  to  that  of  house  pupil,  and 
blended  some  of  the  features  of  the  modem 
clinical  clerkship  and  the  first-year  intern- 
ship. During  the  early  months  of  his  service 
he  wrote  this  revealing  description  of  his 
activities : 

City  Hospital,  Boston 
June  12th,  ’73 

My  dear  aunt: 

I have  been  having  a jolly  time  to-day 
riding  about  admitting  patients.  I had  a 
good  horse  and  the  hostler  to  drive.  I put 
on  my  dignity  and  refused  them  in  grand 
style.  Doctor  Cowles*  is  away  and  we  on  the 
medical  side  have  been  taking  turns  ad- 
mitting but  while  the  other  fellows  were 
playing  superintendent  I had  to  make  the 
visits  with  the  doctors  in  the  wards. 

Every  week  the  fellows  on  the  surgical 
side  are  summoned  to  court  as  witnesses 
in  some  case  of  assault  and  battery  or  some 
similar  case  when  the  injured  man  has  been 
brought  to  the  hospital.  Then  there  is  a 
lively  demand  for  my  services  to  run  the 
surgical  out-patients  department.  So  I am 
getting  some  experience  in  dressing  wounds, 
putting  on  bandages  etc.  which  I like  very 
much.  Do  not  think  I am  working  too  hard, 
for  with  my  regular  duties  I do  not  have 
very  much  to  do.  I shall  try  to  get  some- 
one to  do  my  work  for  a day  or  two  at 


commencement  time,  week  after  next,  so 
1 can  come  home  and  eat  some  strawber- 
ries. We  have  had  them  twice  here.  We 
live  pretty  well  — have  meat  three  times 
a day.  IMy  appetite  is  splendid.  1 wish  I 
could  get  home  some  of  these  fine  days. 
Everything  must  be  looking  very  fine  there 
now.  How  long  before  the  strawberries 
will  be  ripe? 

I am  getting  a pretty  bad  reputation  for 
killing  patients  here.  One  of  the  fellows 
went  off  Saturday  night  to  see  his  girl,  and 
stayed  Sunday  with  her,  leaving  his  pa- 
tients in  my  care.  While  he  was  gone  three 
of  them  died,  which  of  course  he  lays  to 
me  but  I don’t  believe  it,  for  I dosed  them 
as  hard  as  I could,  almost  exhausting  the 
apothecary’s  shop. 

We  had  a very  fine  operation  of  extrac- 
tion of  cataracts  from  both  eyes  here  this 
afternoon  by  Dr.  Williams.**  It  is  a private 
patient,  and  Dr.  W.  will  probably  get  five 
or  six  hundred  dollars  for  the  operation 
which  took  only  a few  minutes.  You  see 
what  I am  coming  to.  I enjoy  it  here  more 
every  week  that  I stay.  I would  not  miss 
this  year  in  the  hospital  for  anything.  Give 
my  love  to  all. 

Your  affectionate  nephew, 

George  Whipple  Porter 

Admitting  Physician  B.C.H. 
pro  tern,  &c.,  &c.,  &c. 

Some  of  the  fellows  here  are  going  up 
for  examinations  at  the  school  next  week. 
I am  thankful  I am  done  with  them.  It  is 
no  fun  cramming  here. 

HOUSE  SURGEON 

He  received  his  M.D.  degree  from  the  Har- 
vard Medical  School  in  1874.  Beginning  that 
same  year  he  served  as  House  Surgeon  for 
two  years  at  the  famed  Woman’s  Hospital 
in  the  State  of  New  York,  founded  and  pre- 
sided over  by  the  great  pioneer  gynecologist, 
James  Marion  Sims,  who  was  then  in  his 
prime.  Sims  had  devised  the  Sims  position 
for  vaginal  examination  and  surgery  and  the 
Sims  vaginal  speculum.  He  also  introduced 
the  silver  wire  suture,  which  made  possible 

*Ed\vard  Cowles,  M.D. 

**Henry  W.  Williams,  M.D.  He  began  the  instruction 
in  diseases  of  the  eye  in  the  1860s  and  later  was 
appointed  professor  of  ophthalmology. 
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the  cure  of  a previously  incurable  scourge  of 
childbirth  — vesicovaginal  fistula.  Porter  fin- 
ished his  two-year  houseship  in  1876  and 
then  settled  in  Providence  to  practice  obstet- 
rics and  gynecology,  the  first  formally  trained 
female  specialist  in  the  state.  On  December 
6,  1876  he  was  elected  an  “additional”  Sur- 
geon to  Out-Patients  by  the  Board  of  Trus- 
tees of  the  still  new  Rhode  Island  Hospital 
(opened  in  1868). 

During  the  same  year  he  joined  the  Provi- 
dence Medical  Association  and  became  a fel- 
low of  the  Rhode  Island  IMedical  Society.  He 
volunteered  as  Surgeon  to  the  First  Light 
Infantry,  Rhode  Island  National  Guard,  in 
1877,  a female  specialist  serving  in  the  all- 
male militaiy,  an  anomaly  not  unknown  to 
gynecologists  of  later  generations. 

STATE  OF  THE  ART 

At  this  time  the  specialty  of  gynecology 
had  begun  to  burgeon,  largely  through  the 
efforts  of  a group  of  talented  Americans. 
Ephraim  McDowell  of  Danville,  Kentucky,  had 
performed  the  first  successful  ovariotomy  (as 
oophorectomy  for  cyst  was  then  called)  on 
December  13,  1809  without  benefit  of  anaes- 
thesia or  antisepsis.  The  tumor  weighed 
pounds,  and  the  operation  took  25  minutes. 
The  patient,  then  45  years  of  age,  lived  an- 
other 33  years.  IMcDowell  himself  subse- 
quently performed  the  operation  eight  times. 
Abdominal  surgery  during  the  first  three 
quarters  of  the  Nineteenth  Century  was  vir- 
tually confined  to  ovariotomy. 

Spencer  Wells,  the  distinguished  Engli.sh 
ovariotomist,  visited  Boston  and  New  York 
in  1867  and  created  a great  stir.  By  that  time 
he  had  performed  312  ovariotomies  with  a 
mortality  of  16  per  cent.  At  least  nine  ovario- 
tomies had  been  performed  during  the  first 
50  years  of  the  Massachusetts  General  Hos- 
pital, and  all  of  the  patients  except  one  had 
died.  The  exception  was  one  operated  upon 
in  1869  by  Doctor  Samuel  Cabot,  who  had 
covered  the  incision  with  cotton  soaked  in 
“carbolic  oil.”  While  ether  anaesthesia  had 
been  around  for  30  years,  antisepsis  had  been 
introduced  by  Joseph  Lister  but  recently 
(1865),  and  he  had  not  published  his  work 
until  1867.  The  carbolic  spray,  not  originally 
a part  of  the  procedure,  was  introduced  in 
1870.  John  Homans  of  the  MGH  had  per- 


formed five  ovariotomies  between  1872  and 
1877,  and  all  five  had  died.  His  sixth  case 
(in  1877)  in  which  he  used  the  carbolic 
spray,  survived  and  recovered.  During  1878 
he  performed  six  more  with  antiseptic  pre- 
cautions, with  only  one  death.  Because  of 
the  poor  earlier  results  most  of  the  opera- 
tions had  been  performed  in  an  extemporized 
ward  near,  but  outside  of  the  main  hospital, 
because  it  was  felt  that  this  type  of  surgery 
was  not  consistent  with  the  welfare  of  the 
patients  in  the  surgical  wards.  This  attitude 
portended  a similar  position  taken  by  the 
trustees  of  Rhode  Island  Hospital. 

FIRST  CASES 

Sims  had  been  a pioneer  in  ovariotomy  and 
had  a vast  experience.  Young  Porter  brought 
to  Rhode  Island  many  of  the  concepts  he  had 
been  taught  by  the  master.  Ovariotomy  came 
to  Rhode  Island  with  his  arrival. 

The  first  case,  a 59  year  old  housewife, 
was  admitted  to  the  surgical  service  of  Doc- 
tor Charles  O’Leary  at  Rhode  Island  Hospital 
in  the  summer  of  1877,  complaining  of  a 
markedly  swollen  abdomen.  A diagnosis  of 
ovarian  cyst  was  entertained.  Tapping  of 
ovarian  cysts  was  resorted  to  when  the  swell- 
ing became  intolerable,  sometimes  followed  by 
the  injection  of  iodine,  with  an  occasional 
“cure.”  This  patient  had  been  tapped  on  July 
1,  1877  with  the  removal  of  two  pails  of 
liquid,  which  flowed  poorly  because  of  its 
gelatinous  consistency.  A second  trial  of  tap- 
ping on  August  4 was  unsuccessful  because 
of  plugging  of  the  trochar.  Consequently  the 
patient  was  explored  under  ether  anaesthesia 
on  August  11  at  11  a.m.  A large  cyst  was 
found  with  its  pedicle  attached  on  the  left 
side.  The  pedicle  was  ligated  with  silk  and 
the  stump  carbolized.  The  wound  was  sponged 
with  carbolized  water  and  the  abdominal  wall 
was  closed  with  through-and-through  silver 
wire  sutures,  with  silk  sutures  placed  between 
them  in  the  skin.  The  large  tumor  was  multi- 
loculated  and  cystic,  with  one  portion  con- 
taining hair.  The  patient  died  at  4 p.m.  on 
the  day  of  surgery.  The  wound  was  found 
to  contain  two  quarts  of  putrid  fibrinous 
liquid  with  a rotten  egg  odor.  The  operative 
report  was  not  signed,  nor  was  the  operating 
surgeon  named. 

(Continued  on  Next  Page) 
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Another  patient  in  the  hospital  at  the  same 
time  was  operated  upon  some  weeks  later. 
A 32  year  old  single  girl,  a servant  from 
Xova  Scotia,  had  been  admitted  to  the  medi- 
cal ward  because  of  a swollen  abdomen.  She 
was  transferred  to  the  surgical  service  of 
Doctor  Robert  iMillar  on  June  10,  1877  with 
a diagnosis  of  ovarian  tumor.  She  had  re- 
ceived several  “electrolysis”  treatments  (ap- 
plication of  galvanic  current)  without  bene- 
fit. On  July  6 she  was  given  a slug  of  brandy, 
and  a trochar  was  inserted  in  the  midline 
of  the  lower  abdomen  half-way  between  the 
umbilicus  and  the  pubis.  A half  water-pail 
full  of  dark  tenacious  liquid  was  drawn  off, 
but  the  tumor  could  not  be  fully  drained  be- 
cause of  multilocular  cysts.  Following  the  pro- 
cedure the  abdomen  presented  an  irregular 
appearance.  On  July  11  the  patient  was  told 
that  “there  was  no  use  in  anything  except 
an  operation  for  removal”  and  she  was  given 
“time  to  decide.”  The  decision-making  process 
seems  to  have  been  quite  deliberate,  as  she 
was  not  operated  on  until  September  1,  1877. 

On  the  evening  of  August  30  she  was  given 
two  Seidlitz  powders,  and  on  the  evening  be- 
fore surgqry  a dose  of  tincture  opium.  The 
operation  was  performed  at  12  noon.  Before 
induction  of  the  ether  the  patient  was  given 
lJ/2  ounces  of  brandy  and  40  drops  of  tincture 
of  opium.  The  incision  was  made  in  the  mid- 
line from  umbilicus  to  pubis.  A trochar  was 
inserted  into  the  cyst,  and  a pailful  of  brown- 
ish viscid  fluid  escaped.  Behind  the  cyst 
was  a large  soft  mass  too  solid  to  flow 
through  the  tube.  The  mass  seemed  to  gi'ow 
directly  from  the  cyst.  There  was  no  distinct 
pedicle  separating  the  mass  from  the  right 
ovary.  In  lieu  of  a pedicle  there  was  a small 
cyst.  This  was  tied  with  a ligature  as  close 
as  possible  to  its  origin,  and  the  entire  mass 
was  cut  away.  A rubber  tube  was  placed  in 
the  cul-de-sac  and  brought  out  through  the 
lower  end  of  the  wound.  Two  small  bleeding 
veins  were  ligated  with  carbolized  catgut.  The 
abdomen  was  then  thoroughly  sponged  with 
carbolized  water.  The  wound  was  closed  with 
three  silver  wire  sutures,  and  the  skin  mar- 
gins were  brought  together  with  interrupted 
silk.  The  time  of  the  operation  was  one  hour 
and  20  minutes.  In  the  evening  the  patient’s 
mind  was  clear,  and  she  took  nourishment 
without  vomiting.  Pulse  was  140,  and  tem- 


perature 102.8°.  Postoperatively  she  was 
given  two  subcutaneous  injections  of  brandy. 
The  weight  of  the  tumor  without  its  fluid 
content  was  12  to  15  pounds. 

On  September  2 the  patient  was  comfort- 
able, and  her  mind  was  clear.  The  following 
morning,  however,  she  was  weak,  and  her 
pulse  difficult  to  count.  She  expired  on  Sep- 
tember 4 at  6 a.m.  While  this  operation  again 
was  not  signed,  it  appears  to  have  been  in 
the  handwriting  of  George  Porter,  and  the 
description  was  in  greater  detail  than  that 
of  the  preceding  case.  There  is  a strong  pre- 
sumption that  Porter  was  responsible  for 
both.  It  is  a matter  of  record  that  he  was 
at  this  time  being  called  in  consultation  on 
gynecological  cases.  These  two  cases  consti- 
tuted the  only  ovariotomies  performed  dur- 
ing the  hospital  year  of  October  1877  to  Octo- 
ber 1878.  One  other  case  of  ovarian  cyst  was 
admitted,  but  was  not  subjected  to  surgery. 
While  another  nonoperative  case  was  ad- 
mitted the  following  year,  no  further  cases 
of  ovarian  cyst  were  listed  during  the  ensu- 
ing four  years. 

NEW  SERVICE 

According  to  Joseph  Karland,  formal  anti- 
sepsis was  introduced  to  the  Rhode  Island 
Hospital  in  the  1880s  over  the  vigorous  pro- 
tests of  the  older  surgeons,  especially  those 
who  had  served  in  the  Civil  War.  It  is  evident, 
however,  that  the  use  of  carbolic  acid,  as 
proposed  by  Lister  in  his  first  phase  of  anti- 
sepsis, was  in  use  in  the  cases  reported  here. 
The  complex  and  time-consuming  ritual  using 
the  carbolic  spray  came  later. 

During  1878  the  first  clinical  charts  ap- 
peared, recording  daily  temperatures  and 
pulse. 

The  trustees  of  Rhode  Island  Hospital  had 
created  a department  for  the  diseases  of 
women  and  children  in  1877.  Treatment  on 
this  service  was  essentially  medical.  In  June 
of  1882  the  trustees  split  the  department  and 
established  a Department  of  Gjmecology.  In 
the  annual  report  of  November  8,  1882,  Presi- 
dent George  I.  Chace  described  the  action 
in  this  way:  “During  the  year  now  closing 
a department  has  been  opened  in  the  Hos- 
pital for  the  special  treatment  of  diseases 
]3eculiar  to  women.  The  need  of  a service  of 
(Continued  on  Page  74) 
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Editorials 


LESTER  R.  DRAOSTEDT,  M.D.  1R93-1973 


Belatedly  we  wish  to  take  cognizance  of 
the  passing  of  one  of  the  giants  of  American 
medicine,  Lester  R.  Dragstedt,  who  departed 
from  these  earthly  realms  on  July  16,  1975,  a 
victim  of  that  tjTDically  American  scourge, 
myocardial  infarction. 

A graduate  of  Rush  Medical  College,  he 
spent  most  of  his  adult  years  practicing  sur- 
gery, teaching,  and  conducting  research  at 
Northwestern  University  Medical  School.  His 
gi'eatest  contributions  and  his  most  signifi- 
cant life  work  were  in  the  field  of  gastric 
physiology'.  He  was  one  of  a long  line  of 
Amencan  surgeons  who  have  contributed 
massively  to  a better  understanding  of  human 
physiology,  extending  from  William  Beau- 
mont, the  first  gastric  physiologist,  to  such 
current  luminaries  as  Francis  IMoore  and  Tom 
Shires,  not  excluding  our  own  Henry  T.  (Tom) 
Randall  and  Fiorindo  A.  (Simmie)  Simeone. 

Papers  in  Dragstedt’s  name  began  appear- 
ing in  the  literature  in  the  mid  1920s  evinc- 
ing a predilection  for  pancreatic  physiology'. 


In  the  1940s  the  emphasis  shifted  to  gastric 
physiology'  and  the  causation  and  therapy  of 
peptic  ulcer.  Early  in  the  war  y'ears,  he  began 
to  cry'stallize  the  concept  of  vagotomy'  for 
treatment,  later  combined  with  a drainage  pro- 
cedure. He  further  unraveled  the  enigma  of 
concomitant  duodenal  and  gastric  ulcer. 

Following  his  retirement  from  the  faculty 
of  Northwestern  about  15  years  ago,  he  trans- 
ferred his  activities  to  the  University'  of 
Floiida  College  of  Medicine  at  Gainesville. 
Since  then  there  has  been  an  uninterrupted 
flow  of  papers  on  gastric  physiology,  fine- 
tuning  his  earlier  concepts  of  the  nature  of 
peptic  ulcer.  Reports  have  continued  to  ap- 
pear since  his  death,  the  latest  as  recently 
as  December  1975. 

Doctor  Dragstedt  was  a friendly  and 
charming  person.  His  simple  mien  belied  a 
sophisticated  inquiring  mind.  His  passing  is 
a loss  to  American  surgery,  to  phy'siology, 
and  to  humankind.  His  many^  friends  and  col- 
leagues will  miss  him. 


LOW  DOSE  HEPARIN 


As  Kakkar  of  King’s  College  Hospital  in 
London  has  pointed  out,  several  controlled 
clinical  trials  have  clearly  demonstrated  that 
low  doses  of  heparin  administered  subcutane- 
ously are  effective  in  reducing  the  incidence 
of  deep  venous  thrombosis  as  detected  by  the 
^2®I-fibrinogen  test.  He  suggests  that,  before 
prophylaxis  by  this  means  can  be  recom- 
mended, two  questions  must  be  answered: 
1.  Does  low  dose  heparin  prevent  fatal  post- 
operative pulmonary'  embolism?  and  2.  Does 
a standard  regimen  of  heparin  significantly' 
increase  the  risk  of  operative  and  postopera- 
tive bleeding?  Routine  prophylactic  oral  anti- 
coagulants have  proved  unacceptable  in  the 
USA  and  the  United  Kingdom  because  of  the 
risk  of  serious  hemon'hage.  In  order  to  an- 


swer the  questions  an  international  multi- 
center trial  was  set  up  by'  Kakkar  and  asso- 
ciates, comprising  surgeons  in  28  centers  in 
the  British  Commonwealths  and  in  Europe. 
The  trial  was  coordinated  at  King’s  College 
Hospital  and  the  data  analy^zed  by'  computer 
at  the  University'  of  London. 

Patients  over  age  40  undergoing  a variety' 
of  elective  major  surgical  procedures  were 
included  in  the  trial.  A major  operation  for 
the  pui-pose  of  this  study'  was  defined  as  one 
pei’formed  under  general  anaethesia,  lasting 
longer  than  30  minutes,  and  requiring  a post- 
operative stay'  of  seven  or  more  days.  Patients 
having  emergency'  surgery  and  those  receiv- 
ing anticoagulant  therapy'  were  excluded.  The 
(Continued  on  Next  Page) 
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trial  protocol  was  designed  on  the  premise 
that,  based  on  previous  reports,  five  of  every 
1000  adults  subjected  to  major  surgery  will 
die  of  massive  pulmonary  embolism. 

The  trial  embraced  4121  patients  under- 
going a variety  of  j)rocedures  ranging  from 
hernia  to  esophagectomy  and  total  hip  re- 
placement. The  patients  received  calcium 
heparin  (sodium  heparin  only  is  available  in 
the  USA)  5000  units  in  0.2  ml  of  fluid  sub- 
cutaneously two  hours  preoperatively  and 
every  eight  hours  thereafter  for  seven  days. 
If  the  patient  was  still  confined  to  bed  at 
that  point,  the  same  dosage  was  continued 
until  he  became  ambulant. 

The  patients  were  divided  into  a control 
group  of  2076  and  a heparin  group  of  2045. 
The  groups  were  matched  for  age,  sex, 
weight,  blood  group,  and  factors  which  would 
predispose  to  the  development  of  thrombo- 
embolism. The  results  were  striking.  One  hun- 
dred eighty  patients  died  in  the  postoperative 
period,  100  in  the  control  group  and  80  in 
the  heparin  group.  Comparable  numbers  of 
the  two  groups  were  autopsied.  Sixteen  pa- 
tients in  the  control  group  and  two  in  the 
heparin  group  were  found  to  have  died  of 
massive  pulmonary  embolism.  Additionally, 
emboli  of  lesser  extent  were  found  in  six 
patients  in  the  controls  and  three  in  the 
heparin  group.  Taking  all  pulmonary  emboli 
together,  these  findings  were  judged  to  be 
highly  significant  (p<0.005). 

Of  the  total  study  group  there  were  1292 
patients  in  whom  the  ^^®I-fibrinogen  test  for 
deep  venous  thrombosis  was  carried  out  — 
667  controls  and  625  in  the  heparin  group. 
Deep  vein  thrombosis  occurred  in  24.6  per 
cent  of  the  controls  and  7.7  per  cent  of  the 
heparin  group  (again  p<0.005).  At  necropsy 
30  patients  exhibited  deep  venous  thrombosis 
— 24  controls  and  six  in  the  heparin  group. 
Thirty-two  patients  in  the  control  gi’oup  and 
] 1 heparinized  patients  developed  deep  vein 
thrombosis  diagnosed  clinically  and  confirmed 
by  venography.  Twenty-four  patients  in  the 
control  group  and  eight  in  the  heparin  group 
were  treated  for  clinically  suspected  pul- 
monary embolism.  All  of  these  statistics  are 
significant  at  the  p<0.005  level. 

There  were  no  statistically  significant  dif- 
ferences in  fatal  hemorrhage  (at  autopsy), 
blood  transfusion  requirements,  or  postopera- 


tive fall  in  the  hemoglobin  level.  While  there 
appeared  to  be  a statistically  significant  dif- 
ference (p<0.01)  in  the  incidence  of  wound 
hematoma  (117  among  the  controls  and  158 
in  the  heparin  group),  the  actual  difference 
in  incidence,  however,  was  of  the  order  of  3 
per  cent. 

Low  dose  heparin  prophylaxis  has  not  yet 
been  adopted  on  a large  scale,  although  there 
are  blood  coagulation  studies,  largely  carried 
out  in  the  USA,  which  appear  to  lend  theo- 
retical validity  to  the  regime.  There  are  two 
chief  reasons  for  this  hesitancy:  1.  Doubt 
about  the  effectiveness  of  the  regime  in  pre- 
venting fatal  pulmonary  embolism,  and  2.  fear 
of  serious  bleeding. 

This  large  study  gives  credence  to  the  con- 
clusion that  this  method  of  low  dose  heparin 
administration  fulfills  most  of  the  criteria  of 
an  ideal  prophylactic  regime.  Kakkar  con- 
cludes: 

“It  prevents  postoperative  fatal  pulmonary 
embolism;  it  is  well  tolerated  by  the  patient; 
it  requires  no  laboratory  control  to  regulate 
dosage ; and  it  does  not  produce  serious  bleed- 
ing when  the  patient  undergoes  major  sur- 
gery. This  form  of  prophylaxis  against  venous 
thromboembolism  can  now  be  recommended 
for  use  on  a large  scale  in  ‘high  risk’  patients 
undergoing  major  surgery.’’ 

REFERENCE 

Kakkar  W,  et  al.;  Prevention  of  fatal  postopera- 
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^ ^ ^ 

MEMOS  FROM  THE 
WOMAN’S  AUXILIARY  TO  THE 
PROVIDENCE  MEDICAL 
ASSOCIATION 

ANNUAL  MEDICAL  SCHOLARSHIP  AP- 
LICATIONS  AVAILABLE  NOW:  The  Wo- 
man’s Auxiliary  to  the  Providence  Medical 
Association  will  present  a modest  scholarship 
to  a medical  student  who  meets  the  follow- 
ing requirements:  1.  A Rhode  Island  resident; 
2.  in  good  academic  standing;  3.  in  financial 
need;  and  4.  enrolled  in  an  acci’edited  AMA 
IMedical  School.  Applications  are  available  c/o 
Mrs.  Daniel  Calenda,  Scholarship  Chairman, 
106  Francis  Street,  Providence,  RI  02903. 
Deadline  for  applications  is  April  1,  1976. 

^ ^ ^ 
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ORGAN  RECITAL 

To  the  Editor: 

The  inadvertent  expression  of  subconscious 
thoughts  or  associations  are  commonplace. 
For  example,  one  might  exclaim,  “Holy 
smoke!’’  when  suddenly  noting  a church  on 
fire.  In  a closely  related  way,  physicians  in- 
terested in  psychosomatic  medicine  are  quite 
familiar  with  “organ  language”  by  which 
functional  changes  or  emotional  origins  are 
couched  in  phrases  of  common  usage,  such  as 
“I  can’t  stand  it”  to  describe  foot  pain,  or 
“1  can’t  bear  it”  when  relating  to  low  back 
pain.  In  a like  manner  the  physician  may 
llustrate  the  role  played  by  the  autonomic 
nervous  system  to  a patient  complaining  of 
nausea  and  vomiting  by  saying  that  the  body 
“can’t  stomach”  a particular  anxiety  pro- 
ducing set  of  circumstances. 

At  a medical  grand  rounds  presentation 
recently  the  guest  lecturer  referred  to  a col- 
league quite  descriptively:  “Surgeons  like 

things  clear  cut,”  he  said,  seemingly  unaware 
of  the  pertinency  of  his  remark.  With  tongue- 
in-cheek,  as  the  oral  surgeon  might  view  it, 
and  without  using  obvious  organ  language 
equivalents,  here  is  a list  of  some  medical 
specialists  as  they  might  be  characterized 
in  an  off-hand  manner: 

CARDIOLOGISTS  go  with  an  off-beat 
crowd. 

ORTHOPEDISTS  always  get  the  bad 
breaks. 

UROLOGISTS  leave  no  stone  unturned  to 
get  into  the  stream  of  things. 

HEMATOLOGISTS  will  give  you  the  needle 
every  time. 

ANESTHESIOLOGISTS  live  in  a dream 
world. 

PROCTOLOGISTS  always  get  to  the  bot- 
tom of  things. 

RADIOLOGISTS  ask  penetrating  questions. 

ALLERGISTS  are  nothing  to  sneeze  at. 

PATHOLOGISTS  are  cut-ups. 

OPHTHALMOLOGISTS  carry  out  their 
work  to  the  letter. 

DERMATOLOGISTS  never  have  to  srcatch 
for  a living. 

GYNECOLOGISTS  have  to  have  their 
hands  in  it  to  keep  abreast  of  developments. 


ENDOCRINOLOGISTS  are  secretive. 

MICROBIOLOGISTS  are  an  outgrowth  of  a 
different  culture. 

NEUROLOGISTS  are  always  on  pins  and 
needles. 

OBSTETRICIANS  have  a swell  job  with 
patients  of  good  breeding. 

PLASTIC  SURGEONS  are  two  faced. 

PEDIATRICIANS  have  no  misconceptions 
about  their  work. 

GASTROENTEROLOGISTS  tend  to  bring 
up  rehashed  material. 

PSYCHIATRISTS  have  a hard  nut  to  crack. 

PHARMACOLOGISTS  suspect  everyone  of 
being  a reactionary. 

OTOLARYNGOLOGISTS  are  first  to  get 
ahead,  then  make  light  of  it. 

Sidney  I.  Brody,  M.D. 
rp-.  7p.  rP. 


CLINICAL  ASSESSMENT  OF  T AND  B 
LYMPHOCYTE  FUNCTIONS 

(Continued  from  page  56) 
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C ARDI()>  ASCIJLAR  DISEASE  IN 
UREMIC  PATIENTS  ON 
HEMODIALYSIS 

(Continued  fi’om  page  64) 

tients  on  dialysis.  Nephrectomy  should  be 
used  when  necessary,  where  dialysis  and  anti- 
hypertensive medication  have  not  adequately 
controlled  blood  pressure.  Patients  must  be 
monitored  for  the  presence  of  pericardial  dis- 
ease to  avoid  subsequent  pericardial  effusion 
and  the  development  of  constrictive  pericardi- 
tis with  its  adverse  effect  on  myocardial  func- 
tion. When  constrictive  pericarditis  is  present, 
it  obviously  should  be  relieved  by  appropriate 
surgery.  Efforts  should  be  made  to  minimize 
cardiac  output  in  hemodialysis  patients.  Whe- 
ther or  not  routine  transfusions  to  maintain 
a higher  hematocrit  are  indicated  is  a question 
that  cannot  yet  be  answered.  Howevei’,  pa- 
tients with  marginal  cardiovascular  function 
who  are  accepted  on  hemodialysis  and  must 
have  an  arteriovenous  shunt  should  be  sup- 
ported in  any  manner  to  minimize  an  increase 
in  cardiac  output.  Early  and  aggressive  treat- 
ment of  known  episodes  of  sepsis  is  important 
in  the  elimination  of  valvular  endocarditis  in 
this  patient  population. 

Perhaps  one  of  the  finer  indicators  of  ade- 
quacy of  hemodialysis  will  be  G rate  and  peak 
immunoreactive  insulin  levels.  Continued  ab- 
normality of  these  parameters  may  contribute 
to  cardiovascular  disease.  Clearly,  further 
study  of  the  effect  of  abnormal  carbohydrate 
metabolism  on  lipid  metabolism  is  in  order. 
Serum  triglyceride,  serum  cholesterol,  and  li- 
pid electrophoretic  pattern  should  be  followed 
to  evaluate  the  beneficial  effects  of  drug  ther- 
apy and  changes  in  dialytic  technique  on  the 
development  of  cardiovascular  disease.  Care- 
ful monitoring  of  calcium,  phosphorus,  bone 
films,  and  parathyroid  hormone  levels  is  indi- 
cated to  assess  parathyroid  status.  The  use  of 
aluminum  binders  and  parathyroidectomy  to 
prevent  vascular  and  myocardial  calcification 
is  important  in  the  therapy  of  these  patients. 
The  use  of  cardiac  catheterization,  coronary 
artery  arteriography,  and  possibly  cardiac  vas- 
cular repair  should  be  considered  in  the  chron- 
ic hemodialysis  patient  with  coronary  artery 
disease  if  he  is  otherwise  well.  Adequacy  of 
hemodialysis  perhaps  can  be  evaluated 
through  its  effect  on  all  of  the  above  para- 
meters. Whether  or  not  changes  in  artificial 


kidney  treatments  can  correct  the  final  vascu- 
lar disease  remains  to  be  seen. 
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Found  useful  in  the  management  of  vertigo*  associated  with 
iseases  affecting  the  vestibular  system. 

Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
iblets,  for  dosage  convenience  and  flexibility. 

Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
ausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

WEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  tequires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  prtxluced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery 

Usage  in  Children:  Clinical  studies  establisFiing  safety  and  effectiveness  in  cFiildren 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 
request. 


Antiverty25 

(meclizine  HCl)  25  mg^Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


INDOCIN 

(INDIMETHACIN I HSD) 


helps  relieve  pain 
ana  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered 
a simple  analgesic  and  should  not  be  used  in  conditions  other  than  those 
recommended.  The  drug  should  not  be  prescribed  for  children  because 
safe  conditions  for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential 
to  cause  adverse  reactions,  the  following  are  strongly  recommended: 
1)  the  lowest  possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects,  partic- 
ularly in  doses  over  150-200  mg  per  day,  without  corresponding  clinical 
benefits;  2)  careful  instructions  to,  and  observations  of.  the  individual 
patient  are  essential  to  the  prevention  of  serious  and  irreversible,  in- 
cluding fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women 
and  nursing  mothers;  active  gastrointestinal  lesions  or  history  of  recurrent 
gastrointestinal  lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at 
times,  severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any 
sign  or  symptom  signaling  a possible  gastrointestinal  reaction.  The  risks, 
of  continuing  therapy  with  INDOCIN  in  the  face  of  such  symptoms  must 
be  weighed  against  the  possible  benefits  to  the  individual  patient.  Gastro- 
intestinal effects  may  be  reduced  by  giving  the  drug  immediately  after 
meals,  with  food,  or  with  antacids.  Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  in  some  patients  on  prolonged  therapy. 
Discontinue  therapy  if  such  changes  are  observed.  Ophthalmologic  exam- 
ination at  periodic  intervals  is  desirable  in  patients  on  prolonged  therapy. 
Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric 
disturbances,  epilepsy,  and  parkinsonism,  and  should  be  used  with  con- 
siderable caution  in  patients  with  these  conditions.  If  severe  CNS  adverse 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about 
engaging  in  activities  requiring  mental  alertness  and  motor  coordination, 
as  driving  a car.  Headache  which  persists  despite  dosage  reduction  re- 
quires complete  cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  continually  on 
the  alert  for  this  and  should  use  the  drug  with  extra  care  in  the  presence 
of  existing  controlled  infection.  After  the  acute  phase  of  the  disease  is 
under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcera- 
tions of  the  esophagus,  stomach,  duodenum,  or  small  intestine,  including  . 
perforation  and  hemorrhage,  with  fatalities  in  some  instances;  rarely,  intes- 
tinal ulceration  has  been  associated  with  stenosis  and  obstruction;  gastro- 
intestinal bleeding  without  obvious  ulcer  formation;  perforation  of  pre- 
existing sigmoid  lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased 
abdominal  pain  in  ulcerative  colitis  patients  or  development  of  ulcerative 
colitis  and  regional  ileitis;  gastritis,  which  may  persist  after  the  cessation 
of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some 
fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow 
depression,  agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura. 
Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gas- 
trointestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  including  dyspnea 
and  asthma;  angiitis;  pruritus;  urticaria;  angioedema;  skin  rashes;  purpura. 
Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psy- 
chotic episodes,  depersonalization,  depression,  and  mental  confusion; 
coma;  convulsions;  peripheral  neuropathy;  drowsiness;  lightheadedness; 
dizziness;  syncope;  headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure, 
hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcer- 
ative stomatitis,  and  epistaxis. 

Note:  In  patients  receiving  probenecid,  plasma  levels  of  indomethacin  are 
likely  to  be  increased. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000;  capsules  containing 
50  mg  indomethacin  each,  in  single-unit  packages  of  100  and  bottles 
of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see 
full  prescribing  information.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  iNC;  IVesf  Point,  Pa.  1 9486  « - « — 
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Second  Annual  Seminar 

CURRENT  CONCEPTS  IN 

FETAL  and  NEONATAL  CARE 

Wednesday,  April  21,  1976  at  the  Marriott  Inn,  Providence,  Rl 

Sponsored  By 

The  Perinatal  Committee  of  the  Rhode  Island  Medical  Society 

GUEST  FACULTY: 

JOHN  M.  GIBBONS,  JR.,  M.D.,  Associate 
Professor  of  Obstetrics  and  Gyn-ecology  at  the 
University  of  Connecticut  School  of  Medicine; 

Director  of  Obstetrics  and  Gynecology,  St.  Fran- 
cis Hospital,  Hartford. 

PAUL  M.  TAYLCOR,  M.U.,  Professor  of  Pedia- 
trics, Obstetrics  and  Gynecology,  University  of 
Pittsburgh;  Director,  Division  of  Neonatology, 

McGee  Women  Hospital,  Pittsburgh. 

REGISTRATION  FEE: 

Physicians  — $30  Nurses  — $15  House  Officers  — $15 

FOR  FURTHER  INFORMATION  CONTACT  MR.  CLARKIN  AT  THE 
RHODE  ISLAND  MEDICAL  SOCIETY  OFFICE  331-3207 
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this  kind  has  been  some  time  apparent.  The 
department  is  in  the  charge  of  Dr.  George 
W.  Porter,  in  whose  skill  and  special  qualifi- 
cations for  its  duties  the  Board  have  great 
confidence.”  The  report  added:  “A  room  has 
been  prepared  on  first  floor  for  the  Depart- 
ment of  Gynecology.”  The  following  year,  it 
was  noted  that  “The  women’s  ward  has  been 
thoroughly  renovated.” 

Porter  was  anxious  to  perfoiTn  abdominal 
surgery  on  women,  specifically  the  operation 
of  ovariotomy.  A crisis  soon  developed,  how- 
ever, and  Chace  asked  the  trustees  to  con- 
sider banning  all  abdominal  operations  at  the 
hospital,  because  every  one  so  far  had  re- 
sulted in  death.  He  noted,  incidentally,  that 
at  the  Massachusetts  General  Hospital  and 
elsewhere  results  had  been  better  because  of 
the  provision  of  facilities  for  isolation  and 
the  use  of  advanced  techniques  (antisepsis). 
A compromise  was  reached.  The  operating 
room  was  declared  off  limits  to  Porter,  but 
he  was  allowed  to  operate  in  a tent  which 
was  pitched  on  the  hospital  grounds. 

The  first  patient  admitted  to  the  new  serv- 
ice in  the  summer  of  1882  was  an  Irish 
housewife  suffering  from  retroversion  of  the 
uterus  and  pelvic  peritonitis.  She  was  treated 
medically  with  “Churchill’s  Iodine.”  The  first 
ovariotomy  on  the  service  was  performed  on 
a 32  year  old  Irish  domestic  on  April  2,  1883. 
Fourteen  pounds  of  fluid  was  evacuated  from 
the  cyst  and  measured,  but  much  more  was 
spilled  and  lost.  The  patient  died  at  9:30  p.m. 
on  the  evening  of  surgery,  her  pulse  and  tem- 
perature having  risen  to  140  and  106°. 
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During  the  year  Porter  also  performed  his 
first  repair  of  a vesicovaginal  fistula  on  a 
32  year  old  housewife,  using  Sims’s  silver 
wire  technique  with  the  patient  lying  in  the 
Sims  position.  At  the  time  of  discharge  there 
was  still  a small  sinus  at  the  lower  end  of 
the  fistula  site,  although  Porter  had  earlier 
tested  the  repair  by  injecting  water  into  the 
urethra  and  demonstrated  that  there  was 
no  leak.  The  patient  was  discharged  “re- 
lieved” to  be  followed  closely.  This  was  an 
apparent,  but  equivocal  success. 

THE  HUT 

In  October  of  1884  the  hospital  superin- 
tendent informed  the  trustees  that  Porter 
was  complaining  that  his  tent  was  much  too 
cold  to  work  in  during  the  fall  and  winter. 
At  the  annual  meeting  of  November  12,  1884 
President  Chace  reported: 

“For  some  time  past  a place  where  ovario- 
tomy and  other  operations  within  the  cavity 
of  the  body  may  be  performed  without  dan- 
ger from  septic  germs,  which  are  liable  to 
be  developed  in  the  wards  of  the  hospital, 
has  been  needed.  This  want  is  now  being  sup- 
plied. A building  is  in  process  of  erection 
at  a short  distance  from  the  Hospital  and 
isolated  as  perfectly  as  possible  from  it.  It 
is  to  have  its  own  furnishings  and  its  own 
nurses,  and  is  to  be  provided  with  special  ac- 
commodations for  this  peculiar  class  of  cases. 
It  is  to  be  hoped  that  the  cottage  will  be 
finished  and  ready  for  use  by  the  first  of 
the  year.” 

This  was  a token  of  the  faith  that  some 
of  Porter’s  friends  had  in  the  potentialities  of 
his  pioneering  effort.  The  building  was  to  be 
located  west  of  the  South  Pavilion.  “The 
Hut,”  as  it  was  familiarly  known,  had  its  own 
complement  of  nurses  and  instruments  and 
was  heated  with  a coal  stove.  Each  intern  dur- 
ing his  first  six  months  of  service  seiwed 
24  hour  duty  there,  sleeping  in  a small  room 
and  awakened  by  the  night  nurse  every  hour 
as  necessary  to  check  the  condition  of  any 
critically  ill  patients. 

The  following  year  the  president  reported 
that  “The  Gynecological  Cottage  in  process 
of  construction  . . . has  been  completed  and 
furnished  at  an  expense  of  $1,454.74.”  The 
building  and  furnishings  were  a gift  of  Doc- 


tor John  W.  Mitchell  and  friends.  During  the 
period  from  1882  through  1887  eleven  cases 
of  ovarian  cyst  were  admitted  to  the  service. 
Two  were  not  treated  surgically.  Of  the  re- 
maining nine,  five  recovered  and  four  died. 
The  results  were  beginning  to  be  more  ac- 
ceptable, and  improved  progressively  there- 
after. Porter  eventually  succeeded  in  convinc- 
ing the  trustees  and  the  staff  that  the  results 
of  abdominal  surgery  performed  under  isola- 
tion conditions  and  with  careful  antisepsis 
could  be  worthwhile. 

With  the  advent  of  asepsis  in  the  1890s 
the  Hut  was  finally  abandoned  and  was  con- 
verted into  a contagious  ward.  The  building 
sundved  until  a few  years  ago,  when  it  was 
taken  down  to  provide  space  for  the  multi- 
phasic  screening  center. 

Doctor  Porter  was  a founder  of  the  Provi- 
dence Lying-In  Hospital  (now  Women  and 
Infants  Hospital  of  Rhode  Island)  and  of  St. 
Elizabeth’s  Home,  a nursing  home  for  sick 
and  disabled  females,  which  still  survives. 

MEDICAL  PAPERS 

At  the  quarterly  meeting  of  the  Rhode 
Island  Medical  Society  of  September  15,  1880 
Porter  read  a paper  on  “Battey’s  Operation.” 
It  w'as  otherwise  described  as  “Normal  Ovar- 
iotomy,” or  “the  extirpation  of  the  function- 
ally active  ovaries  for  the  remedy  of  other- 
wise incurable  disease.”  In  the  paper  he  also 
used  the  newer  tenn  of  oophorectomy  and 
indicated  that  it  was  preferable.  He  described 
women  whose  lives  had  become  unbearable 
from  “frequently  returning  menstrual  pains 
amounting  to  extreme  agony,”  often  result- 
ing in  shattered  nervous  systems,  constant 
suffering,  and  malnutrition.  He  noted  that 
the  ovaries  were  generally  diseased,  usually 
accompanied  by  pelvic  cellulitis  and  peritoni- 
tis, pelvic  abscess,  or  hematoceles.  It  is  likely 
that  these  were  usually  cases  of  pelvic  in- 
flammatory disease,  but  also  occasionally  of 
endometriosis.  The  operation  could  be  per- 
formed either  vaginally  or  abdominally 
through  a 3>4  inch  midline  incision. 

The  dangers  of  the  operation,  he  said,  were 
the  same  as  those  of  ovariotomy  — shock, 
hemorrhage,  septicmia,  and  peritonitis.  He 
advocated  “Listerism  carried  out  completely 
(Continued  on  Next  Page) 
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in  all  its  minute  details,  not  in  the  partial 
and  imperfect  manner  generally  adopted.” 

In  1885  he  reported  a case  of  pyosalpinx 
in  a 27  year  old  housewife  in  whom  he  per- 
formed salpingo-oophorectomy  with  unevent- 
ful recovery.  A case  of  Caesarian  section  in 
a 32  year  old  housewife  was  reported  in  1894. 
\’aginal  delivery  was  precluded  by  a large 
pelvic  tumor.  The  baby  was  alive  and  active 
upon  delivery.  A Porro  operation  with  am- 
putation of  the  uterus  was  performed.  Un- 
fortunately both  mother  and  child  failed  to 
survive,  the  baby  from  diarrhea  and  whoop- 
ing cough  11  weeks  after  delivery,  the  mother 
from  postoperative  hemorrhage  and  shock. 

After  gaining  considerable  prominence  in 
his  specialty  Porter’s  health  became  seriously 
impaired,  obliging  him  in  1906  to  give  up  his 
busy  practice.  He  submitted  his  resignation 
to  the  Rhode  Island  Medical  Society  on  May 
22,  1907,  but  in  lieu  of  acceptance  he  was 
unanimously  recommended  for  honorary  mem- 
bership. He  died  in  Boston  of  pneumonia  on 
October  17,  1910.  He  was  survived  by  his 
widow  and  two  sons,  Charles  Huntington 
Porter  and  Doctor  Emery  Moulton  Porter, 
who  was  many  years  later  to  become  Sur- 
geon-in-Chief  at  the  Rhode  Island  Hospital. 

Thus  ended  the  lively  career  of  a pioneer 
surgeon  and  gynecologist,  whose  professional 
life  spanned  the  transition  from  primitive  to 
modern  surgery. 
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Peripatetics 

The  following  physicians  have  been  certi- 
fied as  Diplomates  of  the  American  Board 
of  Gastroenterology:  ROBERT  D.  COLI, 
ALDEN  H.  BLACKMAN,  JOSEPH  D.  Di- 
MASE,  EDWARD  A.  lANNUCCILLI,  and 
RICHARD  T.  McDermott. 

V V 

SIDNEY  COBB,  Professor  of  Community 
Health  and  Psychiatry  (Research),  has  been 
named  president  of  the  American  Psycho- 
somatic Society.  He  is  currently  conducting 

research  on  schizophrenia. 

* 

J.  D.  KEITH  PALMER,  Associate  Profes- 
sor of  Medicine  and  Director  of  Miriam  Hos- 
pital’s Rehabilitation  Medicine  Division,  has 
been  appointed  to  the  National  Committee 
on  Social  and  Environmental  Aspects  of  Re- 
habilitation of  the  American  Congress  of  Re- 
habilitative Medicine.  He  will  serve  as  Chair- 
man of  the  Section  on  Transportation  and 
Architectural  Barriers.  His  first  task  was 
to  make  representations  to  the  Federal  Avia- 
tion Administrations  to  reduce  limitations  on 
passengers  with  physical  disability,  in  regu- 
lations related  to  cabin  design  in  commercial 
airlines. 

* * * 

Eight  first  year  residents,  who  have  been 
working  at  the  new  Family  Care  Center  at 
The  Memorial  Hospital  since  July  1,  are  under 
the  supervision  of  David  S.  Greer,  Di- 
rector of  the  new  Family  Practice  Residency 
Program  and  Associate  Dean  of  Medical  Af- 
fairs at  Brown,  and  JOHN  J.  CUNNING- 
HAM, Associate  Professor  of  Medicine  and 
Director  of  the  Family  Care  Center.  The 
Center  is  designed  to  be  used  as  a model 
medical  practice  to  instruct  young  physicians 
(Continued  on  Page  78) 
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Physicians  Seeking  Opportunities  In  Rhode  Island 


Edward  Walworth,  M.D. 

936  Tall  Pine  Road 
Mt.  Pleasant,  SC  29464 
Specialty:  General  Surgery 
Wife  also:  Candace  Walworth,  M.D. 
Specialty:  Internist  with  additional  training 
in  Hypertension  and  Nephrology 

Jack  Ende,  M.D. 

6443  South  Cornell 
Chicago,  IL  60615 
Specialty:  Internal  Medicine 

S.  G.  Landry,  M.D. 

Chief  of  Surgery 
Naval  Hospital 
Annapolis,  MD  21402 
Specialty:  General  Surgery 

John  Watkins  Foster,  Jr.,  M.D. 

20  Laurel  Crest  Road 
Madison,  CT  06443 
Specialty:  Diagnostic  Radiology 

Hoon  Yoo,  M.D. 

950  Forty-Ninth  Street 
Apt.  1-A 

Brooklyn,  NY  11219 
Specialty:  OB-GYN 

Robert  J.  Rubano,  M.D. 

3102  Glencairn  Avenue 
Toledo,  OH  43614 
Specialty:  Internal  Medicine 
^ * * 

John  T.  K.  Wang,  M.D. 

40  Cindy  Lane 

Fort  Madison,  lA  52627 

Specialty:  Pathology 

Ashwin  I.  Mehta,  M.D. 

702  B.  James  Street 
Bridgeport,  WV  26330 
Specialty:  Surgery 

Disesh  K.  Goel,  M.D. 

21  HeyAvood  Street 
Worcester,  MA  01604 
Specialty:  General  Surgery 


Ahmad  H.  Shatila,  M.D. 

16331  Heather  Lane 
Middleburg  Heights,  OH  44130 
Specialty:  General  Surgery 

Jjt  :'fi 

Duvan  Mejia,  M.D. 

4428  Franklin  Avenue 
Los  Angeles,  CA  90027 
Specialty : Surgery 

Joel  Reisman,  M.D. 

Health  Sciences  Center 
Room  H604,  700  William  Avenue 
Winnipeg,  Manitoba,  Canada 
Specialty:  Ophthalmology 

^ 

Alexander  W.  Sinavsky,  M.D. 

7-15  162nd  Street,  Building  12 
Whitestone,  NY  11357 

Specialty:  Internal  Medicine,  Hematology 
'!•  *1^ 

M.  Naqui,  M.D. 

21436  Dequindre 
#203 

Warren,  MI  48091 

Specialty:  Neonatology,  Pediatrics 

Richard  L.  Sartini,  M.D. 

32  East  Lakeshore  Drive 
Apt.  27 

Cincinnati,  OH  45237 
Specialty:  Internal  Medicine 

Suresh  Puri,  M.D. 

27  Saldo  Circle 

New  Rochelle,  NY  10804 

Specialty ; Pediatrics 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 
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(Continued  from  Page  76) 
in  the  specialty  of  family  practice.  To  this 
end,  Doctor  Cunningham,  who  is  a former 
president  of  the  Rhode  Island  IVIedical  So- 
ciety, closed  his  private  office  and  brought 
his  full  practice  into  the  Center.  The  Center 
is  detached  from  the  main  hospital  building 
with  a private  entrance,  and  has  an  at- 
mosphere like  that  of  a private  physician’s 
office  rather  than  that  of  a hospital  clinic. 

^ 

IRVING  A.  BECK  and  FIORINDO  A. 
SIMEONE  were  two  of  the  first  three  re- 
cipients of  the  W.  W.  Keen  Awards  for  Dis- 
tinguished Service  presented  by  the  Brown 
jMedical  Association  to  recognize  fellow  phy- 
sician alumni  who  have  made  notable  con- 
tributions to  their  profession,  communities, 
and  alma  mater. 

Several  staff  members  of  Bradley  Hospital 
were  active  participants  at  the  27th  annual 
meeting  last  month  of  the  American  Asso- 
ciation of  Psychiatric  Services  for  Children 
(AAPSC)  in  New  Orleans. 


I\’AN  J.  LASZLO,  Director,  Inpatient 
Progi'am,  and  Buell  Barton,  Jr.,  Director  of 
Swan  House,  i^resented  a paper,  “Predicting 
Outcome  in  Residential  Treatment.” 

MAURICE  W.  LAUFER,  Executive  Direc- 
tor of  Bradley  Hospital,  authored  “In  Osier’s 
Day  It  Was  Syphilis,”  an  article  appearing 
recently  in  Exploration  in  Child  Psychiatry. 

HUGO  TAUSSIG,  Medical  Director  of 
Bradley’s  Day  Hospital,  presented  a paper 
and  participated  in  a round  table  discussion 
of  children’s  day  hospitals  at  the  Fifth  Union 
of  European  Paedo-Psychiatrists  in  Vienna 
in  July.  Doctor  Taussig  is  serving  as  Rhode 
Island  delegate  to  the  American  Psychiatric 
A.ssociation. 

SALOMON  ALFIE,  Director  of  the  De- 
partment of  Psychiatry,  participated  in  a 
panel  discussion  of  child  psychiatric  emer- 
gencies at  the  Third  Latin  American  Con- 
gress in  Child  Psychology  in  Buenos  Aires 
in  September. 

t z z 
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for  you,  day  or  night. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequen 
and/or  severity  of  grand  mal  seizures  m 
require  increased  dosage  of  standard  an 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  hav 
occurred  following  abrupt  discontinuanc 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Kei 
addiction-prone  individuals  under  carefi 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 

■ although  primarily  one  of  ex- 
j:essive  anxiety,  is  often  accom- 
panied by  depressive  symptom- 
[atology.  Valium  (diazepam) 

:an  provide  relief  for  both— as 
;he  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
aften  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic  anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium; 

(diazepam) 


2-mg,  5-mg,  lO-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
oregnancy,  lactation  or  women  of  child- 
pearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  IsO' 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 

APRIL 


3-4  "METABOLIC  AND  NUTRITIONAL  DEFICIENCY  DISEASES  AND  THE  ORAL 
CAVITY,"  Annual  Brown  University/ American  Academy  of  Oral  Medicine 
Symposium.  Topics  will  be  as  follows:  "Vitamins,  Nutrition  and  Over-Nu- 
trition," Frederick  J.  Stare,  M.D.,  Professor  and  Chairman,  Department  of 
Nutrition,  Harvard  School  of  Public  Health;  "Healing  and  Protein  Metabolism 
in  Trauma  and  Sepsis,"  George  H.  Clowes,  M.D.,  Professor  of  Surgery,  Har- 
vard University  School  of  Medicine,  and  Lecturer,  Brown  University  Program 
in  Medicine;  "Parathyroid  Disorders,"  Jack  M.  Monchik,  M.D.,  Assistant  Pro- 
fessor of  Surgery,  Brown  University  Program  in  Medicine;  "Intestinal  Mal- 
absorption," Edward  A.  lannuccilli,  M.D.,  Clinical  Instructor  in  Medicine, 
Brown  University. 

Also,  "Hemochromatosis  and  Iron  Loading  Anemias,"  Mario  G.  Baldini, 
M.D.,  Professor  of  Medicine,  Brown  University;  "Nutrition  and  Aging,"  David 
M.  Hegsted,  M.D.,  Professor  of  Nutrition,  Harvard  School  of  Public  Health; 
"Diabetes  Mellitus  in  Adults,"  Charles  B.  Kahn,  M.D.,  Clinical  Assistant  Pro- 
fessor of  Medicine,  Brown  University;  and  "Calcium  Metabolism  and  Osteo- 
porosis," Joseph  R.  Tucci,  M.D.,  Associate  Professor  of  Medicine,  Brown 
University. 

The  Symposium  will  begin  at  noon  in  the  Barus  Holley  Building,  Brook 
and  George  Streets,  Brown  University.  A banquet  will  be  held  at  the  Brown 
University  Faculty  Club  ot  6:30  p.m.,  Saturday,  April  3,  and  sessions  will 
begin  again  on  April  4 at  9:00  a.m.  For  information,  please  call  Mrs.  Allen, 
863-3337. 

3 "CURRENT  CONCEPTS  IN  TREATMENT  OF  HYPERTENSION."  James  C.  Melby, 
M.D.,  Professor  of  Medicine,  Brown  University  School  of  Medicine,  Chief  of 
Endocrinology,  University  Hospital,  Boston  University  School  of  Medicine. 
10:00  a.m.,  George  Auditorium,  Rhode  Island  Hospital. 


14  "INTEGRATING  BEHAVIOR  MODIFICATION  INTO  CURRENT  MEDICAL  PRAC- 
TICE." Brown  University  Section  of  Psychiatry  and  Human  Behavior  sym- 
posium for  physicians  in  general  practice  and  various  specialties.  Speakers 
and  topics  will  include:  "Principles  of  Behavior  Modification,"  David  H.  Bar- 
low,  Ph.D.,  Professor  of  Psychiatry;  "Behavior  Modification  with  Obese  Pa- 
tients," Robert  J.  Westlake,  M.D.,  Associate  Professor  of  Psychiatry;  "Chronic 


Pain,"  David  J.  Kass,  M.D.,  Instructor  in  Psychiatry;  "The  Non-Complaint 
Patient,"  C.  Brandon  Qualls,  M.D.,  Instructor  in  Psychiatry;  " Sexual  Dys- 
function," John  Wincze,  Ph.D.,  Associate  Professor  of  Psychiatry.  8:30  a.m.- 
3:30  p.m.,  George  Auditorium,  Rhode  Island  Hospital.  For  further  informa- 
tion, contact  Mrs.  Allen,  863-3337. 


16  "THE  INJURED  CHILD  - WHERE  HAVE  ALL  THE  PEDIATRICIANS  GONE?"  N. 
Paul  Rosman,  M.D.,  Professor  of  Pediatrics  and  Neurology  and  Director  of 
Pediatric  Neurology,  Boston  University  School  of  Medicine  and  Boston  City 
Hospital.  10:30  a.m.,  Kay  Auditorium,  Roger  Williams  General  Hospital. 

21  "CURRENT  CONCEPTS  IN  FETAL  AND  NEONATAL  CARE,"  The  second  annual 
seminar  of  the  Rhode  Island  Medical  Society  Perinatal  Committee.  Speakers 
will  be  John  M.  Gibbons,  Jr.,  M.D.,  Associate  Professor  of  Obstetrics  and 
Gynecology,  University  of  Connecticut  School  of  Medicine  and  Director  of 
Obstetrics  and  Gynecology,  St.  Francis  Hospital,  Hartford;  and  Paul  M. 
Taylor,  M.D.,  Professor  of  Pediatrics,  Obstetrics  and  Gynecology,  University 
of  Pittsburgh,  and  Director,  Division  of  Neonatology,  McGee  Women's  Hos- 
pital, Pittsburgh.  8:15  a.m. -4:00  p.m.  The  Marriott  Inn,  Providence,  Rhode 
Island.  For  further  information,  contact  Mr.  Clarkin,  R.  I.  Medical  Society, 
331-3207. 
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INTERNSHIPS  OBTAINED  BY  BROWN  UNIVERSITY  MEDICAL 
STUDENTS,  CLASS  OF  1976 


Close  to  13,000  senior  medical  students 
from  the  114  U.S.  schools  of  medicine  have 
recently  participated  in  a coordinated  na- 
tionwide matching  program  which  determines 
the  assignment  of  internships  for  the  year 
beginning  in  July,  1976.  These  students  are 
competing  for  approximately  15,000  posi- 
tions. The  choices  are  made  by  a computerized 
program  which  integrated  the  selections  of 
both  candidates  and  hospitals,  matching  them 
against  each  other.  While  there  are  more 
hospital  posts  than  applicants,  there  remains 
considerable  competition  for  the  small  num- 
ber of  positions  in  prestigious  hospitals. 

On  March  10,  1976  at  11:00  A.M.,  the  re- 
sults of  this  year’s  national  matching  pro- 
gram were  revealed  to  all  of  the  graduating 
medical  students  of  the  United  States,  in- 
cluding the  60  students  in  the  senior  class 
at  Brown  University.  Listed  below  are  the 
final  selections  for  the  Brown  students: 

California  (8) : 

University  of  California,  San  Francisco 


Letterman  General  Hospital  1 

University  Hospital  1 

San  Francisco  General  Hospital  2 

University  of  California,  Los  Angeles 
University  Hospital  1 

Los  Angeles  County  — Harbor 

General  Hospital  1 

University  of  Southern  California 
Los  Angeles  County  — USC 
Medical  Center  1 

Loma  Linda  University 

San  Bernardino  Medical  Center  1 

Colorado  (1): 

Colorado  University 

University  Hospital  1 


Connecticut  (5): 

University  of  Connecticut 
St.  Francis  Hospital  1 

New  Britain  General  Hospital  1 

Hartford  Hospital  1 

University  Hospital  1 

Yale  University 

Yale-New  Haven  Medical  Center  1 

Florida  ( 1 ) : 

University  of  Miami 

University  Hospital  1 

Hawaii  (2): 

University  of  Hawaii 

University  Hospital  1 

Queens  Hospital  1 

Illinois  (1): 

University  of  Illinois 

University  Hospital  1 

Massachusetts  (7): 

Harvard  University 

Massachusetts  General  Hospital  2 

Peter  Bent  Brigham  Hospital  1 

Beth  Israel  Hospital  1 

Tufts  University 

New  England  Medical  Center  1 

University  of  Massachusetts 

Memorial  Hospital  1 

Albany  College 

Berkshire  Medical  Center  1 

Minnesota  (4): 

University  of  Minnesota 

University  Hospital  3 

Mayo  Graduate  School 

Mayo  Clinic  1 

Missouri  (1): 

Washington  University 

St.  Louis  Childrens  Hospital  1 

New  Jersey  (1): 

Rutgers  University 

Overlook  Hospital  1 

New  York  (4): 

Columbia  University 

Presbyterian  Hospital  1 

State  University,  New  York 

University  Hospital  (New  York  City)  1 

Edw.  J.  Meyer  Hospital  (Buffalo)  1 

(Continued  on  next  page) 
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Rochester  University 

Strong  IMemorial  Hospital  1 

North  Carolina  (1): 

University  of  North  Carolina 
North  Carolina  Memorial  Hospital  1 

Ohio  (1): 

Case  Western  Resei'\’e  University 

Mount  Sinai  Hospital  1 

Pennsylvania  (3): 

University  of  Pennsylvania 

Pennsylvania  Hospital  1 

Univei-sity  of  Pittsburgh 

Montefiore  Hospital  2 

Rhode  Island  (17): 

Brown  University 

Rhode  Island  Hospital  4 

Roger  Williams  General  Hospital  5 

Memorial  Hospital  1 

Miriam  Hospital  7 

Tennessee  (1): 

Vanderbilt  University 

University  Hospital  1 

Washington  (1): 

University  of  Washington 

University  Hospital  1 

Wisconsin  (1): 

University  of  Wisconsin 

University  Hospital  1 

In  temis  of  types  of  internships,  the  class  is  dis- 
tributed as  follows: 

Family  Medicine  4 

Internal  Medicine  33 

Surgery  5 

Pediatrics  7 


Obstetrics  and  Gynecology  3 

Psychiatry  1 

Ophthalmology  1 

Pathology  1 

Flexible  internship  5 


Based  on  these  results,  a number  of  gen- 
eralizations may  be  considered:  First,  Brown 
University  continues  to  supply  a substantial 
number  of  physicians  to  the  hospitals  in 
Rhode  Island.  As  of  this  July,  1976  there  will 
be  42  graduates  of  the  Brown  University 
Program  in  iMedicine  in  varying  levels  of 
house  officership  in  certain  hospitals  of  the 
region  (Butler,  Roger  Williams  General  Hos- 
pital, Women  and  Infants  Hospital,  Rhode 
Island  Hospital,  IMemorial  Hospital,  The 
Miriam  Hospital,  and  the  Veterans  Adminis- 
tration Hospital).  Our  earlier  projections 
that  Brown  medical  students,  to  a significant 
degree,  will  establish  their  practices  in  the 
Rhode  Island  community  cannot  yet  be  sub- 
stantiated, but  every  passing  year  makes 
this  more  likely. 

A second  consideration  emerges  from  this 
information:  The  43  students  who  did  not 
select  hospitals  in  the  State  of  Rhode  Island, 
(Continued  on  page  144) 


BUTLER  HOSPITAL 
ANNUAL  SYMPOSIUM 


“ISSUES  INTHE  PREVENTION  OFSEXUAL  PROBLEMS”  June4-5, 1976 

Butler  Hospital,  Providence,  Rhode  Island 


“DEVIANT  PATTERNS  OF  AROUSAL  IN  SEXUAL 
OFFENDERS:  IDENTIFICATION  AND  PREVENTION." 

John  Bancroft,  M.D. 

"IS  SEX  EDUCATION  BY  PARENTS  PREVENTATIVE?" 

Mary  Calderone,  M.D.,  M.P.H. 

"ATYPICAL  SEX  ROLE  DEVELOPMENT:  STRATEGY  AND 
ETHICS  OF  PREVENTION.” 

Richard  Green,  M.D. 

“ETHICAL  ISSUES  IN  THE  PREVENTION  OF  SEXUAL 
PROBLEMS.” 

Robert  Kolodny,  M.D. 

“CULTURAL  VALUES  AND  THE  PREVENTION  OF  SEXUAL 
DYSFUNCTIONS.” 

Joseph  LoPiccolo,  Ph.D. 

“CROSS-CULTURAL  PERSPECTIVES  IN  PREVENTION  OF 
SEXUAL  PROBLEMS." 

Donalds.  Marshall,  Ph  D. 

"THE  ROLE  OF  ANTI-ANDROGENS  IN  THETREATMENT 
OF  SEX  OFFENDERS." 

Paul  A.  Walker.  Ph.D. 


“DOES  PORNOGRAPHY  HAVE  A PREVENTATIVE  ROLE?” 
Cody  Wilson,  Ph  D. 

Registration  fee  of  $35.00  includes  all  sessions,  coffee 
breaks,  and  lunch  on  Friday.  (Saturday  sessions  will  be 
completed  by  1 :00  p.m.)  RESERVATIONS  WILL  BE  LIMITED. 

For  additional  registration  forms  and  further  information  write: 
BUTLER  HOSPITAL  ANNUAL  SYMPOSIUM 

333  Grotto  Avenue,  Providence,  Rl  02906  (401 ) 521  -3400. 
BUTLER  HOSPITAL,  A Brown  University  Affiliated  Hospital 

‘HSSCES  IN  THE  FR£VE>ni()N  OF  SBUM  PROBLEMS” 

Bult«  HoapHal  Annual  SympoMim 

Please  rgserve  _ places  al  S3S  per  regtSlrartl 
Checks  payable  to  BuHer  Hosptai  must  accompany  reservation 
I would  like  informaton  on  hotel  accommodations 
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A CALL  TO  ARMS!!  MALPRACTICE  REPORT!! 


By  Stephen  J.  Hoye,  M.D. 


I should  like  to  communicate  to  the  mem- 
bers of  the  Society  a summation  of  the  final 
meeting  of  the  Governor’s  Malpractice  Com- 
mission held  March  8,  at  which  your  four 
medical  representatives  spent  11  hours  try- 
ing to  reach  the  first  step  on  the  ladder  of 
malpractice  legislative  reform.  A report  made 
to  the  House  of  Delegates  on  March  10  was 
favorably  received,  and  I was  encouraged  to 
pass  it  along  to  you. 

First,  I feel  that  everyone  needs  a schema 
to  make  some  sort  of  sense  out  of  a subject 
as  complex  as  the  “malpractice  insurance 


crisis,”  to  consider  logically  and  assign  priori- 
ties to  the  various  solutions  sought  by  states 
and  doctors,  and  to  ease  the  problem  for  their 
patients,  who  are  bearing  the  brunt  of  these 
increases  in  the  cost  of  health  care  — a 
CONTROLLABLE  COST!  — if  everyone  is 
willing  to  work  for  it ! ! Therefore,  I should 
like  to  present  a formula  which  has  helped 
me  to  work  toward  a rational  approach  in 
our  State.  (See  Table,  preceding  page). 

The  average  claim  cost  in  Rhode  Island 
has  not  reached  the  level  of  the  astronomical 
(Continued  on  next  page) 


MALPRACTICE 


CLAIM  COST 

FREQUENCY 

INSURANCE  = 

: TOTAL 

Not  a problem  now. 

Rel. 

1975  — 55 

CARRIER 

PREMIUM 

stable  inflation. 

1974  — 35 

ATTITUDE 

If  there  were  no  stag- 

1973  — 27 

Stable  in 

gering  premium  in- 

Cases  in 

R.I.  with 

creases,  there  would  be 

superior  court. 

JUA. 

no  crisis. 

CORRECTIONS  NEEDED 

ADDITIONAL 
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Limitation  on  awards: 

*1. 
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♦ 9 
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SENT  decided  by 

Eliminate  double 
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Court. 

recovery. 

ability  to  police.  (BD. 
OF  REVIEW) 

3. 
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*4. 

MEDIATION  PANEL 
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INJURY  PREVEN- 

*4.  RES  IPSA 
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TION  (Internal  Risk 
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LOQUITUR 

5. 

xCONTINGENCY 
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FEES 

(Sanctions  for  frivol- 
ous suits) 

6. 

INFLATION 

e.xLOCALITY  FOR  EX- 
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(Bd.  of  Med.  Review) 

BOX  SCORE  3-3 

4-0 

1-0 

5-1 

* Achieved  in  Working  Paper 
xNot  Achieved 
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awards  gi-anted  in  some  states  in  jury  trials 
yet,  but  since  costs  have  increased  in  all 
aspects  of  handling  filed  claims,  we  felt  that 
some  refoiTns  were  needed.  We  were  unsuc- 
cessful in  obtaining  a $100,000  limit  on  non- 
economic losses,  i.e.  “pain  and  suffering,”  but 
we  were  successful  in  eliminating  double  or 
triple  recovery  in  those  patients  who  have 
already  recovered  expenses  from  health  care 
or  disability  financing.  Periodic  payments  of 
substantial  awards  vs.  lump  sum  settlement 
was  decided  in  favor  of  the  latter,  but  the 
acceptance  of  the  Liability  Mediation  Panel 
should  go  far  in  speeding  up  the  process  of 
claims  management.  This  combined  with  the 
Board  of  Medical  Review  should  considerably 
reduce  the  time  spent  settling  a claim,  thus 
reducing  all  associated  costs.  The  loss  of  a 
modest  sliding  scale  for  contingency  fees  does 
not  seem  too  great  since  it  only  applied  to 
the  larger  awards  which  are  not  a major 
problem  for  Rhode  Island  now. 

The  major  thrust  of  your  representatives 
was  in  the  area  of  FREQUENCY  of  claims, 
which  is  a problem  in  Rhode  Island.  There 
were  27  cases  filed  in  Superior  Court  in  1973 
and  55  cases  in  1975.  A statute  of  limitations 
of  two  years  from  occurrence  should  be  ef- 


fective in  reducing  the  “long  tail”  effect 
which  forces  insurance  companies  to  main- 
tain enormous  reseiwes.  The  preseiwation  of 
society’s  confidence  in  the  medical  pro- 
fession’s ability  to  “police  itself”  (BOARD 
OF  MEDICAL  REVIEW)  ; early  attention  to 
potential  claims-producing  injuries  (IN- 
HOSPITAL  internal  risk  IMANAGE- 
MENT) ; and  early  review  of  claims  (BOARD 
OF  MEDICAL  REVIEW,  MEDIATION 
PANEL)  should  abort  some  claims  and  facili- 
tate early  aggressive  resolution  of  those  that 
are  filed. 

The  additional  factors  of  PEER  REVIEW 
BLMUNITY,  INFORMED  CONSENT  and 
RES  IPSA  LOQUITUR  decided  by  the  court 
before  the  juiy  trial,  and  removal  of  mone- 
tai’y  amounts  mentioned  in  claim  filing  should 
return  objectivity  and  common  sense  to  the 
judicial  process. 

The  final  report  of  the  Malpractice  Com- 
mission and  the  Legislative  Package  to  be 
presented  to  the  General  Assembly  will  be 
forwarded  to  all  of  you  as  soon  as  they  are 
available.  Familiarize  yourself  with  it  and 
convince  yourself  and  your  patients  of  its 
worth  as  the  first  step  in  controlling  this 
(Continued  on  page  140) 


MALHUCIKE 

QUESTIONS 

Depend  on  Staikweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  dep>end  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


NOTICE 

LISTING  IN  THE  YELLOW  PAGES 

Report  from  the  New  England  Telephone  Company 

There  have  been  many  questions  about  the  New  England  Telephone  Company's  decision  to 
insert  a "specialty  guide"  in  the  physicians'  classification  in  the  Yellow  Pages.  Perhaps  the  following 
will  shed  some  additional  light  on  the  subject: 

It  is  the  intent  of  the  Bell  System  to  have  similar  "guides"  in  the  major  directories  throughout 
the  United  States.  Here  in  the  New  England  Company,  current  plans  are  to  insert  the  guide  in 
the  Yellow  Pages  of  Boston  [already  published),  Providence,  Worcester,  and  Springfield.  Others 
can  be  added  as  the  demand  or  need  increases. 

As  for  reasons,  it  has  been  brought  to  the  attention  of  the  Bell  System  that  many  independent 
publications  that  specialized  in  listing  physicians  by  specialty  were  less  than  complete  and,  in  some 
cases,  were  inaccurate.  In  addition,  research  and  studies  have  shown  that  in  1973  over  one  billion 
visits  were  made  to  doctors'  offices  and  that  approximately  35  million  adults  use  the  Yellow  Pages 
every  year  to  find  doctors  and  other  medical  services.  In  a special  survey  of  people  whose  directories 
contained  no  medical  specialty  listing,  65  per  cent  said  it  would  have  been  easier  to  find  medical 
help  under  a medical  specialty  heading.  The  need  for  the  users  of  the  directory  to  be  able  to 
quickly  find  a physician  with  specific  skills  is  obvious,  especially  in  a society  as  mobile  as  ours.  All 
physicians  in  the  Providence  area  have  already  been  contacted  for  the  directory  that  closed  on 
March  5. 

If  you  have  any  questions,  please  contact:  Tom  J.  Schofield,  Jr.,  New  England  Telephone  Com- 
pany, (617)  581-4574.  You  may  call  collect. 


• • 


THE  ANNUAL  MEETING 

of  the 

Rhode  Island  Medical  Society 

WEDNESDAY,  MAY  5,  1976 
MARRIOTT  INN 

Providence,  Rhode  Island 

SOCIAL  HOUR -6:00  P.M. 

DINNER -7:00  P.M. 
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The  Third 

William  P.  Buffum  Oration 

KIMISHIGE  ISHIZAKA,  M.D. 

Professor  of  Medicine  and  Microbiology 
Johns  Hopkins  University  School  of  Medicine 

Will  Speak  on 

'Studies  On  IGE" 

SATURDAY,  MAY  1,  1976 
at  10:00  AM. 

GEORGE  BUILDING  AUDITORIUM 
RHODE  ISLAND  HOSPITAL 
Providence,  Rhode  Island 

Sponsored  by 

RHODE  ISLAND  HOSPITAL  DIVISIONS  OF  ALLERGY 
AND  THE  RHODE  ISLAND  SOCIETY  OF  ALLERGY 


OFFICE  SPACE 
AVAILABLE 

Two  offices  in  three  office  suite,  cur- 
rently under  lease  to  private  non- 
profit counseling  agency;  waiting 
room  and  lavatory  facilities.  Sublet  in 
professional  building  in  Cumberland. 
Ideal  for  counselor,  psychologist,  psy- 
chiatrist. If  interested, 

CALL: 

723-2124 


ONE  OF  THE  TRULY  FINE  CARS  IN  THE  WORLD  . . . 

REGARDLESS  OF  PRICE. 

If  owning  or  leasing  such  a 
distinguished  automobile  makes 
sense  to  you,  please  ask  us  for 
a test  drive  this  week. 

Model  Bakerdelivered  prices 

’76  2002  2 dr.  from  $6500 
’76  530  i 4 dr.  from  $11,000 
’75  3.0  si  4 dr.  $13,000 

Only  21 50  mi.,  was  $14,447 

^ BAKER  FORD/BnW  ^ 

Baker  Ford  BMW  the  exclusive  metropolitan  BMW  dealer 
Sales  & Service  at 

550  Pawtucket  Ave  Pawtucket  atthejct  of  North  Mam  Tei  723*8000 
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NOT  TOO  LITTLE 


■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

(>>  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*  (32  4 mg)  gr  '/2 

Each  tablet  also  contains:  aspiringr  3!4,  phenacetin  gr2!4,  caffeine  gr  '/2-  ‘Warning-may  be  habit-forming. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


How  to  make 
orange  juice 

really 

effective 

therapy 


and  supply  the  chloride 
most  patients  need  with 
potassium  supplementation 

Potassium-'rich"  orange  juice  actually  only 
contains  about  t meq.  per  ounce.  To  reach 
effective  maintenance  levels,  your  patients  would 
have  to  drink  about  40  ounces  of  orange  juice 
a day. 

But  now,  new  orange -flavored  Kay  Ciel  mixes 
tastily  with  your  patient's  morning  juice,  one 
tablespoon  supplying  20  meq.  each  of  elemental 
potassium  and  chloride. . . . About  four  times  the  K+ 
in  orange  juice  alone.  Repeat  in  the  evening  for 
a full  therapeutic  regimen.  Or,  if  you  want  your 
patient  to  avoid  the  extra  calories,  new  orange- 
flavored  Kay  Ciel  tastes  great  by  itself  in  four 
ounces  of  water. 

You  can  be  sure  your  patients  will  get  the  KCI 
they  need ...  in  a way  they’ll  like. 
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New  Orange-  j 
Flavored 
Kay  Ciet' Elixir 

[potassium  chloride  10 

One  tablespoon  (15  ml.) 
supplies  20  meq.  each  of 
elemental  potassium  and 
chloride 


(goper 

Cooper  Laboratories,  Inc 
Wayne,  New  Jersey  0747C 


New  orange- 
flavored 
Kay  Ciel* 

(potassium  chloride  '10%) 

Elixir 

The  only  orange-flavored 

KCI  Elixir 


Advantages  over 
tablets  and  diet: 

'I.  Low  dose 

2.  Preferred  liquid  form 

3.  Low  calories 

4.  Physician  control 


KAY  CIEL®  Elixir 

(potassium  chloride  10%) 

Description:  Each  15  ml.  (table- 
spoonful) elixir  contains: 

Potassium  Chloride 1 .5  g. 

(supplying  20  meq.) 

Alcohol  4%  in  a palatable  base.  Con- 
tains no  sugar. 

Indications:  Treatment  and  preven- 
tion of  potassium  deficiency  occur- 
ring especially  during  thiazide 
diuretic  or  corticosteroid  therapy, 
digitalis  intoxication,  low  dietary  in- 
take of  potassium,  or  as  a result  of 
excessive  vomiting  and  diarrhea  and 
for  correction  of  associated  hypo- 
chloremic alkalosis. 
Contraindications:  Impaired  renal 
function,  untreated  Addison’s  Dis- 


ease, dehydration,  heat  cramps  and 
hyperkalemia. 

Warnings:  Do  not  use  excessively. 
Precautions:  Administer  with  caution 
and  adjust  to  the  requirements  of  the 
individual  patient.  The  patient  should 
be  checked  frequently  and  periodic 
ECG  and/or  plasma  potassium  lev- 
els made.  Use  with  caution  in  pa- 
tients with  cardiac  disease.  In  hypo- 
kalemic states,  attention  should  be 
directed  toward  the  correction  of  the 
frequently  associated  hypochloremic 
alkalosis.  Patients  should  be  cau- 
tioned to  adhere  to  dilution  instruc- 
tions. 

Adverse  Reactions:  Potassium  intox- 
ication indicated  by  listlessness, 
mental  confusion,  paresthesia  of  the 
extremities,  weakness  of  the  legs. 


flaccid  paralysis,  fall  in  blood  pres- 
sure, cardiac  depression,  arrhyth- 
mias, arrest  and  heartblock.  Vomit- 
ing, nausea,  abdominal  discomfort 
and  diarrhea  may  occur. 

Dosage  and  Administration: 

One  15  ml.  tablespoonful  (20  meq.  of 
potassium  chloride)  diluted  in  4 
ounces  of  water  or  fruit  juice  twice 
daily  (preferably  after  a meal),  or  as 
directed  by  physician. 

Overdosage:  In  case  of  excessive 
use  resulting  in  hyperkalemia  or  po- 
tassium intoxication,  discontinue  use 
of  potassium  chloride  administration 
or  take  other  steps  to  lower  serum 
levels  if  indicated. 

How  Supplied:  Bottles  of: 

473  ml NDC  0041-0145-16 

3785  ml NDC  0041-0145-28 


Ibstmg  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfitre  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

X.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3. When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  sliall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7* PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

XO. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

II.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

IZ  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

We  bel  love  that  all  Members  who  had  been  insured 
under  policy  No.  l-A-5718  until  9-15-75,  now  have  re- 
placement insurance  with  us  or  Commercial  Casualty 
Company. 

Also,  we  have  provided  personal  service  to  all  who 
have  informed  us  of  their  desire  to  file  claims  or  to 
have  their  insurance  continued  on  an  individual  basis 
— guaranteed  to  age  70. 

To  date,  Continental  Casualty  Co.  has  paid  all  but 
two  claims  which  have  been  brought  to  our  attention. 
These  are  in  process  and  we  believe  Continental  Cas- 
ualty will  be  forced  to  pay. 

It  is  my  hope  that  all  Members,  insured  or  otherwise, 
will  feel  free  to  continue  to  make  use  of  our  46  years 
of  professional  experience  in  personal  insurance  and 
financial  planning. 

R.  A.  DEROSIER  AGENCY 

FOURDEE  AGENCY.  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 
(N.A.S.D.  Broker/Deal  er) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


OFFICE  FOR  RENT 

Woodlawn  Medical  Bldg. 

Beautiful  — Modern  — Spacious  — Cen- 
trally Heated  and  Air-Conditioned.  Wall 
to  Wall  Carpeting  — Ample  Parking. 
Conveniently  Located  at  the  Corner  of 
Mineral  Spring  and  Lonsdale  Avenues. 
Just  a Few  Minutes  From  Any  Major 
Hospital  in  the  State 

Call  Mrs.  Wells 
728-1080 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 


161  South  Main  Street.  Providence,  Rhode 
Telephone  (401)  861-6010 


Open  Monday  and  Thursday  evenings  until 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


We  have  a 
specialty  too. 

Office 
interiors. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


Introducing  the  New 


“MULTI-PODUS  THERAPEUTIC  FOOT  & LEG  UNIT” 


Opens  up  new  fields  in 

THE  TREATMENT  OF  NEURO-MUSCULAR  DISABILITIES 


I 


for  the 

PREVENTION  * CORRECTION  * PROTECTION 

of 

DECUBITI  * CONTRACTURE  * DEFORMITY 


IE  DYNAMIC  FLEX-ACTION 

ale  of  active  pressure  in  degree  depend- 
g on  the  severity  of  contracture. 

he  Dynamic  Flex-Action" 

ill  supply  from  10  lb.  to  40  lbs.  of  con- 

1UOUS  counter  force  mild  pressure. 

he  Innovative  Multi-Podus  Unit" 
igineered  and  designed  utilizing  the  force 
id  counter  force  body  and  brace  dynam- 
> principle. 


**The  Multi-Podus  Unit  is  a therapeutic  treatment  from  onset  of  illness 
to  the  final  phase  of  ambulation. 

** Dynamic-Flex  Action  that  resist  opposing  muscle  forces. 

**The  3-point  principle.  To  control  inversion  and  eversion  utilizing  natu- 
ral weight  bearing  forces,  of  the  foot. 

**Positive  Heal  Clearance,  so  that  at  no  time  contact  between  heel  and 
splint  takes  place  during  bed  rest  and  ambulattion. 

**Totally  eliminates  heel  ulcers,  because  it  eliminates  the  cause  = pres- 
sure. 

**Multi-Podus  Unit  can  prevent  foot  drop  contracture  and  deformity  in 
85%  of  all  cases. 

** Reduces  all  adverse  effects  from  undesired  bed  positioning,  up  to  90% 
of  all  cases. 


)EVELOPERS  AND  MANUFACTURERS  OF  THE  L'NARD  PATENTED  • MULTI-PODUS  THERAPEUTIC  LEG  DEVICE  • 


1175  North  Main  Street  •Providence,  Rhode  Island  02904 


Sani-Comfo  Arm  Splint 


Phone  274-4434  ■ Area  Code  401 


Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


Allraclive  & Funclional  Ollices 


Division  of  National  Office  Supply  C»). 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  k 


Desipers  S Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


SCOT  -TUSSIN  SUGAR-FREE  OTC  & Rx. 
FOR  COUGHS.  COLDS,  FLU 

SCOT-TUSSIN  syrup  and  sugar-free;  Non-narcotic,  non-alcoholic.  Recom- 
mended especially  for  children. 

Tussirex  with  codeine  syrup  and  sugar-free:  Rx.  C5. 

COMPOSITION:  Each  30cc  contains:  Codeine  Phosphate  60  mg.  (Warning:  May  be  habit 
forming)  Phenylephrine  Hcl.  25  mg.;  Pheniramine  Maleate  80  mg.;  Sodium  Citrate  500  mg.; 
Sodium  Salicylate  500  mg.;  Caffeine  Citrate  150  mg.;  L-Menthol  I mg.;  Preservative  0.02yo- 

S-T  Forte  syrup  and  sugar-free:  Rx.  C3. 

COMPOSITION:  Each  30  cc  contains:  Dihydorcodeinone  bitartrate  I5mg.,  (Warning:  May  be  habit 
forming)  Phenylephrine  Hcl.  30  mg.;  Phenylpropanolamine  Hcl.  30  mg.;  Pheniramine  Mai.  80  mg.; 

Glyceryl  Guaiacolate  480  mg.;  Methyl-Paraben  0.18%;  Propyl-Paraben  0.02%. 

Scot-Tussin  Cough  Capsules  to  be  dissolved  in  mouth;  for  sore  throat,  coughs, 
and  colds. 

COMPOSITION:  Each  capsule  contains:  Dextromethorphan  Hydrobromide  (cough  suppressant)  15 
mg.;  Benzocaine  (local  anesthetic)  3 mg. 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 

SURGICAL  SUPPLY  DIVISION  (401)  942-8555 

50  CLEMENCE  and  TRANSIT  STREETS  (off  Rte.  5)  (P.O.  Box  8217) 
CRANSTON,  R.  I.  02920 
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Secretary 

WILLIAM  J.  MacDonald.  MD 
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Stephen  J.  Hove,  M.D. 
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Philip  J.  Morrison.  M.D. 

Vice-President 

T.MOTavE.No...cK,E«»«»«D‘”"»' 


Frank  W.  Sullivan.  M.D. 

Treasurer 

James  R.  Clarkin 
Assistant  Eiecixtive  Dtrecto 

John  J.  Cunningham,  M.D. 
AMA  Alternate  Delegate 


thf  RHODE  ISLAND  MEDICAL  SDCIETY 

^ .06  SU6et,  Providence,  Rhode  leW  02,06 

Tel.  331-3207 
(Area  Code  401) 


Dear  Doctor:  mmmittee  voted  to  approve  a 

On  November  18  1975.  ^ nTw 

0^10,. 

Burdick.  Inc.  , 2 8 inistrator  and  insurer  for 

ro.  Coc^rccee  ^ r'e^d 

*e  new  Pnoiese'onal  Soci.ti.e'  prograrns  on 

service  m J Similar  plans  have  _ ^i^ce  1942,  and 

and  Massachusetts  ar  Massachusetts  Dental  Socie  y 

Dental  Society  ^ ”;,ety  since  1962. 

Massachusetts  Mem  include: 

f .tures  of  our  New  Program  include 
Some  of  the  outstanding  featur 

1.  Guaranteed  Renewable; 

Guaranteed  Conversion  Privileges; 

3.  Low-rate  Premium  Schedule; 

4.  Special  Fracture  Benefit; 

5 High-limit  Dismemberment; 

Short  term  Disability  Income  Plans. 

S.  Both  Long-term  an 

oncerning  this  New  Program,  we  urg  y 

!:c\rsiv:rtX 


Sincerely, 


esfV,  T.iffminn.M.  D. 


Kenneth  ^‘«j;X,7E‘;;„omics  Committee 


Stephen  J • Hoye, 

President 


M.D, 


Chairman 

p.s. 


For  members, 
previous  admil 


Information  because  of  coverage 


with 


CONTACT  WILLIAM  J.  HARRINGTON,  Vice  Pres. 

5 Oberlin  Drive  Warwick,  Rhode  Island  02886 


LB 


personal  service 
. since  1922  ^ 


ADMINISTRATORS 

LESTER  L.  BURDICK]  INC. 

^uju4a/zce 

20  CONGRESS  STREET.  BOSTON.  MASSACHUSETTS  02109 


(617)  742-2740 


cefazolin  sodium 

Ampoules,  equivalent  to  250  mg.,  500  mg.,  1 Cm., 
and  10  Cm.  of  cefazolin 


.■WC  0007-70t«^1 

*M^0UIE  N>.  yol* 


kefzol' 

STuai 

cifazolin 

SOOIUM__,. 


“«»6;s'n.v 

^lU  SOOHI** 

SOOtUM 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Reception  Held  In  Honor  of 


HELEN  MOFFITT  DeJONG 

Rhode  Island  Medical  Society  Librarian 
Assistant  Librarian  1930  to  1945 
Librarian  1945  to  1975 
Scholar,  Bibliophile,  Historian  and 
Devoted  Friend  of  the  Fellotvs  of 
the  Society 

^^She  served  with  grace  and  cheer,  without 
limitation  on  time,  to  ensure  the  maximum 
utilization  of  all  the  resources  of  this 
library.^’ 

. . . Inscription  on  plaque  now  in  the  Library  (For 
Captions,  see  page  133). 


Reception  for  Helen  Moffit  DeJong,  January  28,  1976 
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Helen  Elizabeth  Dejong  And  The  Rhode  Island 
Medical  Library 


By  John  E.  Farrell,  Sc.D. 

What  is  spoken  too  often  perishes  in  the 
uttering,  and  Ruskin  emphasizes  this  point 
in  stressing  the  permanence  of  books  when 
he  states  that  “the  book  of  talk  is  printed 
only  because  the  author  cannot  speak  to 
thousands  of  people  at  once;  if  he  could  he 
would  — the  volume  is  mere  multiplication 
of  his  voice.” 

The  desire  to  preserve  the  “written  voice” 
existed  centuries  before  our  modern  age  of 
electricity  provided  this  generation  with  me- 
chanical devices  to  retain  on  tapes  and  film 
the  spoken  utterings  of  mankind.  And  that 
desire  motivated  the  establishment  of  li- 
braries of  books  around  the  world.  In  the 
United  States  alone  there  are  today  an  esti- 
mated 14,000  libraries  of  all  classifications. 

The  founders  of  the  Rhode  Island  Medical 
Society  recognized  the  advantages  and  values 
of  a medical  library  for  its  members,  for 
when  the  first  slate  of  officers  was  drafted 
in  1812  provision  was  made  for  the  election 
of  a librarian.  Then  in  1824  Doctor  Caleb 
Fiske  initiated  what  he  hoped  would  be  the 
start  of  a permanent  library  when  he  gave 
the  Society  72  volumes,  mostly  in  leather 
bindings,  that  reported  on  the  several 
branches  of  medical  science,  ancient  as  well 
as  modern,  of  that  day.  In  1850  the  Provi- 
dence Medical  Association  began  to  subscribe 
to  leading  British  and  American  medical  jour- 
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nals,  which  were  preserved  to  become  valu- 
able additions  to  the  growing  library.  This 
contribution  has  been  continued  through  the 
years,  and  expanded  to  embrace  medical  jour- 
nals from  all  parts  of  the  world. 

In  1878  Doctor  Chase  Wiggin  offered  the 
Society  $1,000  toward  a library  building  fund, 
and  a year  later  rooms  were  rented  in  the 
Franklin  Society’s  headquarters  on  North 
Main  Street ; the  books  were  stored  there,  and 
the  Society  was  committed  to  the  establish- 
ment of  a permanent  library.  From  that  time 
forward  the  project  grew,  with  the  purchase 
of  books  being  supplemented  by  donations 
by  physicians  and  friends  of  the  library  from 
their  personal  collections.  In  1900  an  agree- 
ment was  entered  into  with  the  Providence 
Public  Library  to  house  the  Society’s  collec- 
tions, and  this  arrangement  continued  until 
the  medical  library  building  was  erected  on 
Francis  Street  in  1912. 

LIBRARY-A  HUMAN  UNDERTAKING 

A library,  however,  does  not  function  alone. 
It  is  a human  undertaking,  and,  if  it  is  to 
fulfill  its  proper  role  in  the  community,  it 
must  have  educated  leaders  with  skilled  minds 
and  with  special  talents.  It  is  only  in  recent 
years  that  progress  has  been  made  in  defin- 
ing the  preparation  that  is  necessary  for  one 
who  would  aspire  to  qualify  as  a librarian, 
and  not  be  merely  a custodian  of  books. 

The  librarians  of  the  Society’s  medical  li- 
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brary  have  made  unique  contributions.  At 
the  organization  of  the  Society’s  library  com- 
mittee in  1879  a Doctor  W.  E.  Anthony  was 
named  as  librarian,  but  he  soon  asked  to  be 
relieved  of  his  position,  and  in  January  of 
the  following  year  Doctor  George  Hersey  was 
appointed  to  the  position,  which  he  was  to 
hold  until  his  death  33  years  later.  A tireless 
worker  in  the  interest  of  the  library.  Doctor 
Hersey  undertook  the  task  of  acquiring  books 
at  the  rate  of  500  to  1,000  a year,  with  the 
result  that  when  the  building  was  opened  on 
Francis  Street  in  1912  the  book  collection 
numbered  more  than  30,000  bound  volumes 
— a number  exceeded  at  that  time  by  only 
one  other  state  medical  society  libraiy  in  the 
country.  In  1903,  while  the  books  were  housed 
at  the  Providence  Public  Library,  Doctor  Her- 
sey named  Miss  Grace  E.  Dickerman  as  his 
assistant,  and  when  the  Francis  Street  build- 
ing was  opened  she  came  to  the  Society  as 
Acting  Librarian,  a post  she  held  until  Doc- 
tor Hersey’s  death  a year  later,  when  she 
was  named  librarian. 

In  1930,  under  provisions  of  a grant  by 
the  federal  Works  Progress  Administration, 
the  Society  engaged  Miss  Helen  E.  Moffitt, 
then  a student  at  Pembroke  College,  on  a 
part-time  basis  to  start  the  monumental  task 
of  a modern  cataloguing  system  of  the  ever- 
expanding  collection  of  medical  texts.  Upon 
her  graduation  from  college  in  1932  Miss 
Moffitt  became  full-time  assistant  librarian, 
and  in  1945  she  succeeded  Miss  Dickerman 
as  Librarian.  Now,  in  1976,  she  retires  after 
46  years’  affiliation  with  the  Rhode  Island 
Medical  Society  and  its  Library. 

NO  LIBRARY  BETTER  ENDOWED 

Certainly  no  library  in  the  country  has 
been  better  endowed  by  its  official  librarians 
than  has  our  library.  Doctor  Hersey  as  the 
driving  factor  in  accumulating  the  tremen- 
dous collection  of  excellent  medical  and  allied 
professional  books  and  journals,  and  for  his 
assistance  in  the  planning  of  the  library  build- 
ing; Miss  Dickerman  for  her  ability  to  make 
the  transition  from  public  library  service  to 
a specialty  library  with  its  more  demanding 
duties  and  functions,  and  for  her  competent 
administration  in  coping  with  the  needs  of 
the  profession  and  the  public  in  the  use  of 
the  library;  and  Miss  Moffitt,  who  married 


David  C.  DeJong,  a well-known  author  and 
teacher,  for  her  organization  of  the  library’s 
collections,  her  expansion  of  the  functions  and 
services  of  the  library  to  the  public  generally, 
her  outstanding  ability  to  make  the  reference 
service  to  the  profession  the  equal  of  that 
offered  by  large  staffs  in  major  medical  units 
in  the  New  England  area,  and  for  her  com- 
pletion of  the  difficult  task  of  collating  and 
preserving  the  Society’s  rare  book  collection 
which  is  now  housed  in  a temperature  con- 
trolled room  that  the  Society  has  designated 
as  the  “Helen  DeJong  Rare  Book  Room.” 

It  is  to  Mrs.  DeJong  that  we  direct  our 
attention  at  this  time,  as  she  concludes  her 
historic  service  to  the  medical  profession,  the 
allied  professions  in  the  healing  art,  and  the 
general  public  of  Rhode  Island. 

One  of  the  great  library  pioneers,  John 
Cotton  Dana,  set  down  12  rules  in  his  “Phi- 
losophy of  Reading”  as  a primary  basis  for 
one  who  would  be  a librarian.  They  are:  1. 
Read.  2.  Read.  3.  Read  some  more.  4.  Read 
anything.  5.  Read  about  everything.  6.  Read 
enjoyable  things.  7.  Read  things  you  yourself 
enjoy.  8.  Read,  and  talk  about  it.  9.  Read 
very  carefully  — some  things.  10.  Read  on  the 
run  most  things.  11.  Don’t  think  about  read- 
ing but  — 12.  Just  read. 

Helen  DeJong  met  those  qualifications  com- 
pletely. Keen  of  mind  and  intellect,  she  has 
the  rare  ability  to  read  and  analyze  what 
is  important  for  retention  and  for  communi- 
cation to  those  who  seek  knowledge.  As  John 
Henry  Newman  explains,  “it  is  a making  the 
objects  of  our  knowledge  subjectively  our 
own,  or,  to  use  a familiar  word,  it  is  a diges- 
tion of  what  we  receive,  into  the  substance 
of  our  previous  state  of  thought;  and  with- 
out this  no  enlargement  is  said  to  follow.” 

With  the  explosion  in  medical  literature 
after  World  War  II,  Helen  DeJong  indeed 
faced  a tremendous  task  in  keeping  abreast 
of  the  scientific  writings  in  order  that  she 
might  function  effectively  in  fulfilling  the 
need  of  physicians,  and  the  public,  for  the 
latest  information  and  references  on  new 
phases  of  health  care.  The  extent  of  this 
task  is  perhaps  better  understood  when  one 
notes  that  in  1965  David  Sarnoff,  in  an  ad- 
dress at  Hendrix  College  in  Arkansas,  esti- 
( Continued  on  page  134) 
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Community  Resource  And  Service 


The  Library  Of  The  Rhode  Island  Medi- 
cal Society 


By  Gertrude  L.  Annan 

The  effectiveness  of  a library  may  often 
be  measured  by  the  donations  it  receives. 
Cherished  volumes  or  local  records  are  not 
deposited  in  unused  storehouses  or  turned 
over  to  uninterested  personnel.  From  the  time 
of  Caleb  Fiske  in  1824  gifts  of  books  have 
met  with  “a  friendly  reception  by  the  So- 
ciety.” Over  the  years  many  distinguished 
volumes  and  several  fine  collections  have 
come  freely  to  a welcoming  library.  Doctor 
James  Henry  Davenport’s  is  perhaps  the  best 
known,  but  more  recent  gifts,  some  of  great 
monetary  value  in  this  day  of  inflation,  con- 
tinue to  arrive.  Recently  Mrs.  Philip  Batchel- 
der  presented  her  husband’s  holdings  of 
Laennec,  and  others  still  living  are  con- 
tributing from  their  personal  libraries. 

COMMUNITY  ARCHIVES 

Perhaps  the  most  important  service,  and 
one  essential  to  a state  society,  is  to  provide 
a home  for  community  medical  archives  with 
access  to  such  vital  records.  Here  is  a splen- 
did resource  for  the  historian,  for  history' 
is  not  alone  the  recounting  of  advances  to 
knowledge,  especially  in  medicine.  Concern 
for  the  patient’s  care  is  the  goal  not  alone 
of  education,  but  of  legislation,  of  public 
liealth,  of  hospitals.  Annual  reports  of  de- 
partments of  health  provide  dramatic  ac- 
counts of  the  necessary  measures  for  com- 
munity welfare.  Hospital  reports  illuminate 
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the  changes  and  problems  of  patient  care 
over  generations.  Where  but  in  this  resource 
are  to  be  found  annual  reports  of  Rhode 
Island’s  Department  of  Health  from  1878, 
those  of  Rhode  Island  Hospital  from  1864, 
of  the  Charles  V.  Chapin  Hospital,  the  Rhode 
Island  Dental  Society,  the  State  Board  of 
Pharmacy,  of  Charities,  of  the  School  for  the 
Deaf,  and  welfare  organizations,  which  have 
always  played  an  important  role  in  public 
health?  Collectors  as  well  as  historians  are 
well  aware  of  the  value  of  such  documents, 
and  of  the  low  survival  rate  in  areas  where 
local  authorities  have  not  been  sufficiently 
knowledgeable  to  save  them  for  the  future. 

AMERICANA 

American  medicine  and  its  progress  from 
early  days  is  naturally  reflected.  Robert  Aus- 
tin’s Early  American  Medical  Imprints  . . . 
1668-1820  includes  2,106  entries.  Of  these, 
the  Library  contains  340,  one  of  which  is 
not  recorded  as  present  in  any  other  collec- 
tion. It  is  Thomas  Prior’s  An  Authentic  Nar- 
rative of  the  Success  of  Tar  Water,  in  Curing 
a Great  Number  and  Variety  of  Distempers, 
Providence,  1793.  Those  who  recall  Bishop 
Berkeley’s  early  advocacy  of  tar  water  will 
think  this  most  appropriate.  There  are  21 
other  items  for  which  Austin  found  no  more 
than  one  to  four  other  copies.  The  earliest 
American  imprint  here  is  the  second  medical 
book  printed  in  the  colonies,  Nicholas  Cul- 
peper, Pharmacopoeia  Londinensis;  or.  The 
(Continued  on  next  page) 
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London  Dispensatory  . . . Boston,  1720,  a 
popular  and  necessary  tool  for  home  medicine 
where  physicians  were  seldom  available.  Al- 
though lesser  known  material  may  be  of 
more  interest  to  scholars  than  more  easily 
located  treasures,  it  is  with  pride  that  this 
library  can  show  such  outstanding  works  as 
John  Morgan’s  Discourse  Upon  the  Institu- 
tion of  Medical  Schools  in  America,  Philadel- 
phia, 1765;  Gerard  Van  Swieten,  The  Diseases 
Incident  to  Armies,  Boston,  1777 ; William 
Smellie,  An  Abridgement  of  the  Practice  of 
Midwifery,  Boston,  1786;  Benjamin  Rush, 
Medical  Inquiries  and  Observations  Upon  the 
Diseases  of  the  Mind,  Philadelphia,  1812 ; 
James  Tilton,  Economical  Observations  on 
Military  Hospitals,  Wilmington,  1813;  James 
Mann,  Medical  Sketches  of  the  Campaigns  of 
1812,  13,  14,  Dedham,  1816;  William  Beau- 
mont, Experiments  and  Observations  on  the 
Gastric  Juice,  Plattsburg,  1833,  and  Daniel 
Drake’s  monumental  A Systematic  Treatise, 
Historical,  Etiological,  and  Practical  on  the 
Principal  Diseases  of  the  Interior  Valley  of 
North  America,  1850-1854.  Among  a number 
of  the  contributions  of  that  outstanding  phj^- 
sician,  Rhode  Island  born,  Benjamin  Water- 
house,  is  his  two-part  Prospect  of  Exter- 
minating the  Small-Pox,  1800-1802,  espe- 
cially significant  since  he  was  chiefly  respon- 
sible for  the  introduction  of  vaccination  in 
this  country.  Interestingly,  the  Society  owns 
a copy  once  the  property  of  Moses  Brown. 
The  holdings  contain  other  works  of  Daniel 
Drake  as  well  as  excellent  collections  of  Oliver 
Wendell  Holmes  and  S.  Weir  Mitchell.  Of  New 
England  interest  are  the  metallic  tractors  of 
the  Connecticut  physician,  Elisha  Perkins, 
who  claimed  these  small  pieces  would  cure 
many  diseases.  With  the  tractors  are  certifi- 
cates of  their  efficacy  and  several  contem- 
porary pamphlets  of  their  virtues.  Nathan 
Smith,  the  New  England  worthy,  notable  for 
his  teaching,  may  be  judged  by  manuscript 
notes  of  his  lectures  in  Hanover,  New  Hamp- 
shire in  1809,  taken  by  a student,  Daniel 
Lyman. 

Most  significant  of  course  are  the  mate- 
rials of  Rhode  Island  physicians  of  renown. 
Elisha  Bartlett  was  made  memorable  by 
Osier  in  his  Rhode  Island  Philosopher.  Well 
known  to  all  are  Usher  Parsons,  an  early 
president  and  influential  member  of  the  So- 


ciety; the  eminent  Isaac  Ray,  whose  work 
published  in  1838  has  been  called  the  first 
modern  treatise  on  the  medico-legal  aspects 
of  insanity,  and  whose  efforts  led  to  the 
founding  of  Butler  Hospital;  and  Charles  V. 
Chapin,  whose  great  contributions  to  public 
health  need  no  elaboration.  Those  not  already 
familiar  with  the  publications  of  these  men 
would  find  it  rewarding  to  make  their  ac- 
quaintance. 

CLASSICS 

Classics  of  medicine  played  an  important 
part  in  a physician’s  education  as  late  as  the 
early  years  of  the  twentieth  century.  Few 
did  not  have  the  early  writers  in  their  per- 
sonal libraries,  and  most  could  read  them  in 
the  original  Latin.  The  library  has  a hand- 
some Pliny  of  1501,  the  earliest  volume  in 
the  collection.  Although  the  Opera  of  Hippo- 
crates is  as  late  as  1657,  Galen’s  Opera  is 
present  in  the  excellent  editions  of  1525  and 
1625.  The  collection  titled  Medicae  Artis 
Principes,  published  in  1567,  offers  a number 
of  early  classics,  and  there  is  also  an  edition 
of  Celsus  of  1552  and  Oribasius  of  1555. 
These  two  compilers  preserved  for  later  gen- 
erations the  medical  learning  of  their  prede- 
cessors and  contemporaries.  Also  in  an  edition 
of  1555  there  is  Avicenna’s  Liber  Canonis, 
called  by  IMorton  “the  most  famous  medical 
text  ever  written  ...  It  dominated  the  medi- 
cal schools  of  Europe  and  Asia  for  five  cen- 
turies.” 

In  those  volumes  is  the  medical  knowledge 
of  the  ancient  past,  and  their  texts  provide 
the  basis  of  any  historical  collection.  With 
those  must  go  the  giants  of  later  years,  and 
the  Library  can  boast  far  more  than  can  be 
cited  here,  names  that  are  the  highlights  of 
any  account  of  the  development  of  medicine 
and  its  outstanding  discoveries.  The  first 
editions  of  Vesalius  are  not  present,  but  that 
of  1642  may  be  seen  and  the  Leveling  of 
1783,  both  handsome  volumes,  as  well  as 
the  ^^esalian  Opera  Omnia,  edited  by  Boer- 
haave,  1725,  a copy  of  which  was  recently 
offered  for  $2,500.  Nor  is  there  an  early 
edition  of  Harvey’s  De  Motu  Cordis,  but  there 
is  one  of  1651  of  his  De  Generatione. 

The  names  of  anatomists  and  physiologists 
are  well  known,  often  because  they  have  been 
used  as  epon\mis  for  the  parts  of  the  body 
they  described.  The  Librarj^  possesses  a num- 
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ber  of  these  authors  and  others  of  distinction. 
The  Fallopian  tube  recalls  the  Italian  physi- 
cian, a student  of  Vesalius,  whose  Observa- 
tiones  Anatomicae  appeared  in  1561,  but  is 
here  in  an  edition  of  1584.  The  circle  of  Willis 
was  named  for  Thomas  Willis  who  wrote  on 
many  subjects.  The  library  owns  several,  in- 
cluding his  Cerebri  Anatome,  1664,  “the  most 
complete  and  accurate  account  of  the  nervous 
system”  up  to  that  time.  A copy  of  this  im- 
portant edition  was  valued  in  a recent  sales 
catalogue  at  $2,000.  Oddly  the  circle  of  Willis 
had  been  previously  described  by  another 
anatomist,  Wepfer,  in  his  Observationes 
Anatomicae,  1658,  also  present.  Another 
treasure  is  Richard  Lower’s  Tractatus  De 
Corde,  1669,  (Morton  761)  as  well  as  a de- 
scription of  the  Haversian  canals  which  may 
be  read  in  English  along  with  the  author’s 
other  discoveries  in  Clopton  Havers’  Osteo- 
logia  Nova,  or  Some  New  Observations  of  the 
Bones,  London,  1691.  Eustachius,  who  dis- 
covered the  Eustachian  tube  and  was  the  first 
to  give  a number  of  accurate  descriptions,  is 
represented  by  editions  of  1728  and  1744. 

Many  of  these  great  contributions  can  also 
boast  handsome  engi’aved  plates.  Others  are 
of  varying  quality,  scientifically  and  artis- 
tically: Felix  Platter,  1583;  Bauhinus,  1616; 
Riolan,  1649;  Vesling,  Syntagma  Anatomi- 
cum,  1651 ; Diemerbroeck,  1683 ; Cowper, 
1698,  and  two  editions  of  John  Browne  on 
muscles  at  the  end  of  the  century.  An  amus- 
ing work  is  that  of  Remmelin,  1619,  not  ad- 
mired for  its  learned  discoveries,  but  for  its 
superimposed  plates,  showing  parts  of  the 
body  in  layers,  which  have  suiTDrisingly  sur- 
vived in  a number  of  copies,  highly  valued 
by  collectors.  Another  illustrated  work, 
called  one  of  the  best  comparative  studies 
undertaken  in  the  17th  century,  is  Nehemiah 
Grew,  Musaeum  Regalis  Societatis,  or  a Cata- 
logue and  Description  of  the  Natural  and  Ar- 
tificial Rarities  Belonging  to  the  Royal  So- 
ciety, 1681.  Grew  introduced  the  temi  “com- 
parative anatomy”  (Morton,  297). 

So  many  are  worthy  of  mention;  Fernel, 
Fracastorius,  Pare,  1594,  Sennert,  Ruysch, 
Van  Helmont,  Mercurialis,  Tulp,  Bruele,  and 
Descartes  De  Homine,  1664,  a work  on  phy- 
siology by  the  great  philosopher,  published 
in  1662  in  an  edition  now  valued  at  $1,500. 
A few  of  the  later  outstanding  treasures  must 


be  cited.  Morgagni’s  great  work,  the  first  in 
Latin,  1761,  and  the  Adversaria  of  1762,  are 
accompanied  by  the  English  translation  of 
1769,  where  one  may  read  the  case  histories 
of  the  “true  founder  of  modern  pathological 
anatomy.”  William  Withering’s  classic  Ac- 
count of  the  Foxglove,  1785,  introduced  digi- 
talis. John  Hunter  made  many  distinguished 
contributions.  His  Treatise  on  the  Blood,  In- 
flammation and  Gun-Shot  Wounds,  1794,  was 
epoch-making,  as  well  as  the  well-known  vol- 
umes of  Jenner  and  Laennec.  So  highly  re- 
garded are  the  early  editions  of  Jenner  that 
the  first  and  second  have  been  offered  for 
more  than  $3,000.  These  were  the  gift  of 
Doctor  George  L.  Collins,  Sr.,  who  died  in 
1877.  Laennec’s  De  L’Auscultation  Mediate, 
1819,  has  been  valued  at  $1,250.  It  may  be 
instructive  to  point  out  that  the  Library’s 
copy,  formerly  owned  by  Usher  Parsons,  was 
rescued  by  the  late  Doctor  Philip  Batchelder 
from  matei’ial  discarded  by  the  Rhode  Island 
Hospital.  What  other  valuable  books  have 
been  lost  through  such  irresponsible  actions? 
Other  editions  of  Laennec  in  the  Library  are 
of  1823,  1829,  1830,  1834,  1835,  1837  and 
1838.  Auenbrugger’s  great  discovery  of  the 
value  of  percussion  of  the  chest  as  a diag- 
nostic measure  was  published  in  1761,  but 
not  appreciated  until  Corvisart’s  translation 
appeared  in  1808.  A copy  of  that  was  for 
sale  not  long  ago  for  $450.  Skoda’s  w'ork  on 
the  subject  was  printed  in  Gennan  in  1839, 
in  English  in  1853.  The  Library’s  copy  is 
that  of  1854  in  English. 

ENGLISH  TEXTS 

For  those  who  must  limit  their  reading 
to  English  texts,  there  is  a variety  of  avail- 
able subjects.  Barrough’s  Method  of  Physic 
is  a popular  text  of  1624.  Read’s  Chirurgical 
Lectures,  1635,  may  be  contrasted  with  Wise- 
man’s Severall  Chirurgicall  Treatises,  1676,  a 
highly  valued  text  ($1,000),  by  the  surgeon 
of  Charles  II.  Roger  Bacon’s  A Cure  of  Old 
Age,  1683,  is  on  a subject  pertinent  today, 
and  there  are  four  different  works  by  the 
popular  writer,  William  Salmon,  whose  texts 
were  hardly  learned  discussions,  but  were 
used  as  home  medicine  books,  as  were  Cul- 
peper’s, and  surely  indicate  the  medical  prac- 
tice of  the  day  available  to  most  of  the  people 
who  seldom  had  the  care  of  the  top  medical 
(Continued  on  page  134) 
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This  issue  of  the  JOURNAL  is  dedicated 
to  Helen  Moffitt  DeJong,  recently  retired 
Librarian  of  the  Rhode  Island  Medical  So- 
ciety. Prior  to  her  retirement  Helen  had 
served  faithfully  for  45  years.  She  was  re- 
cently designated  Librarian  Emerita  and 
Archivist  by  unanimous  vote  of  the  Council 
and  of  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society.  Several  years  ago 
she  had  been  elected  to  honorary  member- 
ship in  the  Rhode  Island  Medical  Society.  In 
recognition  of  her  distinguished  stewardship 
the  Editors  of  the  RHODE  ISLAND  MEDI- 
CAL JOURNAL  and  members  of  the  Edi- 
torial Board  have  requested  that  Helen 
comment  on  her  many  years  of  dedicated 
service  to  the  Society,  the  Library,  and  the 
JOURNAL  and  her  outlook  on  life  at  this 
crossroads  in  her  career.  This  she  consented 
to  do.  The  product  is  this  essay  in  her  own 
distinctive  style. 

J.A.D. 

MY  BACKGROUND 

Perhaps  it  was  foreordained  that  I should 
become  a medical  librarian.  Everyone  in  my 
family,  the  Moffitts  of  Greenville,  Rhode  Is- 
land, was  a reader,  and  books  were  part  of 
life  for  all  of  us.  I was  “read  to’’  until  I 
could  read  for  myself,  and  my  school-teacher 
great  aunts  and  uncles  saw  to  it  that  I was 
well  supplied  with  books  from  then  on.  I 
remember  that  the  first  book  I owned  after 
I finished  with  Beatrix  Potter  and  Thornton 
Burgess  was  a copy  of  Favorite  Greek  Myths 


by  Lillian  Hyde.  This  may  well  have  trig- 
gered my  interest  in  history.  Because  I could 
read,  write,  and  do  simple  arithmetic,  the 
rule  that  a student  had  to  be  six  to  enter 
primary  school  was  relaxed,  and  I began  this 
new  adventure  at  five.  Also,  I was  introduced 
to  the  Greenville  Public  Library  and  pro- 
ceeded to  read  my  way  through  the  file  of 
Saint  Nicholas  magazines,  the  children’s  sec- 
tion, the  adult  section,  and  the  non-fiction. 
I seem  to  remember  a great  many  bookcases 
and  living  rooms  because  the  family  friends 
were  kind  and  I had  access  to  everyone’s 
library. 

My  other  major  activity  was  being  the 
town  tomboy.  If  my  reading  habits  made  me 
library  oriented,  my  baseball  playing,  tree- 
climbing, swimming,  canoeing,  Indian  Scout 
tracking,  and  weeding  endless  rows  of  vege- 
tables (my  two  playmates  had  to  finish  their 
fann  chores  before  we  could  take  off)  gave 
me  the  muscles  that  have  come  in  so  handy 
when  reshelving  books  and  journals.  (These 
may  also  have  helped  to  keep  you  so  youth- 
ful and  petite,  Helen!  J.A.D.) 

Medicine  was  a family  tradition,  too.  My 
great-great  grandfather,  Asa  Williams  Bal- 
lou, was  a country  practitioner  in  Greenville, 
Rhode  Island;  my  gi’eat  grandfather,  John 
Preston  Leonard,  started  practice  with  Doc- 
tor Ballou,  went  on  to  get  his  M.D.  degree 
at  Columbia  University  College  of  Physicians 
and  Surgeons,  wrote  many  articles  for  the 
Boston  Medical  and  Surgical  Journal  includ- 
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ing  several  on  conditions  in  Panama  and  Cali- 
fornia in  1849,  and  died  at  the  age  of  31 
of  typhus  fever.  Both  were  members  of  the 
Rhode  Island  Medical  Society.  I also  spent 
quite  a bit  of  time  visiting  my  doctor-uncle 
in  Dorchester,  Massachusetts.  He  had  a won- 
derful library!  My  mother’s  sister.  Aunt 
Helen,  started  her  career  as  a secretary  at 
the  Harvard  Medical  School,  became  pedia- 
trician John  Lovett  Morse’s  receptionist,  and 
ran  a nurses’  directory  in  Boston  for  many 
years.  My  very  first  museum  was  the  War- 
ren Anatomical  Museum  at  the  Harvard 
Medical  School. 

One  of  my  first  ventures  when  I entered 
my  freshman  year  at  Hope  Street  High 
School,  Providence,  Rhode  Island  was  to  ac- 
quire a boiTower’s  card  at  the  Providence 
Public  Library.  My  reading  was  completely 
disorganized,  but  I learned  how  to  track 
references  when  something  mentioned  in  one 
book  sent  me  off  for  more  information  on  a 
subject. 

High  school  was  followed  by  a year  at 
Northfield  Seminary,  Massachusetts  so  that 
I could  enter  college  with  better  preparation 
— more  “jelled  as  it  were,  less  shy,  and  more 
of  a social  animal.” 

College  was  wonderful.  Brown  University, 
The  Women’s  College,  which  later  officially 
became  Pembroke  College,  had  started  to 
break  away  from  the  required  courses  pat- 
tern and  allowed  students  who  qualified  to 
take  Honors  Programs  in  the  chosen  major. 
These  classes  were  seminars  that  met  once 
a week,  and  participants  were  required  to 
write  papers  and  to  do  their  own  research 
for  them  — good  training  for  a future  li- 
brarian! The  classes  were  small  and  the  dis- 
cussions lively.  I took  as  many  history  courses 
as  I could  handle  to  supplement  the  litera- 
ture seminars.  My  extra-curricular  activities 
included  writing  for  the  literary  magazine, 
reviewing  movies  for  the  Pembroke  Record, 
acting  (during  my  senior  year,  we  were  at 
last  allowed  to  have  guest  actors  for  the 
male  roles  and,  in  turn,  were  allowed  to  be 
guest  actors  in  Sock  and  Buskin  at  Brown), 
and  I even  wrote  an  occasional  news  story 
for  the  Providence  Journal.  Social  life  in  those 
penniless  days  consisted  mostly  of  group  get- 
togethers  to  talk  endlessly  about  everything! 
That,  too,  was  good  education,  for  the  groups 


were  diverse  consisting  of  writers,  artists, 
professors,  mathematicians,  and  students 
from  all  kinds  of  backgrounds. 

HOW  I CHOSE  MEDICAL  LIBRARIANSHIP 
AS  A CAREER 

I didn’t.  It  just  happened,  and  a lucky  hap- 
pening it  was.  The  October  1929  crash  and  the 
deepening  depression  had  ended  my  plans 
to  spend  two  years  at  Brown  and  then  go 
on  to  Columbia  to  study  journalism.  I was 
fortunate  to  be  able  to  commute  to  college 
and  to  continue  my  education  by  financing 
my  way  with  a loan,  a scholarship,  and  some 
odd  jobs.  Miss  Eva  Mooar,  the  Pembroke 
Personnel  Director,  offered  me  a chance  to 
work  nine  hours  a week  as  a library  aide  to 
Librarian  Grace  E.  Dickerman  at  the  Rhode 
Island  Medical  Society  Library,  work  that 
she  thought  I would  enjoy.  I reported  in 
October  1930,  and  I’ve  never  left  except  for 
a few  months  in  1932  for  final  exams  and 
Brown  graduation.  It  was  love  at  first  sight 
— between  me  and  the  Medical  Library. 

After  graduation  I returned  on  a full-time 
basis,  and  arrangements  were  made  for  me 
to  study  with  the  Director  of  the  Boston 
Medical  Library,  while  working  at  the  same 
time.  This  preceptor  arrangement  was  ideal 
in  several  ways:  My  aunt  lived  within  walk- 
ing distance  of  the  Boston  Library  so  I could 
spend  the  weekend  with  her;  and,  when  les- 
sons in  cataloguing  and  medical  reference 
were  over,  Mr.  James  F.  Ballard  would  talk 
about  book  collecting,  important  texts  in 
medical  history,  the  proper  care  of  the  prac- 
ticing physician,  and  practical  suggestions 
for  running  a library  — information  not 
usually  given  in  formal  courses.  Many  years 
later,  when  Henry  Schuman  wished  to  buy 
some  of  our  duplicates  I called  on  Mr.  Bal- 
lard to  check  on  the  offer.  Again,  he  was 
])rompt  with  help  to  a novice. 

MY  MARRIAGE 

David  DeJong  came  to  Providence  to  study 
at  Brown  after  receiving  his  master’s  degree 
from  Duke  University  in  1932.  I had  gradu- 
ated, but  the  friendships  with  those  inter- 
ested in  writing  continued;  so  I met  him 
as  he  became  a new  member  of  the  group. 
He  was  well  known  as  a short  story  writer 
and  poet  before  he  came  to  Rhode  Island.  He 
liked  Providence  and,  although  he  had  lived 
(Continued  on  next  page) 
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in  several  other  parts  of  the  country,  always 
came  back.  He  published  nine  novels,  a biog- 
raphy, four  poetry  collections,  two  collections 
of  short  stories,  many  non-fiction  articles 
and  translations,  and  had  stories  and  poetry 
in  magazines  both  “small”  and  large.  He  had 
intended  to  teach  and  did  so  in  Michigan 
before  he  went  to  Duke  University,  but  gave 
it  up  for  writing  and  didn’t  return  to  the 
field  until  he  was  invited  to  lecture  on  crea- 
tive writing  at  Chapel  Hill. 

He  taught  at  the  University  of  Rhode  Is- 
land Extension  and  Summer  School  and, 
when  the  classes  became  too  large  for  what 
he  felt  was  desirable  for  his  type  of  teach- 
ing, he  held  private  lessons  for  students  who 
refused  to  quit.  He  was  invited  to  lecture 
at  writers’  conferences  and  would  have  been 
at  the  Georgetown  University  Conference  in 
1967  if  illness  hadn’t  prevented.  He  loved 
people  and  had  friends  from  all  walks  of  life. 
And  he  believed  that  life  was  for  living. 

We  were  married  in  1945.  The  ensuing 
22  years,  two  months,  and  one  week  were 
happy  and  exciting.  We  had  many  common 
interests,  including,  particularly,  travel.  Our 
first  long  trip  was  made  in  1949  when  I was 
given  a three-month  leave  of  absence,  and 
we  went  to  Europe  to  visit  Dave’s  relatives 
for  the  first  time  since  the  war.  It  was  10 
days  over  and  10  coming  back  on  the  old 
S.S.  Veendam,  and  I loved  every  minute  of  it 
— even  the  two  stoi*ms.  We  stayed  in  the 
Netherlands  except  for  one  week  in  Paris 
and  one  in  London,  and  I met  all  the  aunts, 
uncles,  and  cousins,  and  cycled  for  miles  and 
miles.  We  visited  Leyden  where  some  ances- 
tors had  lived  for  a while,  where  Boerhaave’s 
statue  stands,  and  learned  what  it  was  like 
to  live  under  an  occupation. 

From  then  on,  whenever  time  and  money 
permitted,  we  traveled,  and  I have  continued 
to  do  so  since  his  death.  I know  of  no  better 
way  to  complete  one’s  education  and  get  a 
perspective  on  one’s  own  country. 

THE  BIRTH  OF  THE  LIBRARY  AND  HOW  IT  GREW 

A Librarian  for  the  Southern  District  and 
one  for  the  Northern  District  of  the  state 
were  elected  in  1812  along  with  the  Rhode 
Island  Medical  Society’s  first  slate  of  offi- 
cers. Their  duties  were  to  collect  and  pre- 
serve all  papers,  books,  and  specimens  be- 
longing to  the  Society.  Unfortunately,  just 


where  the  collection  was  to  be  kept  was 
never  decided,  and  much  of  the  material  was 
lost.  There  were  several  suggestions  that  a 
library  headquarters  should  be  established, 
but  nothing  was  accomplished  until  a com- 
mittee made  a study  and  recommendations 
in  1878.  On  December  11,  1879  the  Library 
Committee  elected  Doctor  Walter  E.  Anthony 
as  Librarian.  His  term  of  office  lasted  only 
until  January  10,  1880,  when  George  Dallas 
Hersey  took  over  as  full-time  Librarian. 

Doctor  Hersey  started  with  approximately 
300  volumes,  all  that  were  left  of  the  ac- 
quisitions since  1812,  and  added  the  periodi- 
cals owned  by  the  Providence  Medical  Asso- 
ciation (which  had  started  subscriptions  in 
1848).  The  museum  specimens  were  given 
to  Brown  University  for  the  instruction  of 
biology  students.  The  collection  was  housed 
in  the  Franklin  Society’s  rooms  on  North 
Main  Street  in  downtown  Providence  until 
1900  when  the  Providence  Public  Library 
allowed  us  to  rent  space  in  their  new  build- 
ing. When  PPL  politely  but  firmly  indicated 
their  need  for  the  space  in  1910  our  holdings 
had  reached  30,000  volumes. 

Doctor  Hersey  was  responsible  for  this 
enormous  growth.  He  cajoled,  bargained, 
searched  attics,  garnered  the  libraries  of  de- 
ceased Fellows,  lobbied  for  the  publication  of 
the  Providence  Medical  Journal  so  that  the 
Library  could  benefit  from  exchanges  and 
review  books,  and  became  an  active  member 
of  the  Medical  Library  Association,  which 
was  organized  in  1898.  He  was  elected  Treas- 
urer of  that  organization  in  1900  and  sup- 
ported the  MLA  Exchange  (whereby  dupli- 
cates can  be  offered  between  libraries  at  just 
the  cost  of  postage)  from  its  start.  The  Ex- 
change still  exists,  and  we  use  it  for  both 
giving  and  asking.  During  his  winter  sojourns 
below  the  Mason-Dixon  line.  Doctor  Hersey 
continued  his  search  for  material,  which  ex- 
plains why  this  Library  owns  such  unex- 
pected items  as  the  Confederate  States  Medi- 
cal and  Surgical  Journal.  When  Mrs.  Shirley 
Garreau,  my  assistant  librarian,  and  I reached 
the  last  layer  of  accumulated  books  and  jour- 
nals in  the  storeroom,  we  found  boxes  that 
had  been  sent  from  the  south  in  1911  and 
1912  and  had  never  been  opened. 

In  1934,  of  the  238  medical  libraries  in  the 
United  States  listed  in  the  American  Medical 
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Directory,  we  were  the  fourth  largest  in  New 
England  and  the  25th  in  the  country.  Of 
course,  that  picture  has  changed  radically 
with  the  growth  of  medical  school  libraries 
and  the  many  mergers  of  the  1960s,  and  our 
present  holding  would  be  considered  rela- 
tively modest.  We  inherited  Doctor  Hersey’s 
acquisitiveness,  but  have  begun  to  realize, 
as  have  other  libraries,  that  space  is  limited 
(and  staff  likewise)  and  that  it’s  time  for 
population  control.  The  Providence  group  of 
health  sciences  libraries  started  several  years 
ago  to  curtail  duplication  and  to  concentrate 
on  building  collections  that  fulfill  the  needs 
of  each  institution’s  patrons,  relying  on  one 
another  for  the  “occasional  request.’’  The 
copy  machine  has  helped  this  project  by  mak- 
ing it  possible  to  hold  the  original  material 
in  the  library  while  distributing  the  infoiTna- 
tion. 

WHAT  THE  LIBRARY  WAS  LIKE  IN  1930 

Quiet.  Very  few  laymen  knew  that  it 
existed,  so  calls  for  information  were  few 
and  we  seldom  had  a reader  from  the  general 
public,  unless  it  was  someone  introduced  by 
a Fellow  of  the  Society.  There  was  a limited 
amount  of  reference  work,  some  inter-library 
loan  dealings  with  the  Boston  Medical  Li- 
brary (by  Railway  Express  with  the  physi- 
cian paying  the  charges),  and  some  reader 
activity  during  meetings  of  the  Societj^  and 
of  other  organizations.  There  was  no  Society 
executive  office,  and  all  of  the  financial  and 
secretarial  work  was  done  by  the  library 
staff.  The  janitor  was  the  only  other  Society 
employee,  and  supervision  of  his  work  was 
one  of  the  Librarian’s  duties.  Gradually,  Miss 
Dickerman  turned  over  all  of  the  reference 
work  to  me,  and  I was  given  a free  hand 
in  cataloguing,  sorting,  and  reshelving  the 
material.  There  were  hundreds  of  duplicates, 
and  many  of  these  were  put  aside  for  use  in 
barter  and  sale. 

Doctor  Herbert  G.  Partridge,  long-time 
Chairman  of  the  Library  Committee  of  the 
Society,  taught  me  how  to  sort  the  valuable 
items  from  the  dross  and  furthered  my  in- 
terest in  medical  history  and  in  important 
volumes  in  the  field.  There  was  plenty  of 
time  to  work  on  the  catalogue,  but  the  pos- 
sibility of  running  out  of  funds  for  this  ac- 
tivity was  very  real.  Consequently,  the  em- 
phasis had  to  be  on  speed ; so  the  books  were 


not  analyzed  thoroughly,  and  the  informa- 
tion on  the  cards  was  skeletal.  We  concen- 
trated on  making  it  possible  to  locate  a vol- 
ume, and  that  was  about  all  — and  there 
has  never  been  a chance  to  go  back  and  do 
the  proper  job.  One  of  my  colleagues  says 
that  her  assistaiit  has  instructions  to  burn 
the  catalogue  if  anything  happens  to  her, 
as  she  doesn’t  wish  to  have  her  professional 
image  ruined  — and  I know  what  she  means ! 
Cataloguing  has  to  be  done  on  the  run,  un- 
less you  have  a person  assigned  primarily 
to  that  duty  — not  likely  in  our  Library  in 
the  foreseeable  future. 

REMEMBERED  FRIENDS  AND  COLLEAGUES 
WHO  INFLUENCED  ME 

Grace  Dickerman,  of  course,  ranks  high. 
We  seemed  to  hit  it  off  from  the  beginning. 
I presume  that  I sensed  her  loneliness  and 
need  for  friendship.  My  late  husband  said 
that  loneliness  was  the  common  human  de- 
nominator, and  Grace  was  the  loneliest  per- 
son I have  ever  known.  The  Rhode  Island 
Medical  Society  was  her  life,  and,  except  for 
her  annual  vacations  at  Narragansett  Pier, 
the  Library  was  her  real  home.  She  was 
interested  mostly  in  the  work  she  did  for 
the  Treasurer  and  the  Secretary  of  the  So- 
ciety, while  I was  most  interested  in  the  col- 
lections and  in  references,  so  we  made  a 
congenial  pair.  She  was  painfully  shy  and 
refused  to  take  part  in  outside  library  ac- 
tivities, but  had  no  objection  to  my  joining 
the  Rhode  Island  Library  Association  or  rep- 
resenting us  at  a committee  meeting.  Her 
closest  relatives  were  aunts  who  lived  in 
Connecticut  and  cousins,  one  of  whom  was 
Alary  Woolley,  the  President  of  Alount 
Holyoke  College.  Aliss  Woolley  used  to  visit 
Grace  once  in  a while,  but  Grace  rarely  paid 
visits  to  anyone.  I suspect  I was  closest  to 
being  “family.’’ 

Doctor  Partridge  took  over  where  Mr.  Bal- 
lard left  off  and  continued  my  education  in 
medical  history  and  book  collecting.  He 
showed  me  how  to  sort  gifts,  which  books 
were  worth  saving,  and  which  should  be  dis- 
carded. He  loved  to  travel  and,  as  many- 
times  Chairman  of  the  Library  Committee, 
urged  the  Society  to  let  me  have  travel  time. 

The  colorful  Peter  Pineo  Chase  was  an  un- 
ceasing visitor  to  the  Library.  We  did  a great 
(Continued  on  next  page) 
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deal  of  reference  work  for  Doctor  Chase  — 
for  his  book  on  medicine  for  laymen,  for 
his  popular  columns  in  the  Providence  Eve- 
ning Bulletin,  and  for  the  Rhode  Island 
Medical  Journal  during  his  period  as  Editor. 
He  and  Bernie  (his  dog  — half  German 
Shepherd  and  half  Eskimo)  were  almost  daily 
visitors.  He  walked  everywhere,  and  many 
times  we  walked  down  the  Francis  Street  hill 
at  noontime,  starting  a heated  discussion  on 
fireplaces,  ranch  houses,  welfare,  or  any 
other  question  with  two  sides,  and  ending 
when  we  reached  downtown.  I don’t  think 
either  of  us  ever  convinced  the  other,  but 
it  was  good  verbal  exercise  and  veiy  amiable. 

Doctor  Jesse  E.  Mowry  was  Treasurer  of 
the  Society  for  many  years  and  guarded  the 
finances  carefully.  His  once  or  twice  a week 
visits  for  check  signing  or  checking  up  gave 
us  a chance  to  discuss  problems  and  get 
advice,  fiscal  and  medical.  He  may  have  fur- 
thered my  association  with  the  Society,  too, 
as  the  Mowry  homestead  and  my  grandfather 
Medbury’s  home  faced  each  other  in  Green- 
ville and  the  two  families  knew  each  other 
well. 

I can’t  begin  to  list  everyone  who  had  an 
influence  on  me  and  have  just  mentioned 
those  with  whom  I worked.  And,  as  for  my 
present  doctor  friends  — that  would  take 
pages ! 

THE  DUTIES  OF  A MEDICAL  LIBRARIAN 

At  long  last,  I think  we  can  say  that  the 
main  duty  is  to  run  the  Library.  It  hasn’t 
been  that  way  ever  before,  since  the  Society 
and  the  Library  duties  have  been  completely 
intertwined  with  one  staff  helping  the  other 
staff.  There  have  been  times  when  even  the 
janitor’s  wife  joined  in  to  stuff  envelopes 
for  a mailing!  And  the  Librarian  has  always 
had  charge  of  maintenance,  so  that  it  wasn’t 
out  of  line  for  me  to  be  studying  heating- 
systems  and  oil  burners  and  supervising  the 
construction  crew  doing  building  repairs.  As 
a matter  of  fact,  they  were  interesting  and 
informative  experiences.  John  E.  Farrell, 
Sc.D.,  Executive  Secretary  Emeritus  of  the 
Society  and  former  Managing  Editor  of  the 
Rhode  Island  Medical  Journal,  and  I could 
write  a term  paper  on  the  management  of 
exhibits  and  medical  meetings  such  as  the 
Annual  Meeting  of  the  Society.  On  one  occa- 
sion, we  shopped  together  for  drapery  mate- 


rial (we  found  a fantastic  buy  in  khaki  at 
a mill  outlet) ! This  was  after  we  began  hav- 
ing 30  commei^cial  exhibits  at  the  two-day 
annual  meeting,  a practice  now  abandoned. 
The  first  exhibit,  back  in  earlier  days  when 
the  annual  meeting  was  a much  simpler  af- 
fair, was  a full-sized  replica  of  a cow  that 
turned  its  head  and  mooed  at  every  turn. 
Grace  and  I would  stand  it  as  long  as  we 
could;  but,  as  soon  as  the  doctors  went  up 
the  stairs  to  the  second  floor  auditorium  for 
meetings,  the  moo  went  off,  not  to  resume 
until  we  again  heard  footsteps  on  the  stairs. 
But  the  later  exhibits  were  huge  affairs  that 
arrived  in  huge  crates  carried  by  reluctant 
and  argumentative  truck  drivers  and  were 
set  up  under  the  guidance  of  John  Farrell, 
myself,  and  the  staff. 

These  were  important  but  only  once-a-year 
duties.  In  addition,  the  Library  staff  worked 
hard  for  special  events.  The  Sesquicentennial 
Celebration  was  one  such  affair  when  it 
wasn’t  unusual  to  work  five  full  days  and 
then  have  five  evening  committee  meetings 
in  a week.  It  was  the  research  for  this  and 
for  the  sesquicentennial  History  of  the  Rhode 
Island  Medical  Society  that  made  me  realize 
how  necessary  it  is  for  work  to  be  done  on 
the  archives.  The  End  Polio  and  End  Measles 
drives,  which  were  run  from  our  building, 
were  practically  day  and  night  activities.  Sun- 
day Lectures  and  Radio  Programs  for  the 
general  public  also  added  to  our  tasks. 

I have  found  that  the  time  spent  going 
to  library  conferences  and  working  on  com- 
mittees for  library  organizations  is  very  im- 
portant, and  I have  done  as  much  of  that 
as  I could.  The  Continuing  Education  courses 
given  at  the  larger  conferences  and  the  pro- 
fessional workshops  have  been  invaluable  in 
helping  me  to  keep  up  with  new  reference 
materials,  new  ideas,  and  the  care  and  pres- 
ervation of  historical  materials.  When  I 
started  my  career,  there  was  little  in  the 
way  of  formal  education  for  the  strictly  medi- 
cal librarian.  Education  was  a bits  and  pieces 
affair. 

It  has  been  flattering  and  fun  to  serve 
as  a consultant  or  a lecturer,  and  I have  en- 
joyed this  part  of  my  work.  I have  found 
that  it  isn’t  just  a matter  of  giving  out  in- 
formation, but  also  of  showing  your  own 
(Continued  on  page  136) 
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Surgery  In  Rhode  Island  After  The 
American  Revolution 


By  Thomas  Perry  Jr.,  M.D. 


It  is  almost  axiomatic  that  advances  in  sur- 
gery have  accompanied  periods  of  war.  One 
thinks  of  Ambrose  Fare’s  promotion  of  the 
ligature  rather  than  boiling  oil  for  hemo- 
stasis in  the  French  campaigns  of  the  17th 
century.  World  War  I brought  better  under- 
standing of  the  management  of  surgical  in- 
fections — such  as  empyema  — and  the  im- 
proved handling  of  compound  fractures 
produced  a dramatic  drop  in  the  mortality 
rate.  Massive  use  of  blood  and  blood  sub- 
stitutes appeared  in  World  War  II.  The 
Korean  conflict  provided  a laboratory  for 
the  advancement  of  the  new  field  of  peri- 
pheral vascular  surgery. 

Why  does  one  look  in  vain  for  such  signs 
of  progress  in  our  own  Revolutionary  War? 
Two  reasons  come  to  mind.  Perhaps  foremost 
is  that  this  was  a small  war  from  the  British 
point  of  view,  and  hardly  more  than  a poorly 
equipped  guerrilla  campaign  on  the  part  of 
the  Americans.  For  almost  the  entire  con- 
flict, America  fielded  less  than  10,000  men 
at  a time  and  often  only  half  that.  Only  in 
the  Yorktown  siege  did  the  combined  French 
and  American  armies  approach  20,000.^  There 
was  also  the  matter  of  anesthesia.  Prior  to 
this  discovery,  surgery  of  the  wounded  could 
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consist  of  little  more  than  hasty  control  of 
bleeding,  application  of  splints,  and  dressing 
of  wounds.  There  must  have  been  little  in- 
centive to  try  anything  new  on  the  suffering 
victims. 

In  spite  of  this,  medicine  and  surgery  in 
America  did  make  considerable  progress  in 
a general  sort  of  way  from  its  very  low  level 
before  the  war.  At  the  onset  of  hostilities  we 
probably  had  as  many  as  3,500  practitioners 
in  this  country.  These  were  of  various  levels. 
A very  few  had  studied  abroad  and  some  had 
been  to  the  recently  opened  medical  school 
in  Philadelphia.  The  large  majority  of  the 
better  doctors  had  served  apprenticeships  and 
studied  under  worthy  practitioners  for  a few 
years  before  starting  on  their  own.^ 

But  anyone  could  practice  medicine.  There 
was  no  licensure.  Particularly  in  small  com- 
munities the  sick  and  injured  were  cared 
for  by  well-meaning  people  with  a little  book 
knowledge  and  an  inclination  to  help.  This 
was  usually  only  a supplemental  source  of 
income.  Such  a system  naturally  fostered 
quacks  and  charlatans  of  all  sorts  with  their 
cancer  cures  and  other  nostrums. 

In  this  country  there  was  no  separation 
of  medicine  and  surgery  as  there  was  in  the 
large  centers  of  England  and  the  continent.® 
However,  some  practitioners  had  no  stomach 
for  surgery  and  others  became  known  for 
their  proficiency  in  that  field.  In  no  case 
(Continued  on  next  page) 
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Figure  I 


Doctor  Isaac  Senter  of  Newport,  1753-1799.  From 
the  portrait,  probably  by  Samuel  King,  owned  by 
the  Rhode  Island  Historical  Society. 

was  there  enough  surgery  being  done  so  that 
a man  with  a family  to  support  could  make 
it  a major  portion  of  his  practice. 

What  the  Revolutionary  War  brought  about 
was  the  exposure  of  these  doctors  not  onlj'- 
to  one  another,  but  to  the  physicians  and  sur- 
geons of  their  French  allies  and,  in  some 
instances,  of  the  British.  Lesser  men  came 
in  contact  with  their  betters,  and  some  at- 
tended medical  lectures  as  part  of  their  army 
experience.^ 

These  changes  were  naturally  felt  in  Rhode 
Island,  particularly  in  Newport  during  the 
French  occupation.  However,  one  of  the  prime 
effects  of  the  war  on  this  state  was  to  shift 
the  center  of  population  from  Newport  to 
Providence.  In  1774  Newport  had  a popula- 
tion of  9,209  and  Providence  4,321.  The  eco- 
nomic results  of  the  British  occupation  and 
blockade  eventually  led  to  a reversal  of  these 
figures.  By  1800  Providence  numbered  7,614 
and  Newport  had  fallen  to  6,739.^  With  the 
shift  in  population,  Newport,  which  had 
boasted  many  fine  practitioners,  often  foreign 


trained,  took  a back  seat  from  a medical 
standpoint.  Furthermore,  the  Brown  Medical 
School  was  established  in  Providence  shortly 
afterward. 

It  is  interesting  that  the  Histoiy  of  the 
Medical  Profession  in  Rhode  Island  published 
in  1877®  lists  nine  practitioners  for  Newport 
at  the  close  of  the  Revolution  and  12  for 
Providence.  Doubtless  there  were  others  of 
lesser  stature  in  each  community. 

The  state  of  surgery  in  Rhode  Island  after 
the  Revolution  can  be  illustrated  by  brief 
accounts  of  three  men,  all  of  whom  did  gen- 
eral practice,  but  were  known  for  their  pro- 
ficiency as  surgeons.  They  bore  little  re- 
semblance to  their  modern  counterparts  for 
they  practiced  without  hospitals  and  without 
anesthesia.  The  careers  of  each  began  with 
military  or  naval  service. 

ISAAC  SENTER 

Isaac  Senter  (Figure  I)  was  a distinguished 
physician  and  surgeon  of  Newport  from  1780 
to  1799.  He  can  be  presumed  to  have  been 
in  the  front  ranks  of  his  contemporaries,  for 
he  had  an  extensive  library  and  contributed 
to  the  meager  literature  of  the  time.® 

Senter,  who  was  born  in  Londonderry,  New 
Hampshire  had  his  pre-war  training  under 
Thomas  Moffatt  in  Newport.  Moffatt  was 
born  and  educated  in  Scotland.  He  practiced 
in  Newport  from  about  1750  until  1772,  when 
his  house  was  mobbed  for  his  Tory  support 
of  the  Stamp  Act.  He  left  the  country,  but 
Senter  stayed  on  and  joined  the  Rhode  Island 
troops  in  Cambridge  after  Concord  and  Lex- 
ington. 

Senter  accompanied  Benedict  Arnold  on  the 
celebrated  winter  march  through  Maine  to 
Quebec.  He  has  left  us  one  of  the  better  ac- 
counts of  this  gruelling  expedition  and  his 
subsequent  capture  and  release.®  His  journal 
dwells  largely  on  the  logistics  and  hardships 
of  the  trip,  but  he  does  report  cases  of  pene- 
trating chest  wound  and  thigh  amputation. 
Both  died,  illustrating  the  primitive  state 
of  the  art  at  the  time. 

Senter  left  the  army  in  1779  and  spent  a 
brief  period  in  East  Greenwich.  He  left  there 
for  Newport,  perhaps  because  of  competition 
with  Peter  Turner,  who  arrived  at  about 
the  same  time,  also  with  army  experience. 

In  the  stacks  of  the  Rhode  Island  Historical 
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Society  there  are  several  boxes  of  Senter’s 
office  and  household  accounts  and  records. 
These  await  careful  analysis  for,  while  pretty 
complete,  there  are  abbreviations  to  be  de- 
coded, and  the  handwriting  is  outrageous. 
They  tell  us  much  in  spite  of  this.  In  1889, 
for  instance,  there  are  an  average  of  54 
weekly  entries,  yet,  although  Senter  had  a 
large  surgical  practice  for  his  time,  there 
are  only  39  surgical  procedures  listed  for  the 
year.  These  include  tooth  extractions,  reduc- 
tion of  six  major  limb  fractures,  reduction 
of  two  herniae,  and  the  tapping  of  a hydro- 
cele. Senter  was  widely  sought  as  a con- 
sultant and  in  this  year  a fee  for  being  in 
attendance  at  a lithotomy  appears. 

The  account  books  give  us  no  details  of 
the  procedures  nor  the  results.  They  just 
list  them  and  the  amount  charged.  There  are 
entries  for  trephining  a skull  after  crossing 
Narragansett  Bay  to  Charlestown,  an  opera- 
tion for  imperforate  anus,  amputation  of  an 
apprentice’s  leg,  and  excisions  of  various  ex- 
ternal cancers,  including  back,  lip,  nose,  and 
breast. 

In  1787  Senter  performed  60  deliveries. 
By  his  time  physicians  were  doing  most  of 
the  obstetrics,  which  had  been  largely  the 
province  of  midwives  until  the  middle  of  the 
century. 

Isaac  Senter  undoubtedly  lived  well,  though 
his  fees  seem  small  to  us.  For  a normal  de- 
livery his  charge  was  $8,  a thigh  amputation 
cost  $20,  and  he  received  $4.50  for  setting 
a fractured  femur.  These  were  the  days  of 
inoculating  with  a weak  strain  of  small  pox 
virus  to  produce  immunity.  Senter  charged 
a man  $14  for  inoculating  him  and  his  wife 
and  their  subsequent  care.  House  calls  were 
$0.50,  but  almost  invariably  there  was  an 
additional  charge  for  dressings  or  medica- 
tion. The  fee  for  “rising  in  the  night” 
was  $2. 

These  charges  have  to  be  compared  with 
Senter’s  expenses.  He  paid  a man  $1  a day 
for  fence  building  and  $1.50  a day  for  work- 
ing on  his  home.  A live  hog  of  122  pounds 
cost  him  $5.  His  shirts  cost  $1.50  apiece. 
His  son,  Nathan,  went  to  Rhode  Island  Col- 
lege, now  Brown  University,  for  quarterly 
charges  averaging  less  than  $25.'^ 

Senter  had  the  respect  of  all  of  Newport. 
He  was  beginning  to  publish  and  would  likely 


have  realized  his  potential  for  greater  ac- 
complishments had  he  not  been  stricken  in 
1799  with  a brief  fatal  febrile  illness.  He 
was  only  45  years  old. 

PARDON  BOWEN 

Doctor  Pardon  Bowen  was  in  the  fourth 
of  five  generations  of  physicians  to  practice 
in  and  around  Providence.  In  fact,  his  great 
grandfather,  Richard  Bowen,  was  the  first 
with  any  real  medical  knowledge  to  serve  the 
community.  He  established  himself  in  Reho- 
both  in  1680  and,  so  far  as  is  known,  was 
the  sole  medical  resource  with  any  training 
available  to  Providence  residents  until  1700.® 

Pardon  Bowen  practiced  right  after  the 
Revolution.  Very  little  has  come  down  to 
us  about  him,  and  most  of  what  is  known 
is  summarized  in  Thacher’s  American  Medi- 
cal Biography,  published  in  Boston  in  1828.® 
In  this  volume  Professor  William  G.  Goddard 
of  Brown  states: 

“Doctor  Bowen  confined  his  attention  to 
no  particular  department  of  his  professin,  but 
aimed  at  excellence  in  all.  For  his  skill  in 
operative  surgery,  he  was  highly  respected; 
and  during  many  years,  most  of  the  surgical 
operations  in  and  around  Providence  were 
performed  by  him.” 

Pardon  Bowen  graduated  from  Brown  in 
1775  at  the  age  of  18  and  then  prepared  for 
a career  in  medicine  under  the  direction  of 
his  brother.  Doctor  William  Bowen.  Between 
1779  and  1782  he  was  the  surgeon  on  three 
American  privateers.  Two  of  these  episodes 
ended  in  his  capture  and  imprisonment,  but, 
after  the  manner  of  the  times,  he  was  ex- 
changed to  try  again.  It  is  impossible 
to  tell  how  much  the  surgical  experiences 
on  these  voyages  influenced  his  career.  Likely 
he  encountered  few  operations,  and  perhaps 
all  we  should  deduce  is  that  he  took  these 
positions  because  of  his  interest  in  surgery, 
\\hich  he  kept  throughout  his  practice.  After 
leaving  the  sea  he  studied  in  the  medical 
school  in  Philadelphia  in  1783. 

In  spite  of  Goddard’s  remark  about  the 
extent  of  Bowen’s  surgical  practice,  he  pub- 
lished no  papers  in  that  field,  although  he 
did  write  an  interesting  paper  on  the  yellow 
fever  epidemic  in  Providence  in  1805.®  This 
is  not  suiprising.  While  a man  might  do 
most  of  the  surgery  in  Providence,  there  just 
(Continued  on  next  page) 
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wasn’t  enough,  and  most  of  the  income  to 
support  his  family  had  to  derive  from  medical 
cases. 

Doctor  Bowen  was  not  on  the  faculty  at 
Brown.  Nevertheless,  he  is  known  to  have 
done  dissections  before  the  Brown  medical 
students,'®  and  in  1812  he  received  the  sec- 
ond honorary  1\I.D.  degree  granted  by  that 
institution,  the  first  having  gone  to  the  cele- 
brated Doctor  Solomon  Drowne.  His  profes- 
sional activity  was  terminated  by  a stroke 
in  1820,  though  he  lived  another  six  years. 

PETER  TURNER 

In  the  Rhode  Island  Medical  Society  Li- 
brai-y  files,  there  is  a manuscript  titled  Early 
Medical  History  of  Kent  County,  Rhode  Is- 
land, by  James  Henry  Endredge,  M.D."  So  far 
as  is  known,  this  paper  was  not  published 
until  it  appeared  in  the  Rhode  Island  Medical 
Journal  in  1940.  The  paper  is  undated,  but 
the  record  shows  that  Doctor  Eldredge  was 
president  of  the  Rhode  Island  Medical  So- 
ciety in  1858-1860.  This  account  makes  in- 
teresting reading  and  is  packed  with  infor- 
mation. 

The  purpose  of  the  second  half  of  Eldredge’s 
paper,  and  the  real  reason  for  writing  it,  is 
to  tell  us  about  Doctor  Peter  Turner,  son  of  a 
Newark,  New  Jersey,  physician  who  settled 
in  East  Greenwich,  Rhode  Island,  after  seiw- 
ice  with  a Rhode  Island  regiment  dunng  the 
Revolution.  He  is  known  to  have  been  at  the 
Battle  of  Red  Bank,  where  he  treated  large 
numbers  of  casualties,  most  of  which  were 
among  the  Hessian  enemy.  Their  dying  com- 
mander, Count  Donop,  presented  his  sword 
and  spurs  to  Turner  in  gi’atitude  for  his  kind- 
ness. 

Peter  Turner  became  the  surgeon  for  East 
Greenwich  and  for  10  miles  or  more  around 
in  South  Kingstown,  Exeter,  and  West  Green- 
wich. No  details  of  his  practice  survive,  but 
Doctor  Eldredge  states,  “I  can  call  to  mind 
many  instances  that  I have  heard  of,  of 
broken  limbs,  fractured  skulls,  and  gun  shot 
wounds  that  were  treated  by  him  success- 
fully and  excited  . . . wonder  and  admira- 
tion.” He  also  recounts  the  story  of  a young 
boy  who  accidentally  injured  his  femoral  ar- 
tery with  a knife.  Turner,  returning  by  boat 
from  a consultation  in  Warren,  was  told  of 
the  injury,  mounted  a horse,  and  rode  hard 
for  several  miles  to  his  hemorrhaging  patient. 


With  proper  dispatch,  he  made  the  diagnosis 
and  proceeded  to  save  the  boy’s  life,  and  for- 
tunately his  limb,  with  an  emergency  liga- 
tion of  the  artery. 

Like  others  of  his  time.  Turner  was  known 
for  his  surgery,  but  he  did  a mixed  type  of 
practice.  Perhaps  his  greatest  accomplish- 
ment for  the  profession  in  the  area  was  the 
establishment  of  sufficiently  high  fees  so  that 
he  could  live  from  his  practice  rather  than 
having  to  find  supplemental  sources  of  in- 
come as  had  his  predecessors.  His  fees  were, 
of  course,  resented  at  first,  but  he  stuck 
to  his  point  and  won.  Eldredge  felt  that  Doc- 
tor Turner’s  fees  were  neither  unjust  nor 
unreasonable. 

Turner  had  many  students  who  later  prac- 
ticed in  this  state  and  elsewhere.  He  lived 
until  1822,  but  he  was  in  failing  health  with 
a paralytic  complaint  for  at  least  the  last 
year  of  his  life. 

These  were  three  courageous  men  for,  al- 
though their  surgery  was  limited  in  scope, 
they  pretty  much  made  it  alone  on  subjects 
who  suffered  great  pain  at  their  hands.  Ob- 
viously their  patients  showed  even  greater 
fortitude.  Their  work  was  at  least  average 
or  a little  better  for  the  time.  It  was  doubt- 
less improved  by  their  opportunities  for 
learning  and  experience  in  the  Revolution. 
Theirs  was  a part  of  the  slow  advance  that 
laid  the  foundation  for  the  great  strides  made 
in  the  next  century  with  the  advent  of  medi- 
cal schools,  hospitals,  and  such  scientific  ad- 
vances as  anesthesia  and  antisepsis. 

This  paper  has  been  w'ritten  without  Helen 
DeJong’s  knowledge,  except  that  it  is  im- 
possible to  do  anything  around  the  Rhode 
Island  Medical  Society  Library  with- 
out her  knowing  something  is  going  on.  None- 
theless, it  is  derived  almost  entirely  from 
sources  she  had  previously  brought  to  the 
author’s  attention.  It  is  an  honor  and  pleas- 
ure to  contribute  to  the  journal  dedicated  to 
this  busy,  cheerful,  scholarly  friend  of  all  the 
members  of  the  Rhode  Island  Medical  So- 
ciety. 
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The  Davenport  Collection:  An  Addendum 


By  Irving  A.  Beck,  M.D. 

The  Rhode  Island  Medical  Society  Library 
contains  a unique  collection  formed  by  one 
of  its  members,  Doctor  James  Henry  Daven- 
port and  presented  by  him  to  the  Society  in 
1926,  two  years  prior  to  his  death. 

An  appreciation  of  Doctor  Davenport  by 
Doctor  Robert  V.  Lewis^  and  an  editorial 
describing  the  collection  and  its  subsequent 
exhibits^  have  appeared  previously  in  the 
Journal.  Briefly,  the  collection  consists  of  lit- 
erary, as  opposed  to  purely  scientific  and 
medical  works,  by  and  about  physicians.  The 
first  of  its  kind,  it  is  still  one  of  the  finest, 
as  Doctor  Davenport  left  a fund,  the  income 
of  which  has  been  used  to  acquire  additional 
volumes,  which  literary  doctors  of  medicine 
have  continued  to  publish  in  the  field  of  fic- 
tion (including  many  best-sellers  — a tip  to 
members  avid  for  leisure-time  reading), 
poetry,  biography,  history,  travel,  and  essays. 
Members  have  also  contributed  volumes  to 
the  collection.  Further  information  about  the 
collection  and  its  implications  for  the  inter- 
relationship of  medicine  and  the  humanities 
have  been  noted  in  the  above-cited  references. 

In  1926  Doctor  Davenport  published  pri- 
vately a catalogue  of  his  collection  in  a lim- 
ited edition  of  250  numbered  copies.  This 
catalogue  is  a handsome  volume,  gilt-edged 
on  top,  untrimmed,  lettered  in  gilt,  and  bound 
in  plain  boards  with  a red  cloth  spine.  The 

IRVING  A.  BECK,  M.D.,  Lecturer  in  Medical 
Science,  Brown  University. 


paper  is  of  good  quality,  still  unfoxed  after 
50  years,  and  the  letterpress  typography 
large  and  distinct.  Except  for  a facsimile  of 
Doctor  Davenport’s  bookplate  on  a front  free 
endpaper,  it  is  not  illustrated.  Doctor  Daven- 
port’s own  “working  copy”  of  this  catalogue 
is  in  the  library.  Although  his  foreword  notes 
that  there  were  1500  volumes  in  his  collec- 
tion, the  library  received  1274,  as  attested 
by  absences  in  the  check-list.  The  fate  of  the 
missing  volumes  was  unknown. 

Such  was  the  situation  until  three  years 
ago,  when  the  writer  received  a phone  call 
from  a second-hand  local  bookseller,  that  he 
had  a copy  of  a book  with  the  ex-libris  of  a 
doctor,  and  wished  to  know  if  I were  inter- 
ested in  it.  Upon  learning  that  the  name  was 
Davenport,  I quickly  visited  the  shop  and 
was  shown  the  volume,  which  will  be  further 
described  below.  He  casually  mentioned  that 
on  the  bargain  table  there  were  a few  others 
with  the  same  bookplate.  A rapid  search 
through  mounds  of  well-worn  books  piled 
helter-skelter  revealed  four  more  volumes,  all 
of  fiction,  with  the  Davenport  plate.  Two  of 
these  were  books  called  for  in  the  catalogue, 
one  of  them  containing  a signed  letter  from 
the  authoress  (“A  Woman  Hobo”)  to  Doctor 
Davenport,  but  absent  from  the  library’s  col- 
lection. These  books  were  purchased  and  in- 
stalled in  their  rightful  location.  How  many 
others  were  previously  disposed  of  as  “bar- 
gains” is  unknowm. 

(Continued  on  next  page) 
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The  particular  volume  he  had  called  me 
about  was  another  copy  of  the  Davenpoit 
Catalogue  — but  what  a copy!  It  was  thicker 
by  nearly  a third  and  was  hand-bound.  The 
spine,  adjacent  quarters,  and  the  corners 
were  in  gilt-edged,  rich,  red  Morocco  leather, 
and  the  rest  of  the  boards  were  covered  with 
a vary-colored  hand-laid  antique  type  marbled 
paper.  The  spine  was  corded,  and  the  title 
and  author  inscription  was  hand-tooled  in 
gold.  The  serial  number  was  101. 

The  reason  for  the  increased  thickness  was 
soon  evident.  In  addition  to  the  marbled  end- 
papers, prints  and  engravings  of  various  por- 
traits of  authors  had  been  bound  in,  adjacent 
to  the  listing  of  their  contributions.  Many 
of  these  had  been  skillfully  inlaid  to  keep  the 
page  size  uniform,  and  all  were  protected  by 
a leaf  of  tissue  paper.  On  the  reverse  of  one 
print,  the  name  “Davenport”  had  been  pen- 
cilled in.  The  authors  portrayed  were:  Sir 
Henry  Halford,  T.  H.  Huxley,  John  Keats, 
Thomas  Linacre,  John  W.  Francis,  Oliver 
Wendell  Holmes  (twice,  and  the  only  one  to 
have  two  portraits,  each  representing  him  at 
a different  age),  J.  C.  Warren,  IMark  Aken- 
side.  Sir  Samuel  Garth,  J.  G.  Percival,  Mungo 
Park,  William  Haiwey,  John  Armstrong,  and 
John  Hunter. 

Why  these  particular  authors  were  selected 
from  so  many  equally  eminent  is  not  clear, 
except  for  Doctor  Holmes.  In  the  foreword 
Doctor  Davenport  writes:  “My  interest  in 
this  subject  was  first  aroused  when  as  a stu- 
dent under  Doctor  Oliver  Wendell  Holmes  in 
the  Harvard  Medical  School,  I learned  to  re- 
spect not  only  his  medical  wisdom,  but  his 
sound  philosophy  of  human  nature  ....  This 
led  to  the  beginning  of  my  library.” 

With  the  assistance  of  Mr.  Daniel  J.  Knowl- 
ton,  a professional  book-binder,  a book  was 
located  in  his  collection  which  was  bound  in 
exactly  the  same  fashion,  even  to  the  type 
of  marbled  paper  used  in  Doctor  Davenport’s 
catalogue.  It  was  known  that  this  particular 
volume  had  been  bound  in  the  1920s,  thus 
furnishing  an  approximate  dating  for  this 
specially  bound  catalogue,  and  coinciding  with 
the  date  of  publication. 

All  of  the  evidence  indicates  that  this  was 
Doctor  Davenport’s  personal  catalogue,  which 
he  apparently  chose  to  retain  at  the  time 
of  his  gift.  It  was  found  among  other  books 


fi’om  his  library,  including  one  containing  a 
letter  to  him.  It  contains  the  two  portraits 
of  his  hero.  Doctor  Holmes,  and  who  else 
would  have  gone  to  the  considerable  expense 
of  special  binding  and  Grangerizing?  This 
custom,  incidentally,  was  more  common  in 
the  18th  century  when  books  were  more  high- 
ly cherished  as  physical  objects  than  they 
are  now,  and  owners  frequently  had  their 
books  specially  bound  and  extra-illustrated, 
even  to  the  point  of  vandalizing  other  works 
to  do  so. 

Booksellers  are  notoriously  reticent  about 
the  sources  of  their  material.  All  that  I could 
learn  about  the  possible  provenance  of  the 
catalogue  and  other  books  from  Doctor  Dav- 
enport’s collection  was  that  it  had  been 
brought  in  by  a book  scout  from  “an  attic 
on  Gano  Street.” 

It  would  appear  that  Doctor  Davenport 
chose  to  retain  for  himself  his  specially  bound 
and  extra-illustrated  copy,  but  why  the  other 
volumes,  of  no  great  intrinsic  value,  failed 
to  arrive,  will  probably  never  be  solved,  and 
it  is  likely  that  many  have  been  dispersed  via 
the  second-hand  bookshop  route.  In  this  re- 
spect it  creates  speculations  similar  to  those 
about  the  fate  of  the  early  library  of  the 
Rhode  Island  Medical  Society.® 

The  growth  of  the  Davenport  Collection  in 
recent  years  has  been  largely  due  to  the  spe- 
cial knowledge  and  interest  of  Mrs.  David 
DeJong,  the  Society’s  longtime  librarian,  now 
“retired”  to  the  position  as  librarian  emerita 
and  archivist. 

Because  of  her  dual  competence  in  general 
literature  and  in  that  of  medicine,  she  has 
been  in  a position  to  know  of  physician- 
authors  and,  since  the  M.D.  is  rarely  appended 
to  their  nonmedical  writings,  to  select  judi- 
ciously their  contributions  or  material  per- 
taining to  them.  The  literature  is  often  so 
far  afield  from  medicine  — viz.  the  literary 
bibliographies  of  Sir  Geoffrey  Keynes,  espe- 
cially on  William  Blake,  or  the  current  best- 
seller “The  Great  Train  Robbery”  by  Michael 
Crichton  — that  only  one  acquainted  with 
the  world  of  books  would  know  that  the  au- 
thors were  physicians.  Of  course  some,  as 
in  the  case  of  Keynes  and  S.  Weir  Mitchell, 
also  wrote  notable  contributions  in  medicine 
and  surgery. 

(Continued  on  page  138) 
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MASTERS  OF  MEDICINE 


Agostino  Bassi  (1773-1856)* 

A Businessman  Turned  Parasitologist 
To  Save  His  Business 


By  Francesco  Ronchese,  I\I.D. 

Agostino  Bassi  was  a scientific  phenome- 
non. He  was  a landowner  and  produced  sheep 
wool,  rice  — and  silk,  competing  with  the 
neighboring  European  markets.  The  silk- 
worms became  sick,  covered  with  a mortar- 
like substance  (calcinaccio),  and  died. 

Armed  with  a primitive  microscope  (Figure 
IV),  Bassi  saw  living  material  in  this  mortar- 
like substance  and,  preceding  Pasteur,  stated 
that  whatever  was  killing  his  silkworms  was 
a living  organism.  The  parasitic  mold  was 
called  Botrytis  Bassiana  in  1835.  In  1849  he 
was  able  to  destroy  it  by  fire,  chemicals,  and 
common  cleanliness  and  succeeded  in  saving 
his  silk  production. 

Schonlein  stated  that  Bassi’s  studies  pro- 
moted the  discovery  of  his  Achorion,  a tricho- 
phyton, as  the  cause  of  tinea  favosa.  In  1840 
Bassi  maintained  that  gangrenous  ulcers  were 
due  to  living  parasites  and  proposed  the  use 
of  parasiticides,  preceding  Pasteur  and  Lis- 
ter. 

FRANCESCO  RONCHESE,  M.D.,  Cliniral  Pro- 
fessor of  Dermatology  Emeritus,  Boston  Univer- 
sity; Former  Chief  of  Dermatology,  Rhode  Island 
Hospital. 

♦From:  DOCUMENTI  BASSI ANI,  A.,  in  quarto, 
profusely  illustrated,  40  page  monograph  of  Luigi 
Belloni,  professor  of  the  history  of  medicine  at 
the  University  of  Milan,  Italy,  published  on  the 
occasion  of  the  first  centenary  of  the  death  of  Agos- 
tino Bassi. 

Illustrations  and  data  published  by  permission  of 
Prof.  Belloni. 


Bassi  also  authored  an  essay  on  pellagra, 
which  he  considered  to  be  due  to  molds. 
(Continued  on  next  page) 


Figure  I 

Agostino  Bassi  in  his  academic  uniform  and 
decorations  of  scientific  societies. 
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Figure  II 

Title  page  of  the  first  of  many  books  and  essays 
published  by  Agostino  Bassi.  Calcinaccio  is  a mortar- 
like disease  of  silkworms  (i  bachi  da  seta). 


Figure  III 

Agostino  Bassi  on  on  Italian  postage  stamp  of  1953 
commemorating  the  VI  International  Congress  of 
Microbiology.  The  frame  of  Bassi’s  picture  is  com- 
posed of  butterflies,  silkworms,  and  mulberry  leaves. 


Figure  IV 

A primitive  microscope  and  what  Bassi  saw 
through  it. 


112 


Rhode  Island  iMedical  Journal 


Frank  Taylor  Fulton,  M.D.  1867-1961 


Physician  And  First  Cardiologist  To 
Rhode  Island 


By  John  F.  W.  Gilman,  M.D. 

Frank  Taylor  Fulton  was  born  108  years 
ago  on  April  28,  1867,  on  the  family  farm 
in  Westmoreland  County,  Pennsylvania,  two 
years  after  General  Robert  E.  Lee  surren- 
dered the  Confederate  Armies  at  Appomattox 
Court  House.  The  Fulton  farm  was  a hilly 
and  stony  property  of  about  300  acres,  30 
miles  East  of  Pittsburgh  at  Mendon,  Penn- 
sylvania, farmed  by  his  father,  Robert  Ful- 
ton and  his  mother,  Harriet  Jewett  Trussell 
Fulton.  Frank  was  the  sixth  child  of  an 
eventual  eight  children,  the  oldest  of  whom 
was  William,  father  of  Marshall  N.  Fulton. 
Frank  Fulton  in  his  later  years  after  retire- 
ment from  practice  wrote  a 250  page  manu- 
script of  his  life  which  detailed  things  that 
had  impressed  themselves  on  his  memory. 
According  to  his  autobiographical  notes  the 
immigrant  ancestor  of  the  Fulton’s  was  Abra- 
ham Fulton,  born  in  1712  in  Northern  Ire- 
land; successively  followed  by  Robert,  born 
in  1751  in  Ireland;  William,  born  in  Penn- 
sylvania in  1787 ; and  then  Robert,  born  on 
the  farm  in  1832.  Abraham  had  sailed  from 
Londonderry  in  Northern  Ireland  on  the  sail- 
ing ship,  General  Wolfe  in  1772.  A Presby- 
terian, he  carried  with  him  a document  signed 
by  the  elders  of  the  Church  to  the  effect 


JOHN  F.  W.  GILMAN,  M.D.,  Physician,  Rhode 
Island  Hospital. 


Kead  before  the  Friday  Night  Club,  October  17,  1975 


that  the  Fultons  were  “Sober  Christians  free 
of  public  scandell  or  censure.’’  This  docu- 
ment has  been  carefully  retained  by  the  Ful- 
ton family  for  the  two  centuries  since  its 
origin. 

In  1870  when  his  father  was  38  and  Frank 
was  three  years  old,  the  family  sold  the  Penn- 
sylvania farm  and  moved  to  the  environs  of 
Keokuk,  Iowa,  on  the  east  bank  of  the  Mis- 
sissippi in  Hancock  County,  the  Illinois  side 
of  the  river,  where  Frank  was  raised.  He 
grew  up  near  the  banks  of  the  river,  lived 
for  a time  in  the  tiny  town  of  Warsaw  on 
the  Illinois  shore,  directly  opposite  the  mouth 
of  the  Des  Moines  River.  That  river  in  its 
lower  reaches  separates  Iowa  from  Missouri. 
Here  he  attended  district  school  for  five 
months  of  each  year  and  for  the  remaining 
seven  months  helped  with  the  farming.  The 
country  about  Keokuk  was  some  50  miles 
up  river  from  Hannibal,  Missouri,  the  river 
town  where  Mark  Twain  (Samuel  Clemens) 
was  raised  30  years  before  Frank  Fulton.  The 
two  men  thus  were  raised  in  a similar  en- 
vironment, although  Mark  Twain,  born  in 
1835,  was  a generation  ahead  of  Frank  Ful- 
ton. 

The  stories  developed  by  Mark  Twain  and 
later  transcribed  in  some  40  volumes  have 
described  the  middle  America  of  the  19th 
Century  for  all  Americans  in  Tom  Sawyer, 
Huckleberry  Finn,  and  Life  on  the  Missis- 
sippi, his  three  greatest  books.  While  the  two 
(Continued  on  next  page) 
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FRANK  TAYLOR  FULTON,  M.D. 
Original  in  Staff  Room,  Rhode  Island  Hospital. 


men  grew  up  in  a similar  river  landscape, 
they  developed  in  different  directions  from 
a different  emphasis  already  evident  in  their 
childhood.  Mark  Twain  grew  up  with  adven- 
ture and  the  river;  Frank  Fulton  grew  up 
with  the  farm,  the  land,  and  scholarship  as 
his  background.  Samuel  Clemens  emphasizes 
this  difference  in  his  pseudonym,  Mark 
Tw’ain,  the  cry  of  the  leadsman  on  the  river- 
boats  for  two  fathoms  or  12  feet  of  river 
depth.  At  age  12  Mark  Twain’s  father  died 
and  Mark  Twain  was  then  withdrawn  from 
school,  apprenticed  to  the  printer  of  the  Han- 
nibal Journal  — the  end  of  his  formal  school- 
ing and  beginning  of  his  workaday  life.  His 
chief  interest  was  the  river  and  its  shipping, 
and  his  persistent  desire  was  to  be  part  of 
a stem  wheeler.  In  1857  at  age  22  he  nego- 
tiated with  an  old  river  man,  Horace  Bixby, 
to  teach  him  navigation  of  the  1200  miles 
of  the  lower  river  from  St.  Louis  to  New 
Orleans.  He  accomplished  his  training  as  a 
pilot  in  18  months,  then  used  his  skill  as  a 
riverboat  pilot  for  two-and-a-half  years  until 
the  beginning  of  the  Civil  War  shut  down 
the  river  traffic  completely.  Much  later  in 
1883  when  he  lived  in  Hartford,  Connecticut, 
as  a writer,  he  published  a book.  Life  on  the 
Mississippi,  a namative  of  all  the  colorful 


passage  of  the  Mississippi  by  steamboats.  He 
wrote:  “The  face  of  the  water  in  time  be- 
comes a wonderful  book  — a book  that  was 
a dead  language  to  the  uneducated  passen- 
ger, but  which  told  its  mind  to  me  without 
I’eserve  . . . . ” 

But  with  his  catalogue  of  knowledge  about 
the  river,  he  realized  that  his  earlier  romance 
and  love  of  beauty  for  the  river  had  been 
lost.  Twain,  the  philosopher,  related  his  loss 
to  the  human  experience:  “Since  those  days 
1 have  pitied  doctors  from  my  heart.  What 
does  the  lovely  flush  in  a beauty’s  cheek 
mean  to  a doctor;  but  a ‘bi’eak’  that  I’ipples 
above  some  deadly  disease.’’  Whei'e  Mark 
Twain  before  the  Civil  War  emphasized  the 
water  of  the  river  in  his  life  and  struggled 
with  a difficult  education,  Frank  Fulton 
after  the  War  followed  his  father  on  the 
farm,  learned  at  age  12  to  hunt  ducks  with 
a shotgun  on  the  river  fly  way  and  later 
became  a devotee  of  horse  raising  and  rear- 
ing. And  Frank  Fulton  filled  his  later  young 
life  with  education,  first  at  the  University 
of  Illinois,  later  Knox  College,  and  finally 
the  Medical  School  of  Johns  Hopkins  Uni- 
\ersity  in  Baltimore,  Maryland  where  he 
joined  the  third  class  and  graduated  with 
an  M.D.  in  1899.  Frank  Fulton  and  Mark 
Twain  both  grew  up  on  the  IMississippi  River, 
but  their  young  lives  and  temperaments  were 
very  different;  and  so  were  their  later  lives. 
Mark  Twain  said:  “By  temperament  I was 
the  kind  of  person  that  does  things.  Does 
them,  and  reflects  afterwards.”  Frank  Ful- 
ton would  have  precisely  reversed  that  quo- 
tation for  himself. 

The  Johns  Hopkins  University  in  Balti- 
more was  first  certified  in  1867  and  gradu- 
ated its  first  class  of  graduate  students  in 
1876.  At  that  time  it  was  the  only  graduate 
university  in  America,  and  its  courses  were 
initially  highly  experimental.  The  medical 
school  also  was  initiated  as  a graduate  school 
and  admitted  its  first  class  of  students,  all 
of  them  graduates  of  other  universities,  in 
1893. 

Frank  Fulton  came  to  Baltimore  in  1894, 
but  was  required  by  the  medical  school  to 
take  a preliminary  year  of  study  in  biology, 
chemistry,  and  physics  to  prepare  himself 
for  graduate  levels  of  medical  school  admis- 
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sion.  Prior  to  his  arrival  in  Baltimore  he  had 
secured  letters  from  President  John  II.  Fin- 
ley of  Knox  College  to  President  Daniel  Coit 
Gilman  of  Hopkins;  to  the  registrar,  a Mr. 
Ball;  and  to  Doctor  Henry  Hurd,  the  super- 
intendent of  the  John  Hopkins  Hospital.  And 
with  the  help  of  these  gentlemen  he  secured 
a job  as  tutor  of  a Towson  boy  that  helped 
finance  his  study.  Subsequent  summers  w^ere 
devoted  to  jobs  as  salesman.  One  year  in 
Nova  Scotia  he  sold  kitchen  ranges  through 
the  countryside,  another  year  with  horse 
and  cart  he  rode  the  midwest  countryside 
selling  a two-volume  encyclopedia  — efforts 
that  helped  pay  for  his  schooling. 

In  1895  he  joined  the  third  class  of  medi- 
cal students  at  Johns  Hopkins  and  in  due 
course  graduated  with  an  M.D.  degree  in 
1899.  These  were  the  early  years  of  great- 
ness at  the  Hopkins  when  William  Osier, 
James  Stewart  Halstead,  William  Henry 
Welch,  and  Howard  A.  Kelly  served  as  pro- 
fessors — as  immortalized  in  the  famous 
John  Singer  Sargent  portrait  of  this  famous 
four.  The  ferment  in  medicine  in  those  days 
w'as  intense,  and  the  academic  range  of  the 
Hopkins  medical  effort  was  wide.  In  Frank 
Fulton’s  first  year,  1895,  while  studying 
histology  under  Doctor  Lewellys  F.  Barker, 
class  was  interrupted  one  morning  by  the 
professor  to  report  on  the  discovery  of  x-ray 
by  Wilhelm  Roentgen  in  Belgium  — a dis- 
covery that  Doctor  Fulton  later  was  to  de- 
velop in  Rhode  Island  Hospital  and  the  State 
of  Rhode  Island.  And  it  was  here  that  Osier 
taught  Frank  Fulton  how  to  do  lumbar  punc- 
tures, which  he  would  later  introduce  to 
Rhode  Island  in  the  course  of  treatment  of 
bacterial  meningitis  with  serum  from  Doctor 
Simon  Flexner  of  the  Rockefeller  Institute. 
Hopkins  was  great  in  those  early  days  be- 
cause it  was  the  first  medical  school  in  Amer- 
ica to  de-emphasize  the  formal  lecture  in 
favor  of  direct  patient  contact,  laboratory 
work,  and  small  student  conferences  — a 
technique  of  medical  instruction  that  would 
gradually  become  the  pattern  of  instruction 
for  the  whole  country  in  the  next  several 
decades. 

In  1899  Frank  Fulton  graduated  from 
Johns  Hopkins  Medical  School  with  an  M.D. 
degree  in  the  third  class  of  that  distinguished 
university,  the  prelude  to  62  years  of  doc- 


toring. Following  graduation  he  obtained  a 
job  as  intern  in  pathology  at  Boston  City 
Hospital  for  a year  under  Doctor  Frank  Mal- 
lory. And  then  in  1900  he  was  hired  by  the 
Rhode  Island  Hospital  in  Providence  as  the 
first  full-time  laboratory  doctor  and  patholo- 
gist for  that  institution,  which  had  built  a 
laboratory  but  had  no  one  to  run  it.  Here 
in  Providence  began  the  work  that  was  to 
occupy  the  rest  of  his  long  life  of  93  years. 

For  the  first  seven  years  of  his  profes- 
sional life  he  lived  in  the  Rhode  Island  Hos- 
pital, carried  on  all  the  early  laboratory  in- 
vestigations as  pathologist,  and  effectively 
introduced  laboratory  and  scientific  medicine 
to  Rhode  Island,  both  hospital  and  state.  In 
1902  he  undertook  the  introduction  of  x-ray 
to  the  hospital  — the  procedure  he  had  first 
heard  about  in  1895  when  a student  at  Hop- 
kins. 

When  the  x-ray  equipment  was  installed 
at  Rhode  Island  Hospital,  the  operation  of 
the  new  department  was  then  turned  over 
to  Doctor  William  Cutts. 

In  the  summer  of  1905  he  took  his  first 
three-month  vacation,  starting  in  Boston 
where  he  worked  with  Doctor  Joseph  Pratt, 
who  at  that  time  was  deeply  concerned  with 
pulmonary  tuberculosis.  Doctor  Pratt,  whom 
he  had  known  at  Hopkins,  was  involved  in 
the  home  treatment  of  tuberculosis,  as  op- 
posed to  sanitarium  treatment  ■ — then  the 
usual  treatment  method.  In  Europe  for  two 
months  that  summer  he  visited  the  tubercu- 
losis facilities  in  London,  France,  Hamburg, 
Berlin,  and  Leipzig.  He  was  much  impressed 
at  that  time  to  find  that  most  patients  were 
found  to  have  tuberculosis  in  generally  ad- 
vanced stages.  On  his  return  to  Providence 
he  considered  methods  for  much  earlier  diag- 
nosis of  tuberculosis  and  devised  a plan  for 
examination  of  patients  while  at  work  — a 
plan  he  proposed  to  Henry  Sharpe  and  Wil- 
liam Viall  of  Brown  and  Sharpe  Company 
and  Jesse  H.  Metcalf  of  Wanskuck  Mills,  who 
supported  his  project  and  facilitated  his  use 
of  their  companies  for  case  finding  among 
people  at  work.  The  North  End  Working 
Girls’  Clubhouse  became  the  clinic  for  am- 
bulatory cases,  treatment  was  instituted  on 
a weekly  basis,  and  early  care  was  empha- 
sized. This  was  probably  the  first  effort  at 
(Continued  on  next  page) 
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industrial  medicine  in  the  United  States.  Doc- 
tor Fulton  in  his  notes  commented  with  grati- 
fication on  how  effective  early  treatment  ap- 
peared to  be.  This  ambulatory  treatment  of 
tuberculosis  came  to  the  attention  of  the 
newspapers  and  embarrassed  him  when  de- 
tails of  this  program  were  covered  by  the 
Providence  Journal  in  a week-long  series  of 
articles.  However,  the  reportage  improved  his 
clinic  operations  and  immersed  him  deeply 
in  tuberculosis  problems  around  the  state. 
Doctor  Clarence  0.  Sappington  of  the  Na- 
tional Safety  Council  in  a letter  to  Doctor 
Fulton  dated  January  23,  1931,  25  years  later, 
confirmed  this  effort  with  tuberculosis  at 
Brown  and  Sharpe  and  Wanskuck  Mills  as 
the  first  organized  attempt  to  examine  work- 
men in  industrial  establishments.  This  brief 
notice  thus  establishes  Doctor  Fulton  as  one 
of  the  pioneers  in  American  Industrial  Medi- 
cine. 

In  1908  he  obtained  from  Simon  Flexner 
of  the  Rockefeller  Institute  a new  serum  pre- 
pared from  horses  against  meningococcal 
meningitis  (the  organism  then  called  micro- 
coccus intracellularis).  This  material  had 
originally  been  developed  in  parallel  to  Beh- 
ring’s horse  serum  against  diphtheria  and 
was  made  available  to  people  known  to  Doc- 
tor Flexner  as  capable  of  submitting  reports 
on  the  injections.  The  meningococcal  serum 
was  injected  through  the  same  needle  used 
to  perfoiTO  lumbar  puncture,  usually  daily, 
an  ounce  at  a time.  Generally,  successful 
treatment  required  three  or  four  injections. 
While  lumbar  puncture  was  a rarely  per- 
fonned  procedure  at  that  time,  Frank  Fulton 
had  earlier  been  instructed  in  the  procedure 
by  Doctor  Osier  and  so  was  naturally  a per- 
fect selection.  For  two  years  he  controlled 
this  serum  in  Rhode  Island,  saw  all  the  cases 
of  meningitis,  and  reported  on  a much  re- 
duced death  rate  and  relief  of  many  compli- 
cations. After  1910  the  serum  was  released 
for  general  medical  use  by  Doctor  Flexner, 
and  the  experimental  phase  was  tenninated. 
Then  in  1910  at  the  conclusion  of  the  menin- 
gitis experiments.  Doctor  Flexner  offered 
Doctor  Fulton  supplies  of  Salvarsan,  the  new 
“606”  injection  of  arsenic  prepared  by  Pro- 
fessor Paul  Ehrlich  in  Germany  for  the  treat- 
ment of  syphilis.  At  the  Rhode  Island  Hos- 
pital syphilis  was  then  treated  by  Doctor 


Harry  Kimball  in  the  out-patient  skin  depart- 
ment. Frank  Fulton’s  claim  that  the  disease 
was  a constitutional  disease,  suited  to  the 
medical  department,  initially  met  with  re- 
sistance. Ihe  use  of  intravenous  injections 
of  Salvarsan  was  so  obviously  successful  that 
syphilis  was  soon  recognized  to  be  a medical 
disease  appropriate  to  admission  and  intra- 
venous therapy.  It  was  this  disease  and  this 
therapy  that  introduced  the  whole  procedure 
of  intravenous  treatment  of  disease  in  the 
United  States  — a therapeutic  route  that  has 
become  a major  activity  of  the  modern  hos- 
pital. 

After  living  seven  years  in  the  Rhode  Is- 
land Hospital,  Doctor  Fulton  moved  to  169 
Angell  Street  in  Providence  with  a young- 
gynecologist  and  surgeon.  Doctor  Herman  C. 
Pitts,  who  was  to  remain  a life-long  friend 
and  companion.  He  continued  his  inter- 
mittent summer  trips  to  England  and  Eu- 
rope. In  1912  he  visited  Sir  James  MacKen- 
zie,  who  had  developed  the  polygraph  for 
heart  tracings.  This  famous  physician  and 
cardiologist  in  turn  referred  him  to  Sir 
Thomas  Lewis,  who  was  actively  engaged  in 
developing  the  electrocardiograph  invented 
earlier  by  Willem  Einthoven  in  Germany.  This 
activity  developed  in  Frank  Fulton  an  in- 
creasing and  lifelong  interest  in  cardiology 
and  led  him  from  pathology  at  Rhode  Island 
Hospital  to  Clinical  Cardiology  and  the  found- 
ing of  the  Heart  Station  after  he  introduced 
the  first  electrocardiograph  machine  to  Rhode 
Island  Hospital  in  March  of  1915.  Prior  to 
that  introduction  he  had  already  in  1914  dis- 
covered and  described  two  Providence  jewel- 
ers who  suffered  from  atrial  flutter,  which 
he  illustrated  with  polygraph  tracings  in  the 
Archives  of  Internal  Medicine  — the  first 
cases  of  this  arrhythmia  that  had  been  iden- 
tified in  the  United  States.  In  effect  he  was 
at  the  opening  door  of  what  was  to  be  the 
medical  specialty  of  cardiology  largely  de- 
veloped in  the  20th  Century. 

Doctor  James  Herrick  in  his  book  a Short 
History  of  Cardiology,  published  in  1942, 
writes  that  cardiology  began  in  1628  when 
William  Harvey  published  De  Motu  Cordis, 
his  famous  account  of  the  circulation  of  the 
blood.  Here  was  clarified  the  whole  physio- 
logical problem  of  the  heart  and  the  circu- 
lation — the  first  step  in  truly  scientific 
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medicine.  Another  of  the  famous  and  major 
contributions  to  cardiology  was  made  by  Wil- 
liam Heberden  (1710-1801),  who  described 
and  named  angina  pectoris  in  20  of  his  pa- 
tients in  1772.  The  series  had  increased  to 
100  patients  13  years  later  and  was  finally 
published  by  his  son  in  1802,  the  year  after 
his  death.  The  book  which  appeared  initially 
in  Latin  as  “Commentaries,”  was  later  trans- 
lated into  English  by  his  son  and  re-pub- 
lished. 

These  daily  clinical  notes  in  addition  to 
describing  angina  also  described  and  defined 
Heberden’s  notes  of  hypertrophic  arthritis, 
differentiated  small  pox  and  chicken  pox,  and 
altogether  marked  their  author  as  an  apostle 
of  common  sense.  The  following  is  his  classi- 
cal description  of  angina: 

“But  there  is  a disorder  of  the  breast 
marked  with  strong  and  peculiar  symptoms, 
considerable  for  the  kind  of  danger  belong- 
ing to  it,  and  not  extremely  rare  which  de- 
serves to  be  mentioned  more  at  length.  The 
seat  of  it  and  sense  of  strangling  and  anxiety 
with  which  it  is  attended,  may  make  it  not 
improperly  be  called  angina  pectoris.  Those 
who  are  afflicted  with  it  are  seized  while 
they  are  walking  (and  especially  if  it  be  up- 
hill and  soon  after  eating)  with  a painful 
and  most  disagreeable  sensation  in  the 
breast,  which  seems  as  if  it  would  extinguish 
life,  if  it  were  to  increase  or  to  continue,  but 
the  moment  they  stand  still,  all  this  uneasi- 
ness vanishes.  The  termination  of  the  angina 
pectoris  is  remarkable.  For  if  no  accident 
intervene,  but  the  disease  go  on  to  its  height, 
the  patients  all  suddenly  fall  down  and  perish 
almost  immediately.” 

But  the  clinical  picture  of  angina  and  the 
pathological  picture  of  heart  disease  re- 
mained a difficult  and  obscure  relationship 
explored  by  two  younger  physicians,  Edward 
Jenner  (1749-1823)  and  Caleb  Parry  (1755- 
1822),  who  developed  the  essential  notion 
that  angina  pectoris  was  cardiac  in  origin 
due  to  coronary  artery  disease.  At  the  au- 
topsy of  Doctor  John  Hunter,  who  died  of 
angina  in  1793,  Jenner  found  ossified  coro- 
nary arteries  as  expected  during  his  life. 

Increasing  medical  activity  was  apparent 
throughout  the  19th  Century.  The  dominant 
heart  conditions  were  first,  cardiac  enlarge- 
ment emphasized  by  Jean  Nicolas  Corvisart 


(1755-1821),  physician  to  Napoleon;  then, 
cardiac  irregularities  and  arrhythmias  not 
otherwise  defined  immediately  evident  as  an 
irregular  pulse;  valvular  heart  disease  dis- 
closed by  the  murmurs  audible  with  the 
stethoscope  of  Laennec ; and  finally,  peri- 
carditis. 

The  first  half  of  the  19th  Century  was 
dominated  by  Rene  Theophile  Hyacinthe 
Laennec  (1781-1826),  who  in  1819  published 
his  famous  work  de  1’  Auscultation  Mediate, 
which  described  auscultation  in  depth  as  de- 
veloped with  the  stethoscope  invented  by 
Laennec.  This  book  emphasized  physical  diag- 
nosis in  medicine,  described  in  particular  the 
findings  related  to  the  lungs,  and  introduced 
the  words  rales,  bronchophony,  and  pectorilo- 
quy. He  had  more  trouble  evaluating  the 
heart  than  the  lungs,  attributed  the  first 
cardiac  sound  to  the  ventricles,  and  the  sec- 
ond cardiac  sound  to  the  auricles,  and  was 
never  able  to  untangle  this  error. 

In  mid-century  the  major  medical  figure 
was  Rudolf  Virchow  (1821-1902),  patholo- 
gist in  Berlin,  who  in  1846  published  his  first 
work  on  “Thrombosis  and  Embolism”  — the 
introduction  of  the  whole  new  idea  of  em- 
bolism, and  followed  it  up  in  the  next  decade 
with  major  works  titled  “Cellular  Pathology” 
and  “Tumors”  — efforts  supported  by  micro- 
scopic instrumentation  and  defining  major 
problems  of  disease  in  cellular  terms.  It  was 
also  Virchow  in  1847  who  started  the  world’s 
foremost  medical  Journal,  Archiv  fiir  Patho- 
logische  Anatomic,  Physiologic  und  fiir  Klin- 
ische  Medizin.  It  was  this  journal  that  car- 
ried the  principles  of  cellular  pathology  — 
the  greatest  advance  which  scientific  medi- 
cine had  made  up  to  that  time  — according 
to  William  Welch  of  Hopkins. 

The  end  of  the  19th  Century  was  domi- 
nated by  Louis  Pasteur  (1822-1895),  who  in- 
troduced the  field  of  bacteriology  into  medi- 
cine and  thereby  revolutionized  the  etiology 
of  illness  and  the  ideas  as  well  as  the  treat- 
ments of  physicians. 

Of  significance  in  the  19th  Century  was 
the  large  medical  development  in  physical 
diagnosis,  pathological  anatomy,  and  bac- 
teriology that  depended  on  new  instruments 
— the  microscope  and  stethoscope  in  par- 
ticular. In  the  20th  Century  the  scientific 
(Continued  on  page  138) 
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Mary  Edwards  Walker,  M.D.  1832-1919 


By  Seebert  J.  Goldowsky,  M.D. 


Some  years  ago,  while  searching  through 
files  of  the  Newport  (R.I.)  Mercury, =■=  of  the 
Civil  War  period,  I came  upon  the  following 
item  dated  November  7,  1863: 

“Dr.  Mary  E.  Walker,  a patriotic  lady,  who 
has  conferred  innumerable  blessings  upon  the 
sick  and  wounded  in  the  army  of  the  Potomac, 
was  last  Sunday  subjected  to  considerable  an- 
noyance in  Pittsburgh,  on  account  of  the  sin- 
gularity of  her  dress.  She  wore  pants,  mili- 
tary overcoat  and  cape,  undei-neath  which 
was  a tunic  reaching  below  the  knees.  Her 
head  dress  was  a lady’s  hat,  which  had  evi- 
dently been  some  time  in  use,  while  her  hair 
hung  neatly  behind  in  an  ordinary  net.  She 
had  on  a white  turndown  collar,  and  a neck- 
tie neatly  adjusted.  In  this  eccentric  garb, 
it  is  not  strange  that  she  became  an  object 
of  much  curiosity;  and  among  the  thousand 
and  one  surmises  as  to  who  she  was,  it  was 
rumored  that  she  was  a rebel  spy!  But  as 
soon  as  it  became  known  who  she  was,  and 
that  she  had  adopted  this  style  of  dress  be- 
cause it  better  suited  the  noble  work  in  which 
she  is  engaged,  she  was  treated  with  all  the 
courtesy  and  respect  which  were  due  to  a 
person  of  her  character  and  mission. 

“We  cut  the  above  (commented  the  Mer- 
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cury)  from  one  of  our  exchanges.  Dr.  Walker 
is  well  known  to  many  of  our  citizens.  Her 
treatment  is  in  accordance  with  the  feelings 
of  the  low  classes  of  all  communities  for  none 
but  the  lowest  would  ridicule  her  for  wearing 
the  bloomer  costume,  more  than  they  would 
the  one  whose  dress  is  pemiitted  to  trail  half 
a yard  upon  the  sidewalk.  If  the  Empress 
Eugenie  should  appear  once  in  public  with 
the  costume,  England  and  America  would  con- 
sider it  all  right  and  all  the  ladies  would 
wear  britches.” 

My  curiosity  piqued  by  this  odd  story,  I 
sought  to  learn  more  about  this  strange  lady. 
A preliminary  probe  yielded  the  following: 
Mary  Edwards  Walker,  a native  of  Oswego, 
New  York,  attended  Syracuse  Medical  Col- 
lege, from  which  she  graduated  in  1855  at 
the  age  of  22.  She  entered  the  practice  of 
medicine  in  Columbus,  Ohio,  later  removing 
to  Rome,  New  York,  where  she  remained 
until  the  outbreak  of  the  Civil  War.  She  then 
applied  for  and  received  a commission  as  as- 
sistant surgeon  with  the  rank  of  lieutenant, 
the  first  woman  to  serve  as  a medical  officer 
in  any  army  in  time  of  war.  During  the  war 
she  was  taken  prisoner  by  the  Confederate 
forces,  but  later  was  exchanged  for  a male 
officer  of  equal  rank,  again  the  first  time 
for  one  of  her  sex.  For  her  services  in  the 
army  she  received  the  Congressional  Medal 
of  Honor.  She  was  a persistent  advocate  of 
dress  reform  for  women,  and  in  fact  was 
granted  special  pei-mission  by  Congress  to 
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wear  male  attire.  She  campaigned  for  wo- 
man’s suffrage  and  for  equal  rights.  Although 
she  practiced  medicine  for  a number  of  years 
in  Washington,  D.C.,  she  spent  her  declining 
years  in  Oswego,  her  home  town,  to  which 
she  had  returned  after  an  accidental  fall  on 
the  Capitol  steps,  and  died  there  in  1919 
at  the  age  of  87.  It  was  stated  in  some  ac- 
counts that  she  had  never  mariled. 

EARLY  LIFE 

Closer  examination  revealed  that  her  life, 
always  colorful,  had  been  surrounded  by  folk- 
lore, some  of  it  a result  of  her  own  fantasies. 

Mary  Edwards  Walker  was  born  in  Oswego, 
New  York  on  November  26,  1832,  the  fifth 
daughter  of  Alvah  and  Vesta  Whitcomb 
Walker,  both  natives  of  Massachusetts.  She 
was  a direct  descendant  in  the  eighth  genera- 
tion of  Widow  Walker,  who  had  come  to 
Plymouth  Colony  before  1643  and  settled  in 
Rehoboth,  Massachusetts  about  1644.  Philip, 
the  widow’s  son,  built  a fine  home  there  in 
1676,  which  still  survives  in  an  excellent 
state  of  preservation  as  the  Deacon  Walker 
House.  Due  to  boundary  adjustments  it  is  now 
located  in  East  Providence,  Rhode  Island.  One 
of  her  father’s  maternal  grandparents  was  a 
private  in  the  Revolutionary  Amny.  On  the 
distaff  side  she  was  related  to  the  poet  James 
Whitcomb  Riley  and  to  Colonel  Robert  G. 
Ingersoll,  the  flamboyant  agnostic  orator.  One 
suspects  that  some  of  her  more  unusual  traits 
were  inherited  from  her  mother’s  connec- 
tions. 

Mary  Walker  was  a product  both  of  the 
times  in  which  she  lived  and  of  her  genetic 
endowment.  While  the  first  half  of  the  nine- 
teenth century  was  generally  a period  of  fer- 
ment, upper  New  York  State  especially  was 
a focus  of  restlessness  and  experimentation. 
The  zealous  Calvinist  revivals  of  Charles 
Grandison  Finney  swept  through  this  coun- 
try in  the  1830s,  and  followers  of  William 
Miller  in  1843-44  anxiously  awaited  the  Day 
of  Judgment.  Andrew  Jackson  Davis,  a mere 
18  years  old,  had  discourse  with  the  ghost 
of  Swedenborg  in  a graveyard  in  Poughkeep- 
sie. Reputedly  capable  of  performing  astonish- 
ing intellectual  feats  when  in  a trance,  Davis 
had  much  to  do  with  inspiring  a groundswell 
of  spiritualism.  Joseph  Smith,  founder  of  the 
Church  of  Jesus  Christ  of  Latter  Day  Saints, 
had  his  visions  in  the  neighboring  towns  of 


Fifj.  1.  Early  sketch  showing  a version  of  her 
pantsuit. 


Palmyra  and  Forsyth.  The  first  woman’s 
rights  convention  was  held  in  Seneca  Falls 
in  1848,  where  Mrs.  Amelia  Jenks  Bloomer, 
the  deputy  postmaster,  promoted  her  cele- 
brated pants.  The  women  of  Oneida  com- 
munity, which  conducted  an  early  experiment 
in  communal  marriage  and  supported  itself 
by  the  manufacture  of  silverware,  also 
adopted  a type  of  reform  dress  with  a short- 
ened skirt.  The  National  Dress  Reform  Con- 
vention was  held  at  Cortlandville,  New  York 
in  18-58.  Thus  our  heroine  was  exposed  to  a 
host  of  religious  and  cultural  activities. 

SCHOOL  TEACHER 

Mary  received  her  early  education  in  a 
school  conducted  by  her  father  on  the  family 
farm.  Although  trained  to  be  a physician, 
he  devoted  himself  mostly  to  the  school, 
which  was  the  first  free  school  in  that  part 
of  the  state.  Both  mother  and  daughter 
taught  there  for  many  years.  Mary  also  at- 
tended Falley  Seminary  at  Fulton,  New  York 
for  two  teiTns.  Her  mother,  the  daughter  of 
a school  teacher,  originated  the  custom  of 
(Continued  on  next  page) 
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Fig.  2.  In  field  uniform.  From  a painting  in  the 
Medical  Museum  of  the  Armed  Forces  Institute  of 
Pathology,  Washington,  D.C. 


decorating  schoolrooms  with  cut  flowers, 
Mary  early  acquired  from  her  father  an  am- 
bition to  study  medicine,  despite  the  prevail- 
ing prejudice  against  women  participating  in 
any  profession  except  teaching.  She  amused 
herself  by  reading  coroners’  reports  and  medi- 
cal books  borrowed  from  their  family  doctor. 
At  the  age  of  16  Mary  moved  to  New  York 
City,  where  for  several  years  she  taught 
school  to  earn  money  to  pursue  her  career. 
She  had  been  offered  financial  assistance  on 
condition  that  she  enter  the  mission  field, 
but  refused  because  it  would  limit  her  free- 
dom. As  a consequence  her  financial  struggle 
continued  for  most  of  her  life. 

MEDICAL  STUDENT 

While  women  generally  were  excluded  from 
medical  school,  Maiy  was  welcomed  to  Syra- 
cuse Medical  College  in  1853.  This  was  a small 
Eclectic  school  founded  in  1849  or  1850.  The 
Eclectics  (with  a large  E)  were  one  of  a 
host  of  “irregular”  medical  cults  spawned 
during  the  prolific  nineteenth  centuiy  and 
frowned  upon  by  the  august  authorities  of 
the  new  American  Medical  Association.  Eclec- 
tic jMedicine,  or  Botanic  Medicine  as  it  was 


also  called,  became  a school  of  medical  prac- 
tice about  1840.  Its  theorists  believed  that 
America,  a noble  country,  must  certainly 
grow  somewhere  within  its  vast  reaches 
plants  suitable  for  the  treatment  of  every 
disease  known  to  exist  within  its  borders. 
One  of  the  faithful  expressed  it  this  way: 
“Must  we  go  to  Europe  to  import  mineral 
poisons,  — Must  the  wealth  of  the  country 
be  sent  abroad  to  bring  amongst  us  the  in- 
struments of  death?  Must  we  pay  with  the 
substance  of  our  lives,  for  aching  bones  and 
ruined  constitutions?  No!  never!  The  reme- 
dies are  here ; they  are  spread  over  the  plains 
and  the  mountains  in  abundance,  they  sur- 
round every  cottage  and  bloom  round  every 
cabin  over  the  vast  and  tractless  wilderness.” 
The  Eclectic  school  was  far  ahead  of  its  times 
in  an  important  aspect  — it  welcomed  women 
and  advocated  coeducation  in  medicine. 

Syracuse  Medical  College,  not  to  be  con- 
fused with  Syracuse  University,  did  not  pros- 
per. It  gave  up  the  ghost  in  February  of 
1855.  At  the  end  of  its  last  temi,  two  stu- 
dents were  graduated  with  the  degree  of 
Doctor  of  Medicine.  One  was  a young  man 
named  Albert  E.  Miller  of  Virgil,  New  York. 
The  other,  Mary  Edwards  Walker,  was  then 
in  her  23rd  year. 

Following  graduation  Mary  practiced  brief- 
ly in  Columbus,  Ohio.  On  November  19,  1855 
she  married  Albert  Miller,  her  former  class- 
mate. With  her  husband  she  moved  to  Rome, 
New  York,  where  they  started  in  practice 
together.  How  successful  she  was  is  disputed, 
but  the  ser\dces  of  a lady  doctor  were  prob- 
ably not  much  in  demand.  That  she  was 
devoted  to  her  profession  is  not  in  doubt. 
Her  interest  in  women’s  rights  and  in  dress 
.reform,  acquired  while  she  was  teaching 
school  in  New  York,  continued  during  the 
years  of  marriage  and  practice. 

MARRIAGE 

Her  marriage  was  not  a happy  one.  She 
refused  to  allow  the  word  “obey”  to  be 
spoken  in  the  ceremony  or  to  relinquish  her 
maiden  name.  She  called  herself  Mary  E. 
Miller-Walker.  Her  dress  was  a continuing 
cause  of  domestic  strife.  Mary  bore  a child, 
but  it  died  shortly  after  birth.  Although  her 
practice  was  largely  confined  to  women  and 
children,  she  occasionally  saw  a male  patient, 
to  which  her  husband  strenuously  objected. 
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It  is  suggested  too  that  Mary  was  not  the 
only  object  of  Albert’s  attentions.  She  at- 
tempted several  times  to  obtain  a divorce, 
but  was  frustrated  by  her  husband’s  objec- 
tions, although  he  left  her  in  1859.  Because 
of  inability  to  obtain  a divorce  in  New  York 
state,  she  moved  to  Delhi,  Iowa  in  the  sum- 
mer of  1860.  After  a year’s  residence  there, 
helped  by  friends  and  the  more  liberal  di- 
vorce laws,  she  was  eventually  granted  a 
divorce  and  resumed  her  maiden  name.  She 
was  greatly  humiliated  when  her  husband 
later  filed  a countersuit  in  New  York  state. 
Her  ardent  views  concerning  rigid  divorce 
laws  were  undoubtedly  inspired  by  these  ex- 
periences. 

OUTBREAK  OF  WAR 

With  the  outbreak  of  the  Civil  War,  Mary 
eagerly  sought  to  participate  in  the  care 
of  the  sick  and  wounded.  Her  activities  dur- 
ing the  first  years  of  the  War  are  not  easily 
identifiable,  nor  in  fact  are  they  a matter 
of  official  record.  She  appears  initially  to 
have  served  in  a voluntary  capacity  and  in 
one  account  was  described  as  a “nurse”  with 
the  Union  Arniy.  In  the  fall  of  1861  she  made 
the  first  of  several  applications  to  the  War 
Department  for  a commission  as  assistant 
surgeon.  This  unprecedented  request  from  a 
female  was  quickly  denied.  She  toured  the 
various  hospitals  and  eventually  landed  at 
the  Indiana  Hospital,  which  was  located  in 
the  unfinished  upper  story  of  the  Patent 
Office  Building  in  Washington.  Since  condi- 
tions there  were  in  a sad  state,  she  went  to 
work  without  an  appointment,  carrying  out 
both  medical  and  morale  duties.  After  six 
weeks  of  this  she  resumed  her  wanderings, 
visited  various  other  hospitals,  traveled  to 
the  front,  and  once  escorted  wounded 
from  a field  hospital  in  Virginia  to 
Washington.  She  made  several  trips  to 
New  York,  on  one  occasion  remaining  long 
enough  to  annex  another  M.D.  from  a diploma 
mill  called  the  Hygeio-Therapeutic  College. 
Back  in  Washington  she  organized  a Relief 
Organization  to  look  after  women  who  were 
stranded  while  seeking  friends  or  relatives 
in  the  military  and  to  care  for  unmarried 
or  homeless  girls  whose  virtue  had  been 
sullied  by  the  troops.  She  was  usually  in  fi- 
nancial difficulties,  since  she  had  only  her 
own  meager  funds  for  support.  Once  she 


Fig.  3.  From  a photograph  in  the  National  A1 
chives,  c.  1865. 


pawned  her  watch  to  raise  money.  Mary 
later  recalled  an  incident  that  had  occurred 
in  1862  when  she  was  with  General  Ambrose 
Burnside’s  army  near  Washington.  While  on 
rounds  in  an  overcrowded  hospital,  she  found 
several  patients  burning  with  fever.  Unable 
to  obtain  bandages  or  towels  for  compresses, 
she  consulted  the  surgeon  in  charge.  He  too 
had  been  unable  to  procure  supplies  and  was 
too  frustrated  and  exhausted  to  persist.  Mary 
went  to  her  tent,  picked  out  several  of  her 
owm  nightgowns,  tore  them  into  strips,  and 
demonstrated  to  the  nurses  and  corpsmen 
how  to  apply  them  as  moist  compresses. 

PRISONER 

On  July  16,  1864  the  Newport  Mercury 
reported:  “Mrs.  Dr.  Walker  writes  thus  from 
Castle  Thunder,  Richmond,  Va. : T hope  you 
are  not  grieving  about  me  because  I am  a 
prisoner  of  war.  I am  living  in  a three  story 
brick  castle,  with  plenty  to  eat  and  a clean  bed 
to  sleep  in.  I have  a room-mate,  a young  lady 
(Continued  on  next  page) 
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Fig.  4.  From  a photograph  in  the  National  Ar- 
chives showing  Mary  Walker  in  her  Army  uniform, 
taken  just  after  the  Civil  War,  when  she  was  33 
years  old. 

about  20  years  of  age,  from  near  Corinth, 
Mississippi  ....  I am  much  happier  than  I 
might  be  in  some  relations  of  life,  where  I 
might  be  envied  by  other  ladies.  The  officers 
are  gentlemanly  and  kind,  and  it  will  not 
be  long  before  I am  exchanged.’  ” 

On  August  20  it  was  learned  that  “Mrs. 
Dr.  Mary  E.  Walker,  captured  in  Georgia 
upward  of  five  months  ago,  has  been  released 
from  Castle  Thunder,  and  goes  down  in  the 
flag  of  truce.  She  was  exchanged  as  a Sur- 
geon and  has  arrived  at  Old  Point.’’ 

What  were  the  events  leading  up  to  this 
episode?  On  January  26,  1864  Mary  arrived 
at  Chattanooga,  carrying  a letter  from  As- 
sistant Surgeon  General  Robert  C.  Wood 
recommending  her  for  an  appointment  in  the 
local  hospital.  She  requested  assignment  to 
the  52nd  Ohio  Volunteers,  so  that  she  might 
have  an  opportunity  to  cross  through  the 
enemy  lines  ostentibly  to  care  for  stricken 
civilians,  but  allegedly  to  secure  information 
on  enemy  dispositions.  Major  General  G.  H. 


Thomas,  Commanding  Officer  of  the  Depart- 
ment of  Cumberland,  approved  of  this  scheme. 

According  to  the  Reverend  Nixon  B.  Stew- 
art, historian  of  the  52nd  Ohio  Volunteers, 
she  did  little  or  nothing  for  the  sick  of  the 
regiment  and  was  thoroughly  disliked  by  the 
men,  who  suspected,  and  apparently  with 
good  reason,  that  she  was  a spy.  In  addition 
to  her  duties  with  the  troops,  and  pursuant 
to  her  orders  she  responded  to  calls  from 
stricken  natives  beyond  the  lines.  During 
these  early  forays  she  traveled  with  an  anned 
escort  and  carried  two  revolvers  in  her  saddle 
bags.  As  she  became  more  confident,  she 
traveled  alone  and  unarmed.  During  April 
of  1864  she  was  picked  up  and  arrested  as  a 
spy.  According  to  one  version  she  was  carrj^- 
ing  a bundle  of  letters  which  she  attempted 
to  send  through  the  lines  by  way  of  Confed- 
erate pickets.  The  actual  story  of  the  esca- 
pade and  her  true  mission  are  conjectural. 
She  was  taken  to  Richmond  under  military  es- 
cort and  placed  in  Castle  Thunder,  since  Libby 
Prison,  where  she  would  normally  have  been 
retained,  was  unsuitable  for  a female,  having 
only  one  room  for  prisoners.  She  was  eventu- 
ally exchanged,  amving  back  in  friendly 
hands  on  August  20. 

CONTRACT  SURGEON 

A few  days  later,  on  August  23,  General 
Thomas  telegraphed  a request  to  the  War 
Department  that  she  be  paid  as  a contract 
physician  from  March  11,  1864  to  August 
23,  1864.  This  request  was  accompanied  by 
a copy  of  Assistant  Surgeon  General  Wood’s 
letter  recommending  her  appointment  and  by 
a copy  of  the  order  of  I\Iajor  General  Dan 
McCook,  assigning  her  to  the  52nd  Ohio  In- 
fantry. The  War  Department  ruled  that  she 
had  not  received  a contract  as  Acting  As- 
sistant Surgeon,  but  rather  a nominal  ap- 
pointment merely  to  enable  her  to  get 
through  the  lines  to  gain  infonnation  from 
the  enemy.  Indorsements  indicate,  however, 
that,  after  further  coiTespondence  through 
official  channels,  the  Secretary  of  War  him- 
self on  August  25  ordered  that  she  be  paid 
as  a contract  physician.  The  records  further 
show  that  she  was  again  on  duty  under  the 
same  aiTangement  from  September  22  to 
October  4,  1864.  It  is  significant  that  she 
was  designated  “physician”  rather  than  “sur- 
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geon,”  the  latter  a military  rank.  However, 
on  October  5,  1864  she  signed  a contract  as 
Acting  Assistant  Surgeon,  United  States 
Army.  During  December  of  that  year  she 
was  known  to  have  served  as  surgeon  in  the 
female  prison  at  Louisville,  Kentucky.  The 
following  April,  as  the  war  was  coming  to 
an  end,  she  was  transferred  to  a Refugee 
Home  at  Clarksville,  Tennessee.  Her  contract 
was  terminated  on  June  15,  1865  at  her  own 
request.  A contract  surgeon  was  not  an  offi- 
cial member  of  the  armed  forces,  and  rank 
was  simulated.  She  was  paid  at  the  rate  of 
$80  per  month.  Records  in  the  War  Depart- 
ment files  indicate  that  she  had  never  been 
formally  commissioned  in  the  Army. 

CONTEMPORARY  ACCOUNT 
A communication  from  a “respectable 
source”  in  the  New  York  Medical  Journal  of 
May  1867  was  revealing: 

Cincinnati  Ohio. 

January  20th,  1867 

Editor  of  The  New  York  Medical  Journal: 

I observe  in  the  January  number  of  your 
Journal  a page  or  two  devoted  to  the  ex- 
periences of  Dr.  Mary  Walker  in  London. 
The  various  newspapers  throughout  the 
country  have,  for  the  past  year  or  two, 
contained  notices  of  this  person,  and  a 
great  degree  of  confusion  has  arisen  as  to 
her  real  merits,  her  services  in  the  army, 
and  her  position  in  the  medical  profession. 
As  I have  happened,  in  the  way  of  official 
duty,  to  learn  something  from  this  woman 
herself,  I beg  to  put  your  readers  in  pos- 
session of  my  infoiTTiation. 

My  first  observation  of  Dr.  Mary  Walker 
was  made  at  Lincoln  General  Hospital, 
Washington,  to  which  she  came,  in  some 
pretended  inspectorial  capacity,  armed  with 
a pass  from  Secretary  Stanton.  The  par- 
ticular function  intrusted  to  Mary  Walker 
seemed  to  be  that  of  spy  and  infonner;  at 
all  events,  she  pretended  to  have  power 
to  obtain  redress  of  grievances,  and  indus- 
triously set  about  hearing  and  contriving 
them.  At  this  period,  she  was  dressed  in 
that  hybrid  costume  which  has  since  be- 
come so  notorious. 

My  next  encounter  with  Miss  Walker 
was  at  Chattanooga.  She  was  sent  out  by 
the  War  Department,  through  Acting  Sur- 
geon General  Barnes,  to  Assistant  Sur- 


geon-General Wood,  at  Louisville.  Dr. 
Wood,  it  is  to  be  presumed,  under  instruc- 
tions from  Washington,  sent  her  forward 
with  orders  to  report  to  Surgeon  Perin, 
Medical  Director  of  the  AiTny  of  the  Cum- 
berland. She  presented  herself  to  Dr.  Perin 
and  demanded  employment  as  a Medical 
Officer.  He  was  not  a little  astonished  at 
the  apparition,  and,  1 may  add  — I trust 
without  damaging  his  reputation  with  the 
powers  that  be  — indignant  that  the  lives 
of  sick  and  wounded  men  should  be  in- 
trusted to  such  a medical  monstrosity.  Be- 
fore assigning  her  to  duty,  which  he  re- 
solved not  to  do,  he  ordered  a medical 
board  to  examine  into  her  qualifications,  as 
a justification  for  his  decision.  I was  a 
member  of  that  Board.  Dr.  Walker  pre- 
sented herself  for  examination,  with  a little 
feminine  tremor  and  confusion,  and  before 
settling  down  to  the  graver  business  of 
medical  examination,  tried  to  propitiate  us 
and  secure  a favorable  report,  so  that  we 
might  take  it  for  granted  she  possessed 
the  requisite  knowledge.  She  betrayed  such 
utter  ignorance  of  any  subject  in  the  w'hole 
range  of  medical  science,  that  we  found 
it  a difficult  matter  to  conduct  an  examina- 
tion. The  Board  unanimously  reported  that 
she  had  no  more  medical  knowledge  than 
any  ordinary  housewife,  that  she  was,  of 
course,  entirely  unfit  for  the  position  of 
medical  officer,  and  that  she  might  be 
made  useful  as  a nurse  in  one  of  the  hos- 
pitals. 

During  the  examination,  we  learned 
various  particulars  of  her  history,  which 
I forbear  to  mention.  She  had  a diploma, 
she  said  — we  did  not  see  it  — from  a 
“hydropathic  institution”  at  Geneva,  N.Y. 
(rather  an  “eclectic  institution”  at  Syra- 
cuse, N.Y.,  an  excusable  error  on  his  part 
after  a lapse  of  three  years).  She  had  never 
been,  so  far  as  we  could  learn,  within  the 
walls  of  a medical  college  or  hospital,  for 
the  purpose  of  obtaining  a medical  educa- 
tion. 

The  spectacle  was  both  ludicrous  and  sad. 
Her  pretension,  her  ignorance,  her  sex,  her 
unprotected  situation,  all  appealed  strongly 
to  our  sympathies,  and  we  treated  her  with 
utmost  delicacy  and  consideration.  How 
(Continued  on  next  page) 
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little  ground  there  was  for  our  feelings 
of  sympathy  will  appear  in  the  sequel.  In 
a day  or  two  after  the  examination,  she 
was  assigned  to  a hospital  as  a nurse,  but 
had  not  entered  upon  her  duties,  when  an 
order  came  from  Department  Headquar- 
ters, sending  her  to  the  extreme  front! 
We  learned,  in  a few  days,  that  she  was 
riding  about  the  outposts,  and  when  riding 
alone,  one  day,  she  ventured  too  far,  and 
was  captured  and  forwarded  to  Richmond, 
being  treated  with  considerable  rigor,  not- 
withstanding her  sex  and  her  claim  to  the 
privilege  of  a medical  officer. 

It  appeared  subsequently  that  this  was 
the  design.  She  was  intended  as  a spy, 
and  went  forward  to  be  captured.  It  was 
supposed  that  her  sex  and  profession  would 
procure  her  greater  liberties  and  wider  op- 
portunities for  observation  than  were  at 
all  possible  to  other  prisoners.  The  medical 
staff  of  the  aimy  was  made  the  blind  for 
the  execution  of  this  profound  piece  of 
strategy  by  the  War  Office  — another  in- 
stance of  the  esteem  in  which  medical  of- 
ficers were  held  by  the  Hon.  Secretary  of 
War. 

Roberts  Bartholow, 

Late  Assistant-Surgeon 
(Captain)  U.S.A. 

During  her  quasi-military  career  IMary  af- 
fected attire  similar  to  that  of  the  officers 
with  whom  she  associated.  Her  uniform  of 
Union  blue,  consisted  of  trousers  with  gold 
stripe,  a blouse-like  jacket  with  a loose  collar, 
broad-brimmed  black  felt  hat  with  the  usual 
gold  cord  and,  in  the  winter,  a regulation 
army  overcoat.  She  wore  her  hair  in  long 
curls  and  was  described  as  “pretty.” 
PENSION 

Shortly  after  the  War  she  was  reported 
to  have  received  the  Congressional  Medal  of 
Honor,  an  exaggeration  of  the  facts.  Because 
of  her  almost  unique  experiences  during  the 
conflict.  Congress  awarded  a bronze  medal, 
which  she  continued  to  wear  for  the  rest  of 
her  life.  The  reverse  of  the  medal  carried  the 
legend:  “Presented  by  the  Congress  of  the 
United  States  to  Mary  E.  Walker,  A. A.  Sur- 
geon, U.S.  Army.”  The  Board  of  Medal 
Awards,  however,  was  obliged  in  February 
1917  to  remove  her  name  from  the  official 
list,  because  no  grounds  for  the  award  could 


be  found  in  the  \^Tir  Department  archives. 
Unfazed  by  this,  she  was  never  without  the 
medal  during  the  remaining  years,  wearing 
it  on  the  lapel  of  her  tunic  or  frock  coat.  She 
succeeded  in  1874  in  wangling  a small  gov- 
ernment pension  of  $8.50  a month,  later  in- 
creased to  $20. 

At  the  end  of  the  war  she  settled  briefly 
in  New  York  City,  where  she  engaged  in 
newspaper  work  with  a New  York  City  daily. 
She  is  said  to  have  been  one  of  the  first 
woman  reporters  in  America.  Tiring  of  this 
activity,  she  returned  to  Washington  and  en- 
tered private  practice. 

TRAVEL 

During  most  of  her  years  Mary’s  prolific 
mind  teemed  with  projects.  In  the  fall  of 
1866  she  made  an  extended  tour  of  the  British 
Isles  and  France  with  Doctor  Susannah  Way 
Dodds  of  St.  Louis,  visited  hospitals  and  mu- 
seums, and  lectured.  At  a meeting  of  the  So- 
ciety for  the  Promotion  of  Social  Science  in 
Manchester,  she  read  papers  on  capital  pun- 
ishment, woman’s  suffrage,  dress  refonn, 
and  the  prevention  of  infanticide.  She  lec- 
tured in  London  alone  more  than  30  times. 
One  of  the  high  spots  was  a lecture  at  St. 
James’  Hall  in  London  on  “The  Experiences 
of  a Female  Physician  in  College,  Private 
Practice  and  in  the  Federal  Anny.”  The  re- 
views were  less  than  enthusiastic.  Accord- 
ing to  one  English  journal:  “Her  dress  was 
a long  dark  cloth  tumc,  reaching  nearly  to 
the  knees,  fitting  closely  to  the  figure  above 
and  expanding  below,  open  to  a certain  extent 
in  front,  so  as  to  disclose  an  inner  garment, 
which  we  dare  not  attempt  to  name,  but 
which  seiwed  the  purpose  of  a waistcoat  and 
carried  a watch  and  chain  disposed  as  is  usual 
among  men.  Dark  trousers  (‘pantelettes,’  she 
called  them)  and  boots  like  those  ordinarily 
Avorn  by  the  male  sex  completed  the  essentials 
of  her  costume.  She  had,  besides,  a little 
wreath  of  dark  green  leaves  upon  her  hair, 
a turn-down  collar  and  neckerchief,  whilst 
shirt-wristbands  peeped  from  her  sleeves  and 
partially  concealed  the  white  kid  gloves  upon 
her  hands.  She  wore  an  order  given  her  by 
the  United  States  Government.  She  described 
her  own  costume  as  a ‘physiological  dress 
with  moral  bearings’  ....  We  cannot  say 
much  for  her  lecture.” 

She  was  presented  to  Queen  Victoria,  but 
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even  in  the  presence  of  that  stalwart  of  pro- 
priety she  appeared  in  a pantsuit,  although 
an  elegant  one  of  black  silk  trimmed  with 
black  velvet.  After  a visit  in  the  summer  of 
1867  to  the  great  Paris  Exposition,  she  re- 
turned home  later  that  year. 

PUBLICATIONS 

During  her  lifetime  she  published  two 
books  expounding  her  views  on  a great  vari- 
ety of  subjects.  The  first,  published  in  1871, 
was  titled  Hit,  the  meaning  of  which  is  to- 
tally obscure.  Her  style  was  vigorous,  but 
florid.  In  the  preface  of  Hit  she  quotes  from 
a phrenological  analysis  of  herself  by  S.  R. 
Wells  which  appeared  in  the  Phrenological 
Journal  of  New  York  City.  Among  her  quali- 
ties he  mentioned  great  activity  and  energy, 
good  looks,  kindness,  constructiveness  and 
inventiveness,  missionary  spirit,  a religious 
disposition  (though  not  narrow  or  sectarian), 
warm-heartedness,  great  tenacity  of  life, 
fondness  for  fun  and  music,  and  the  ability 
to  reason  well.  Her  cranial  bumps  revealed 
more  than  met  the  eye  of  the  uninitiated,  but 
Mary  found  the  analysis  agreeable  and  accu- 
rate, as  she  accepted  phrenology  as  a credible 
science. 

On  love  and  marriage  she  advocated  that 
men  and  women  enter  the  marriage  contract 
as  equal  partners.  The  individuality  of  the 
female  spouse  must  be  carefully  protected, 
including  the  privilege  of  keeping  her  maiden 
name.  Divorce  should  be  readily  available  to 
facilitate  dissolution  of  intolerable  marriages. 
Love  cannot  exist  without  respect,  or  respect 
without  implicit  confidence.  She  was  emi- 
nently fair  to  the  male  partner:  “Let  men 
and  women  stand  as  equals.  We  believe  in 
men’s  rights  as  well  as  women’s,  and  if  there 
are  any  advantages  to  be  gained  by  the  titles 
of  marriage,  let  men  share  them  as  well  as 
women.” 

She  was  against  tobacco  and  rum.  “To- 
bacco,” she  wrote,  “poisons  the  happiness 
of  domestic  life.”  On  alcohol:  “The  beauties 
of  Total  Abstinence  are  so  plain  . . . that 
it  is  really  surprising  that  there  should  be 
any  necessity  for  ever  (writing)  upon  the 
subject.”  On  woman’s  suffrage:  “God  has 
given  to  woman  j ust  as  defined  and  important 
rights  of  individuality  as  He  has  to  man; 
and  any  man-made  laws  that  deprive  her  of 
any  rights  or  privileges,  that  are  enjoyed  by 


himself,  are  usurpations  of  power.”  On  labor 
reform:  “Away  in  the  future,  the  people  of 
the  day  will  charge  the  great  land-owners, 
:md  stock-owners,  and  great  everybodies, 
with  selfishness  unparalleled,  when  they  read 
that  many  fathers  never  saw  any  of  theii' 
children  by  daylight,  except  on  Sunday,  as 
they  were  all  day  at  work  in  factories,  mines, 
and  railroads  and  that  many  husbands  and 
fathers  never  saw  their  wives  and  children 
in  the  beautiful  light  of  day,  because  they 
were  so  weary  on  Sundays  . . . that  they 
could  not  keep  their  own  eyes  open  to  look 
at  them.”  On  religion:  “As  there  is  some- 
thing good  in  all  Religious  beliefs  there 
should  be  quiet  toleration  towards  all  who 
represent  the  various  forms  or  ceremonies 
that  are  connected  with  worship.” 

DRESS  REFORM 

Women’s  dress  reform,  with  which  she  was 
preoccupied  most  of  her  life,  is  discussed  in 
great  detail.  Scarcely  a woman  could  be  found 
old  enough  to  marry  who  was  not  afflicted 
by  some  ailment  produced  by  the  constric- 
tions of  her  clothing,  especially  that  accursed 
laced  corset.  Even  a horse,  she  proclaimed, 
would  not  be  expected  to  tolerate  the  torture 
of  an  uncomfortable  harness.  She  listed  three 
basic  principles  of  the  American  Dress  Re- 
form Movement:  1.  perfect  freedom  of  mo- 
tion, 2.  equal  distribution  of  clothing,  and  3. 
an  arrangement  requii'ing  the  least  possible 
expenditure  of  energy  in  “carrying  it  about.” 
Her  specifications  are  explicit: 

“The  linen  is  made  with  high  neck  and 
loose  waist,  and  whole  drawers,  and  long 
sleeves  with  wristbands  attached ; thus  mak- 
ing a complete  undersuit  in  one  garment. 
The  drawers  are  folded  over  the  ankles  and 
the  stockings  arranged  without  elastic  or 
other  bands,  or  any  troublesome  or  injurious 
arrangement,  most  of  which  impede  the  cir- 
culation and  produce  varicose  veins,  and 
weariness  in  walking. 

“The  pants  are  made  like  men’s  and  are 
either  buttoned  to  the  waist  of  the  undersuit 
or  are  arranged  with  the  usual  suspenders. 
The  dress  is  made  to  hang  free  of  the  body, 
the  waist  and  skirt  of  one  piece  like  a sack- 
coat,  and  falling  to  the  knees;  thus  prevent- 
ing it  being  stepped  upon  while  descending 
the  stairs,  or  of  becoming  soiled  in  rainy 
(Continued  on  next  page) 
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days  but  principally  because  of  a needed  re- 
lief to  women  from  its  shortness.  Thus,  for 
general  wear  but  three  garments  are  re- 
quired .... 

“Woolen  and  canton  flannel,  and  silk  may 
be  made  the  same  as  ordinary  linen  under- 
suits . . . when  the  season  makes  more  cloth- 
ing necessary.” 

SEX 

Her  second  literary  offering,  which  ap- 
peared in  1878,  had  a puzzling  title:  Un- 
masked, or  the  Science  of  Immorality;  to 
(ientlemen;  By  a Woman  Physician  and  Sur- 
geon. She  covered  much  of  the  same  ground 
as  in  Hit,  but  in  addition  discussed  at  con- 
siderable length  and  with  great  frankness 
the  problems  of  sex,  which  at  that  time  were 
rarely  mentioned  outside  of  medical  texts. 
She  deplored  the  manner  in  which  males 
learned  about  sex  — usually  by  word  of 
mouth  from  older  boys  to  their  younger  play- 
mates — information  often  “filled  with  the 
grossest  ei'rors.”  She  discussed  seduction  and 
infidelity  in  marriage.  Men  assumed  it  was 
proper  to  have  sexual  relations  with  women 
outside  of  marriage,  an  immoral  assumption 
which  she  deplored.  Men  who  had  sexual 
relations  with  the  “vile”  injured  their  nerv- 
ous systems  and  transmitted  the  effects  to 
their  children,  who  were  born  sickly  and 
subject  to  disease.  Although  the  treponema 
was  not  discovered  until  190.5,  she  maintained 
in  1878  that  syphilis  could  be  transmitted 
to  children  and  adults  by  kissing.  She  argued 
that  men  overemphasized  the  hymen  as  proof 
of  virginity  and  cited  cases  of  pregnant  girls 
with  intact  hymen.  Her  views,  though  not 
always  technically  sound,  were  remarkably 
enlightened. 

MALE  ATTIRE 

In  later  years  she  adopted  attire  which  was 
more  conventionally  male,  appearing  in  full 
evening  dress  or  frock  coat  with  starched 
shirt  and  collar  and  a high  silk  hat,  a retreat 
from  her  earlier  principles.  Her  hair,  which 
she  had  once  worn  in  curls,  was  cut  in  a 
boyish  style.  Because  of  her  dress,  she  was 
the  object  of  jokes  and  ribald  humor.  Women 
made  faces  at  her  and  boys  threw  eggs.  She 
was  arrested  a number  of  times  for  mas- 
querading in  men’s  clothing.  She  would  ex- 
tricate herself  from  the  law  by  displaying 
a paper  which  she  said  certified  that  Con- 


gress had  given  her  exclusive  permission  to 
wear  men’s  clothing.  However,  the  Congres- 
sional Record  is  silent  on  the  matter.  In  later 
more  tolerant  years,  as  she  walked  the 
streets,  she  appeared  to  be  a slender,  long- 
haired, ungainly,  dapper  old  man.  On  closer 
inspection  she  emerged  as  an  old  woman. 
She  had  been  in  her  day  a very  attractive, 
possibly  beautiful  girl  and  a handsome 
woman. 

WOMAN'S  SUFFRAGE 

Although  she  was  an  ardent  advocate  of 
woman’s  suffrage,  she  disliked  the  extreme 
behavior  of  the  suffragettes.  They  in  turn 
1‘esented  her  as  a peculiar  aberration.  In  some 
respects  her  philosophy  was  unique  and  in- 
genious. She  believed  that  the  equality  of 
women  was  an  inherent  and  inalienable  right. 
Since  the  Constitution  was  silent  on  the  mat- 
ter, women  had  the  right,  she  maintained, 
to  vote  without  the  unwieldly  device  of  a 
Constitutional  amendment.  At  a woman’s 
suffrage  convention  at  Oswego  in  1901  she 
was  ejected  from  the  premises  for  dis- 
tributing circulars  advising  women  not  to 
contribute  to  the  cause.  She  attacked  the 
militant  leader,  Susan  B.  Anthony,  claiming 
that  women  already  had  the  right  to  vote 
and  that  an  amendment,  therefore,  was  su- 
perfluous. She  once  attempted  unsuccess- 
fully to  cast  a ballot  in  an  election. 

She  was  active  in  the  cause  as  late  as  1915. 
In  December  of  that  year  she  appeared  be- 
fore a Senate  committee  to  present  her  views, 
but  was  refused  permission  to  testify  on  the 
ground  that  she  did  not  represent  an  organi- 
zation. She  took  credit,  probably  with  some 
justification,  for  the  adoption  by  several 
states  of  woman’s  suffrage  laws. 

CAUSES 

Her  name  is  associated  with  a number  of 
other  causes  and  innovations.  The  peculiar 
election  of  United  States  senators,  a reform 
which  she  had  strongly  advocated,  was 
adopted  during  her  lifetime.  She  probably 
invented  the  inside  neck-band  on  men’s  shirts, 
which  protected  the  skin  from  the  collar 
button  — now  outmoded  by  the  attached 
collar.  She  successfully  advocated  the  adop- 
tion of  the  postal  card  receipt  for  registered 
mail.  She  suggested  improved  methods  for 
handling  third  class  mail  and  secured  pas- 
( Continued  on  page  140) 
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Ninety 


By  A Man  Who  Has  Reached  It 


By  Harold  G.  Calder,  M.D. 


It’s  now  1971  — 90  years  after  my  birth 
in  1881. 

I once  heard  Doctor  Paul  Dudley  White 
say  that  he  thought  the  ideal  age  for  a man 
was  90  years,  terminated  by  a massive 
coronary  occlusion  while  he  still  had  his  fac- 
ulties. Most  of  my  young  friends  ask  me 
what  my  secret  of  longevity  is,  and  I find 
it  impossible  to  answer  in  a few  words.  So 
it  has  occurred  to  me  that  I might  utilize 
some  of  my  excessive  spare  time  and  write 
down  the  various  elements  in  my  life  that 
seem  to  have  some  significance.  There  is  no 
thought  that  what  I write  deserves  publica- 
tion, partly  because  one  man’s  experience 
has  little  or  no  scientific  value,  but  mainly 
because  my  career,  although  successful  in 
some  ways,  is  too  lacking  in  distinction  to 
make  for  general  interest.  Old  men  like  to 
“dream  dreams”  and  live  in  the  past,  and 
I suppose  that  is  the  main  reason  I’m  doing 
this. 

HEREDITY 

Every  living  thing  has  a built-in  inherited 
time-table.  The  rates  of  growth,  age  to  ma- 
turity, and  dissolution  are  genetically  deter- 
mined. We  get  our  genes  through  our  parents 
of  course,  but  indirectly  from  our  great- 
great-grandparents.  In  order  to  live  to  be  90, 
you  must  have  a few  old  ones  on  both  sides 
of  your  family.  My  great-grandfather  was 
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born  in  1762  and  was  an  officer  in  the  Revo- 
lutionary Army.  He  was  past  60  when  his 
second  wife  gave  birth  to  my  grandmother. 
A great-grandfather  had  a house  where 
Brown  University  dormitories  are  now,  and 
his  vegetable  garden  was  his  pride  and  joy. 
When  he  was  nearly  90,  the  residents  of  the 
East  Side  could  see  him  on  any  nice  summer 
morning  trundling  a wheelbarrow  along  the 
streets  to  pick  up  horse  manure  for  fertilizer. 
My  maternal  great-grandmother  lived  to  her 
mid  90s.  I would  guess  that  I had  about  one 
chance  in  20  of  reaching  90.  The  young  of 
today  should  have  a better  chance  of  sur- 
viving, because  many  of  the  causes  of  early 
death  have  been  removed.  Typhoid,  smallpox, 
pneumonia,  and  other  infections  ended  many 
lives  which  might  have  reached  90. 

THE  FIRST  FIFTEEN  YEARS 

It  can  be  proved  with  any  animal  that 
overfeeding  in  infancy,  while  it  increases 
gi'owth,  shortens  life  to  some  extent.  The 
same  is  true  of  the  human  animal.  When  I 
was  born,  and  for  years  after,  all  babies  were 
breast  fed  and  were  weaned  only  when  the 
breast  failed.  Nothing  but  the  breast  or 
bottle  was  given  until  the  baby  was  about 
one  year  old.  Nowadays  babies  are  fed  cow’s 
milk,  cereal,  meats,  vegetables,  and  fruits 
starting  at  one  to  three  months.  I admit  that 
babies  seem  to  cry  less,  but  I wonder  how 
many  will  have  heart  attacks  in  their  30s 
and  40s. 

I was  blessed  with  two  ideal  parents,  to 
(Continued  on  next  page) 
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whom  1 was  always  devoted.  Children  brought 
up  and  controlled  by  love  do  better  than  if 
governed  by  discipline.  I can’t  remember 
being  “spanked.”  Overeating  was  the  custom 
of  the  times.  Nearly  every  successful  man 
had  a big  paunch  on  which  rested  a heavy 
gold  watch  chain.  We  children  had  a heavy 
breakfast  of  meat,  egg,  or  fish  and  fried  (in 
deep  fat)  corn  or  rye  cakes,  a heavy  dinner 
at  noon,  and  a substantial  supper  with  pud- 
dings, pies,  and  cake  galore.  My  two  brothers 
died  with  coronaries  at  56  and  61  and  my 
sister  at  65. 

Why  did  I survive?  I think  mainly  because 
I was  so  much  more  physically  active  than 
they  were.  There  were  three  of  us  who  were 
always  together,  Ralph,  Ned,  and  I.  We  were 
never  quiet.  We  were  inside  only  if  in  school 
or  when  it  rained  hard.  The  fire  bells  on 
each  fire  station  rang  out  at  8:30  P.M.,  and 
that  was  the  unofficial  curfew.  We  all  went 
home  and  quickly  to  bed.  I remember,  when 
I was  17,  being  invited  to  some  kind  of  a 
party  given  by  a girls’  club  called  the  “Busy 
Bees.”  They  were  spending  the  weekend  at 
one  of  the  members’  homes.  On  the  wall  was 
a list  of  house  rules.  One  was  that  all  lights 
should  be  out  and  all  in  bed  at  10  P.M.  I 
couldn’t  see  why  any  one  should  stay  up 
after  9 P.M.  My  parents  were  never  up  after 
10  P.M. 

We  played  a lot  of  games  that  seem  now 
to  be  out  of  fashion.  “Shinny”  played  in  the 
street  with  homemade  polo  sticks  and  a lump 
of  coal  for  a puck  was  a favorite.  “Slips,” 
something  like  “hare  and  hounds”  and  in- 
volving a great  deal  of  running,  was  another. 
In  season  we  flew  kites,  pitched  marbles, 
played  “peggy,”  spun  tops,  played  ball,  and 
fished. 

None  of  us  had  an  “allowance.”  We  had 
to  earn  our  spending  money.  Cleaning  cellars, 
chopping  wood,  shoveling  snow,  and  picking 
fruit  were  common  sources  of  pocket  money. 
In  the  summer  we  sometimes  made  a kind  of 
milk  sherbet  containing  milk,  water,  lemon 
juice,  and  sugar,  which  we  froze  in  an  old 
household  freezer  and  peddled  at  five  cents 
a cup  on  the  main  street. 

In  the  winter  we  skated  and  coasted  or 
got  rides  on  our  sleds  behind  a grocer’s  de- 
livery sled.  After  the  first  snow  the  wagons 
were  put  up  in  storage  until  spring.  The 


streets  were  nevei-  plowed  or  cleaned.  When 
I was  nine  we  started  spending  the  summers 
at  Shawomet  Beach  on  Narragansett  Bay.  I 
spent  my  time  sailing,  clamming,  fishing, 
playing  tennis  and  ball,  rowing,  and  swim- 
ming. Clamming  became  my  chief  source  of 
revenue,  and  I had  a good  business  at  five 
cents  a quart.  Ralph  and  I usually  had  a 
project  to  work  on  during  the  winter  when 
there  was  nothing  more  important  to  do.  One 
year  we  built  a canvas-covered  canoe,  but  it 
was  never  used  as  it  proved  to  be  too  un- 
stable. Another  year  we  built  the  largest  of  all 
kites.  It  was  taller  than  we  were,  and  we  ob- 
tained some  heavy  cord  which  we  wound  on 
an  old  broomstick.  This,  too,  turned  out  badly 
as  it  pulled  along  the  ground  until  the  cord 
broke  and  our  kite  disappeared  forever.  We 
did  learn  a lesson  from  all  this  — that  an- 
ticipation, planning,  and  accomplishment 
v/ere  more  enjoyable  than  possession. 

It  may  be  that  there  is  a connection  be- 
tween a very  active  boyhood  and  a long  life, 
because  my  old  chum  Ralph  Bangs  recently 
died  at  age  90. 

FIFTEEN  TO  THIRTY 

It  is  convenient  to  divide  life  into  periods 
of  15  years.  The  first  are  the  growth  years. 
During  the  second,  one  reaches  his  physical 
peak,  his  memory  peak,  and  his  virility  peak. 
They  should  be  devoted  to  education,  train- 
ing, and  a choice  of  career.  Almost  all  animals 
live  about  six  times  the  time  it  requires  to 
reach  puberty.  Therefore,  the  late  bloomer 
should  live  longer  than  the  boy  who  reaches 
puberty  at  12  or  13.  I belonged  to  that  cate- 
gory and  sang  soprano  with  the  girls  all 
through  high  school.  I graduated  at  16  and 
my  voice  was  just  starting  to  change;  I had 
never  had  a “date” ; no  girl  had  ever  tempted 
me  or  wanted  to.  When  I entered  Brown  in 
1898,  I had  grown  to  5’6”  and  weighed  125 
pounds.  This  slow  development  had  the  ad- 
vantage of  making  me  put  all  my  energy 
into  study  with  no  outside  distractions.  Col- 
lege was  then  a great  privilege,  not  a near 
necessity.  About  half  of  us  were  working 
part  of  the  time,  and  you  really  appreciate 
more  what  you  have  to  earn.  I taught  night- 
school,  read  gas  meters,  and  cared  for  a 
summer  casino.  There  was  no  spare  time  for 
foolishness. 
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My  plans  for  the  future  were  mixed  and 
undecided,  but  I always  had  a leaning  toward 
medicine.  However,  after  graduation  I started 
to  work  as  a clerk  in  a bank.  I remember 
talking  seriously  to  a friend  one  morning, 
and  he  advised  me  to  do  what  I had  planned, 
to  study  medicine.  My  parents  were  agree- 
able. Haiward  accepted  me  without  any 
doubts  because  of  my  good  scholastic  record, 
but  in  those  days  rarely  was  a qualified  stu- 
dent rejected.  Then  again  I found  a perfect 
roommate  for  my  first  life  away  from  my 
family.  Mel  Otis  was  a perfect  man  in  every 
way.  All  my  life  I have  been  fortunate  in 
my  friends.  If  I was  ever  tempted  in  the 
least  to  depart  from  the  straight  and  narrow 
someone  always  held  me  back.  Our  characters 
are  fairly  well  fonned  at  the  age  of  five. 
After  that  your  companions  have  more  than 
anything  else  to  do  with  your  development. 
I am  grateful  to  all  my  friends  past  and  pres- 
ent; any  success  I have  had  and  my  way  of 
life  itself  ai’e  partly  due  to  their  influence. 

A happy  life  is  apt  to  be  a long  one.  It 
is  important  to  decide  by  20  what  your  career 
is  to  be.  It  is  much  easier  to  work  toward  a 
definite  goal.  Without  this  aim,  a man  is  apt 
to  become  a “drifter,”  insecure,  emotionally 
unstable,  liable  to  bad  habits,  and  never 
happy.  This  type  of  young  man  is  likely  to 
be  the  drug  addict,  the  alcoholic,  the  crim- 
inal, types  which  seem  to  be  getting  more 
common.  It  is  quite  likely  that  this  increase 
is  more  apparent  than  real,  because  of  the 
excessive  publicity  they  are  receiving.  I can- 
not stress  too  firmly  that  the  possession  of 
a definite  aim  is  essential  to  a long  happy 
life.  For  one  thing,  it  encourages  hard  work. 
Most  of  the  troubles  of  the  young  men  from 
15  to  23  are  due  to  bad  companions,  boredom, 
and  idleness.  The  drifter  is  doomed  in  our 
competitive  society. 

THIRTY  TO  FORTY-FIVE 

These  are  the  creative  years.  If  you  don’t 
accomplish  something,  then  you  are  not  apt 
to  do  so  in  late  life.  Our  memorizing  ability 
reaches  its  peak  at  20,  but  our  brain  power 
gets  to  peak  at  30  and  continues  until  45 
without  lessening.  There  is  danger  in  too 
great  a success  with  a risk  of  too  much  night 
life,  overeating  and  overdrinking,  and  temp- 
tation by  predator  females.  It  is  just  as  well 
to  live  simply,  get  enough  rest,  avoid  too 


much  tension.  If  you  steer  clear  of  the  “fast” 
crowd,  you  will  live  longer  and  be  a better 
father.  Happiness,  which  we  all  pursue,  is 
never  a matter  of  sensual  pleasures,  but  a 
state  of  the  Soul.  You  should  be  married 
during  your  20s.  Your  choice  of  wife  means 
so  much  to  your  happiness  and  health  that 
I shall  insert  next  some  ideas  about  sex  in 
general. 

SEX 

Man  is  an  animal  and  has  all  the  inherited 
characteristics  of  animals.  Our  emotional 
equipment  is  born  in  us,  but  its  control  de- 
pends upon  environment,  training,  individual 
effort,  and  desire.  The  reproductive  power 
of  the  male  is  enonnous.  In  a week  a virile 
man  can  produce  some  three  billion  sperm 
cells,  each  one  of  which  has  independent 
power  of  motion  and  the  ability  to  fertilize 
an  ovum  and  start  a new  human  being.  That 
represents  a lot  of  energy.  I know  of  no  data 
that  prove  that  sexual  excesses  shorten  life, 
but  I believe  it  may  be  true.  If  a man  is  aim- 
ing at  90,  he  should  restrict  his  sexual  ex- 
periences. In  no  other  function  does  habit 
play  as  great  a part.  The  young  man  will  do 
well  if  he  expends  his  energy  in  exercise, 
sports,  and  study.  There  is  no  evidence  that 
sexual  activity  is  at  all  necessary  to  health; 
quite  the  contrary.  The  old-fashioned  moral 
code  is  still  the  best  basis  for  a long  and 
happy  life.  Pick  out  a girl  who  should  make 
a good  helpmate  and  mother  on  the  basis  of 
character  and  intelligence.  She  should  look 
beautiful  and  appeal  physically,  but  beauty 
is  a poor  basis  for  marriage. 

You  will  probably  be  a little  in  love  with 
a dozen  girls  before  you  find  one  you  really 
want  to  marry.  Don’t  get  too  involved  before 
that,  or  you  may  find  yourself  committed 
against  your  best  judgment.  In  my  college 
days  a man  who  gave  too  much  attention  to 
girls  was  called  a “fusser”  and  was  looked 
down  upon.  All  my  friends  who  lived  long 
lives  were  one-woman  men. 

The  first  few  weeks  after  marriage  re- 
semble the  experience  of  a boy  let  loose  in 
a candy  shop  and  like  that  quickly  bring 
surfeit.  Settling  down  to  a quiet  reasonable 
sex  life  is  the  best  guarantee  of  a good  life. 
Promiscuity  before  or  after  marriage  can  only 
harm  the  offender.  The  new  sexual  liberation 
(Continued  on  next  page) 
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and  scrapping  of  the  old  ethical  code  can 
bring  only  grief  in  the  long  run.  A life  de- 
voted to  the  pursuit  of  sensual  pleasure  will 
be  a short  one  and  should  not  appeal  to  a 
man  seeking  the  rewards  and  serenity  of 
old  age. 

A wife  can  make  or  break  a man.  We  all 
know  that ; examples  are  common  enough. 
i\Iuch  of  my  success  in  life  and  my  long  sur- 
vival are  due  to  the  wife  I enjoyed.  I picked 
out  a student  nurse  from  New  Brunswick, 
first  because  she  was  pretty  and  jolly  — but 
I married  her  because  she  was  intelligent, 
courageous,  and  good-natured.  She  had  the 
sense  of  humor  that  makes  so  much  for  men- 
tal health.  Nothing  adds  zest  to  life,  and 
stimulates  your  whole  system  like  a good 
hearty  laugh.  She  picked  out  an  old  farm 
in  the  country  for  our  summer  home,  and 
for  about  40  years  I slept  on  the  sleeping 
porch,  worked  in  the  yard,  and  breathed 
the  good,  unpolluted  air.  I am  sure  that  these 
lively  summers  gave  me  added  strength  and 
vitality.  The  hours  we  spent  picking  blue- 
berries I shall  never  forget.  Not  only  was 
that  good  exercise,  but  when  you  get  back 
to  nature  all  your  troubles  and  tensions  melt 
away.  We  were  together  as  one  being  for  45 
years.  Occasionally  she  returns  in  a dream, 
even  now,  16  years  later.  Widowhood  is 
rather  peaceful,  but  very  lonely. 

FORTY-FIVE  TO  SIXTY 

The  years  45  to  60  are  the  executive  years. 
More  responsibility  is  loaded  on  your  shoul- 
ders. You  are  chief  of  staff,  executive  vice 
president,  cashier,  manager,  chairman  of  im- 
portant committees.  If  you  want  to  come 
through  them  safely  you  must  leam  how  to 
meet  pressure  without  worry  and  how  to 
function  without  tensions.  Learn  to  relax, 
don’t  get  involved  in  too  much  social  activity, 
and  don’t  attempt  more  than  you  should. 
Many  executives  in  this  age  group  suffer 
from  peptic  ulcers,  high  blood  pressure,  coro- 
nary disease.  It  is  not  the  hard  work  that 
harms  as  much  as  the  tension,  and  this  is 
frequently  aggravated  by  cigarettes,  caffein, 
and  alcohol.  Tranquilizers  are  rarely  indi- 
cated, though  often  prescribed.  They  don’t 
increase  your  chances  of  reaching  90,  but  in 
all  probability  will  lessen  them. 

FOOD 

The  association  between  food  and  age  has 


become  well  known.  Excessive  eating  prob- 
ably shortens  life  more  than  any  one  thing. 
That  is  the  penalty  of  living  in  a country 
of  abundance.  Like  any  animal,  man  cannot 
refuse  to  stuff  himself  when  he  can  find 
it  in  front  of  him.  It  is  not  so  much  a matter 
of  the  amount  of  food  as  the  amount  of  food 
in  relation  to  the  amount  of  physical  work 
or  exercise.  Fanners,  mailmen,  and  the  like 
rarely  get  coronary  disease  early  in  life.  The 
Irishmen  in  Boston  who  ate  more  and  worked 
less  had  much  more  coronary  disease  than 
did  their  brothers  and  cousins  in  Ireland. 

V\4ien  I was  graduating  from  medical 
school,  the  late  Doctor  Timothy  Leary,  a 
Boston  pathologist,  was  experimenting  with 
rabbits  to  which  he  fed  an  excess  of  choles- 
terol. He  was  able  to  produce  the  same 
atherosclerosis  that  he  found  in  the  human 
aorta.  Of  my  four  grandparents,  seven  aunts 
and  uncles,  and  my  parents,  all  but  two  had 
cardiovascular  disease.  I decided  when  I 
started  practice  to  do  something  about  it. 
It  has  been  60  years  since  I have  eaten  eggs 
as  such  — 40  years  since  I have  eaten  butter 
on  my  food.  I gained  20  pounds  when  I first 
was  married,  but  gradually  lost  it  and  at  90 
weigh  about  what  I did  at  30. 

EXERCISE 

I mentioned  the  importance  of  my  physical 
activity  in  boyhood.  That  continued.  I played 
tennis  regularly  until  I was  45,  cut  my  grass, 
shovelled  my  snow,  and  walked  a lot.  In  my 
first  three  years  of  practice  I had  no  car 
but  walked  or  rode  the  streetcars  — rain  or 
shine  — perhaps  eight  to  10  miles  a day. 

Another  form  of  exercise  which  I think 
has  great  tonic  value  is  swimming  in  the 
salt  water.  I still  continue  that. 

I must  also  mention  and  give  much  credit 
to  the  Y.M.C.A.  When  I was  a small,  almost 
puny  youngster,  my  mother  tried  to  get  me 
to  go  to  dancing  school.  I refused.  The  girls 
my  age  were  much  taller  and  larger  and  had 
absolutely  no  use  for  a shrimp  like  me  nor 
I for  adults  like  them.  We  compromised  on 
the  Y.  My  uncle  was  the  secretary  in  charge, 
and  I worked  out  with  gi’eat  energy  twice  a 
week  for  three  years.  It  built  me  up  to  rea- 
sonable stature  and  gave  me  plenty  of  muscle. 

Sailing  was  another  sport.  My  chum  had 
a large  sloop,  and  I acted  as  “crew”  doing 
all  the  heaviest  work,  pulling  in  anchors, 
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rowing  the  tender,  pulling  up  the  sails,  and 
furling  the  main-sheet. 

TOBACCO 

Used  for  several  hundred  years,  it  did  not 
seem  to  be  very  harmful  until  cigarettes  and 
inhaling  the  smoke  became  popular  after 
Vl^orld  War  I.  Used  in  pipes,  cigars,  snuff, 
and  chewing  tobacco,  it  didn’t  seem  to  shorten 
life.  Now  that  the  dangers  of  respiratory 
disease,  cancer,  and  coronary  disease  are 
known,  there  is  every  reason  for  a young 
person  not  to  start  using  it. 

It  is  surely  an  acquired  habit.  We  were 
taught  we  must  not  use  tobacco  until  we 
were  21  and  never  cigarettes,  which  were 
called  “coffin  nails.”  I started  smoking  in 
medical  school  because  my  roommate  used 
a pipe,  and  I smoked  until  I had  my  coronary 
occlusion  at  age  67.  It  was  easy  to  stop  then, 
and  the  fact  that  I did  may  have  improved 
my  health.  I certainly  have  never  missed 
it  although  even  now  I occasionally  smoke  a 
pipe  in  my  dreams. 

MUSIC 

Anyone  who  has  been  fortunate  enough 
to  have  inherited  a love  of  music  and  a 
musical  ear  is  indeed  lucky. 

It  may  be  better  not  to  have  too  great  a 
talent.  You  might  be  induced  to  make  music 
your  whole  career,  and  I think  it  is  more 
beneficial  to  health  and  fun  as  an  avocation 
and  hobby. 

I sang  first  in  public  at  about  10  when  I 
was  the  Chinese  brownie  in  a production  of 
Palmer  Coxe’s  Brownies,  which  were  popular 
around  1890.  I remember  my  solo  was  about 
“washee,  washee,  all  day  longee.”  At  13  I 
joined  a boy  choir  and  had  my  first  and  only 
voice  training.  We  had  rehearsals  Tuesday 
afternoon  and  Friday  evening  and  two  serv- 
ices on  Sunday,  for  which  our  salary  was  25 
cents.  But  the  teaching  of  the  musical  di- 
rector and  organist,  Mr.  Arnold,  was  worth 
very  much  more.  We  learned  how  to  produce 
head-tones,  to  read  music,  and  to  sing  on  key. 

My  voice  changed  so  late  and  my  other 
activities  took  so  much  time  that  I sang 
relatively  little  in  college.  However,  I recall 
that  I was  the  soloist  at  an  evening  school 
graduation  exercise.  We  had  an  informal  male 
quartet  in  our  neighborhood  in  which  I sang 
first  tenor.  And  in  medical  school  I was  a 
member  of  a class  glee  club  of  eight  men.  In 


my  hospital  days  there  was  always  singing, 
and  I was  always  in  the  midst  of  it. 

In  1911  Berrick  Schloss  enlisted  my  help 
in  starting  the  University  Glee  Club,  and  I 
still  sing  with  them. 

It  may  well  be  that  singing  has  not  length- 
ened my  life,  but  it  certainly  made  it  happier 
and  it  certainly  makes  me  feel  younger.  Per- 
haps the  greatest  advantage  from  it  has  been 
the  opportunity  to  have  young  friends.  Old 
age  is  of  course  a matter  of  years,  but  the 
man’s  reaction  to  it  and  the  effect  on  his 
appearance  and  health  depend  on  his  keeping 
active  and  occupied  with  enjoyable  pursuits. 

Classical  records  and  modern  players  fur- 
nish music  whenever  you  want  it,  and  with 
them  life  is  never  boring  or  stale. 

MY  DEBT  TO  THE  MEDICAL  PROFESSION 

The  medical  profession  certainly  deserves 
a great  deal  of  credit  for  my  long  life.  Eight 
times  my  life  has  been  in  danger  of  pre- 
mature termination. 

When  I was  19,  a companion  and  I went 
fishing  about  6 o’clock  one  September  morn- 
ing, and  we  were  caught  in  the  tail-end  of 
the  Galveston  Hurricane  (1900).  We  capsized 
in  the  midst  of  the  wildest  waves  I have 
seen  in  Narragansett  Bay.  We  finally  swam 
ashore,  thoroughly  tired  and  chilled.  That 
night  a typical  lobar  pneumonia  began.  I 
had  a crisis  in  about  a week,  but  was  about 
two  months  regaining  my  strength.  A local 
doctor  took  care  of  me.  I remember  he  did 
not  use  a stethoscope,  but  listened  with  his 
ear  against  my  chest.  My  mother  deserves 
most  of  the  credit  for  my  recovery. 

At  the  close  of  my  senior  year  in  medical 
school,  I was  performing  an  autopsy  under 
the  supervision  of  Doctor  George  B.  Magrath 
and  accidentally  nicked  my  finger.  In  spite 
of  my  efforts  at  sterilizing  the  wound,  which 
was  quite  slight,  the  following  morning  found 
my  arm  demonstrating  a beautiful  case  of 
streptococcal  lymphangitis.  I was  admitted  to 
the  Massachusetts  General  Hospital  and 
showed  the  surgeon  how  to  apply  a Gamgee 
dressing,  which  was  a method  of  putting 
pressure  on  the  vessels.  Because  of  this  and 
good  nursing  I soon  was  able  to  return  home. 

The  same  thing  happened  in  the  Rhode 
Island  Hospital.  I was  trying  to  make  a leech 
take  hold  of  a colleague’s  acute  mastoid  and 
(Continued  on  page  143) 
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Editorials 


HELEN 


When  I opened  my  office  in  1936  Helen  was 
already  on  the  scene.  She  was  there  when 
1 went  to  war,  and  she  was  there  when  I 
came  back.  When  I closed  my  office  in  1972 
to  become  a bureaucrat,  Helen  was  still  there. 
Helen  is  there  even  now,  wearing  a different 
bonnet  perhaps  — but  alas!  not  for  long.  In 
the  early  years  I made  regular  trips  to  the 
library  to  borrow  recent  journals,  because 
in  the  depression  days  I was  obliged  to  forego 
the  luxury  of  subscriptions.  Grace  Dickerman 
never  once  failed  to  ask  me  whether  the  cur- 
rent issue  was  on  the  shelves,  because  a 
house  rule  forbade  the  circulation  of  the 
most  recent  issue  of  a journal.  She  seemed 
forbidding  in  those  days,  but  I know  that 
her  stern  exterior  was  a cover  for  painful 
shyness. 

When  I began  writing  modest  papers,  Helen 
emerged  from  the  woodwork  to  help  me  with 
references.  Later,  as  my  interest  turned  to 
local  medical  history  under  the  prodding  of 
the  colorful  Peter  Pineo  Chase,  my  distin- 
guished editorial  predecessor  (once  re- 
moved), Helen’s  presence  became  a dominant 
part  of  my  endeavors.  Whether  I was  pur- 
suing Usher  Parsons  or  an  obscure  Civil  War 
hospital  in  Portsmouth,  Rhode  Island  (which 
had  no  fewer  than  2,400  beds!),  Helen  w^as 


my  strong  right  arm.  She  understood  well 
my  goals  for  the  Journal  and  helped  us 
maintain  its  standards.  She  and  her  assist- 
ants have  long  checked  for  both  accuracy 
and  format  all  references  in  all  published 
papers.  Her  encyclopedic  knowledge  of  the 
riches  of  our  Library  and  her  special  facility 
in  tapping  other  resources  have  been  a price- 
less asset  to  our  community,  to  the  local 
profession,  to  the  Society,  to  the  Journal, 
and  to  me  personally. 

An  occasional  flash  of  impatience  or 
irascibility  when  she  was  harassed  by  the 
volume  of  work  could  never  fool  one.  Thinly 
disguised  was  her  unfailing  warmth,  help- 
fulness, courtesy,  and  charm.  Helen  has  been 
a treasure,  and  in  a sense  her  special  quali- 
ties and  scholarship  are  irreplaceable.  Her 
long-time  presence  in  the  Library  and  es- 
pecially the  years  when  she,  first  with  David 
and  then  alone,  literally  made  it  her  home, 
have  left  a part  of  her  spirit  in  the  bricks 
and  mortar.  I shall  feel  a very  personal  loss. 

You  must  come  back,  Helen,  as  you  have 
promised  to  do  from  time  to  time,  to  renew 
your  spirit  in  the  Library  and  to  touch  your 
native  soil. 

Seebert  J.  Goldowsky,  m.d. 


AN  APPRECIATION 


I have  come  to  know  Helen  DeJong  well 
despite  my  having  worked  with  her  slightly 
less  than  three  years.  Her  boundless  energy 
and  ready  wit  helped  lighten  the  working 
day  for  all  of  us,  and  this  charming  and 
cheerful  lady  was  always  available  to  give 
anyone  the  benefit  of  her  vast  storehouse 


of  knowledge  on  past  history  of  the  Rhode 
Island  Medical  Society.  The  Society  will  not 
be  the  same  without  Helen  DeJong.  We  are 
grateful  for  what  she  has  given  us  and  wish 
her  an  abundance  of  happiness  in  her  well 
earned  retirement. 

Tim  Norbeck 
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Guest  Editorial 


SHARDS  AND  REMNANTS 


The  most  interesting  parts  of  a miscel- 
laneous medical  library  are  its  oldest  and 
its  newest  portions.  Between  these  is  a long 
dreary  interval,  filled  up  by  books  not  old 
enough  to  be  curious  or  even  rare,  and  not 
new  enough  to  represent  the  existing  state 
of  knowledge  . . . Something  may  be  gained 
from  these  obsolete  and  utterly  neglected 
writers.  They  were  not  all  fools  because  they 
had  not  the  wisdom  which  comes  with  the 
knowledge  of  a later  day.  There  were,  and 
are  always,  men  of  common  sense  — good, 
strong,  coarse  common  sense  — in  the  medi- 
cal profession.  Sydenham  was  one  of  these. 
I believe  I have  hardly  ever  delivered  a medi- 
cal address  in  which  I have  not  referred  to 
the  “roast  chicken  and  pint  of  canary”  which 
he  prescribed  for  a patient  affected  with 
what  a Dublin  physician  might  probably  call 
“male  hysteria”  . . . 

No  doubt  there  are  many  rusty  old  vol- 
umes in  this  collection  which  will,  rarely, 
if  ever,  be  taken  from  the  shelves  except 
to  be  spanked  and  dusted.  Do  not  grudge 
them  the  room  they  take  up  . . . 

Do  not  look  with  contempt  ...  on  such 
of  your  old  books  as  seem  to  be  mere  treas- 
uries of  unwisdom.  The  debris  of  broken 
.systems  and  explored  dogmas  form  a great 
mound  ...  of  the  shards  and  remnants  of 
old  vessels  which  once  held  human  beliefs. 
If  you  take  the  trouble  to  climb  to  the  top 
of  it  you  will  widen  your  horizon ; and  in 


these  days  of  specialized  knowledge,  your 
horizon  is  not  likely  to  be  any  too  wide  . . . 

New  remedies  keep  coming  up  in  the  jour- 
nals, like  new  shoots  in  asparagus  beds  . . . 

Since  medicine  has  run  into  specialties, 
as  it  did  thousands  of  years  ago  in  Egypt, 
there  must  be  forming  great  numbers  of 
private  libraries,  more  or  less  complete  on 
their  particular  subjects.  We  may  hope  that 
in  time  all  the  important  branches  of  medi- 
cal science  and  practice  will  be  fully  repre- 
sented on  our  shelves.  But  the  enormous 
amount  of  material  already  accumulated  in 
many  special  departments  would  be  of  com- 
paratively little  use  without  indexes  to  point 
out  the  way  to  find  what  is  wanted  . . . 

These  books  were  very  dear  to  me  as  they 
stood  upon  my  shelves.  A twig  from  some 
one  of  my  nerves  . . . ran  to  every  one  of 
them  . . . They  marked  the  progress  of  my 
studies,  and  stood  before  me  as  the  stepping- 
stones  of  my  professional  life  ...  If  any 
of  them  can  be  to  others  what  many  of  them 
have  been  to  me,  I am  glad  to  paid  with 
them,  even  though  it  costs  me  a little  heart- 
ache to  take  leave  of  such  old  and  beloved 
companions. 

Oliver  Wendell  Holmes,  m.d. 

*Extracted  from  address  before  The  Boston  Medical 
Library  Association,  delivered  on  January  29,  1889 
at  the  formal  presentation  of  Doctor  Holmes’  private 
medical  library  to  the  Association.  Boston  Med  and 
.Surg  Journ  120:129,  7 Feb  1889 


LEGENDS  FOR  PHOTOS  ON  PAGE  93 

(top  right  to  bottom  left) 

Doctor  Irving  A.  Beck  presented  to  the  Library,  in  the  name  of  Helen  De- 
Jong,  Doctor  James  H.  Davenport's  personal,  illustrated  copy  of  LITERARY  DOC- 
TORS OF  MEDICINE. 

Doctor  Stephen  J.  Hoye,  President  of  the  Society,  presented  Mrs.  DeJong 
with  a commemorative  plaque  which  will  hang  in  the  Library. 

Mrs.  DeJong  received  a silver  bowl  from  Doctor  Thomas  Perry,  Jr.  on  be- 
half of  the  Library  Committee. 
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mated  that  as  many  science  papers  had  been 
published  since  1950  as  were  published  in 
all  the  centuries  before,  and  he  maintained 
that  “a  new  communication  concerning  chem- 
istry is  published  somewhere  in  the  world 
every  minute ; a report  on  physics  every  three 
minutes;  and  a report  on  medicine,  biology 
and  electronics  every  five  minutes.” 

A RARE  PERSON 

Helen  DeJong’s  liberal  arts  education  pre- 
pared her  well  for  her  many  and  varied  tasks. 
Her  ability  to  answer  promptly  an  inquiry 
about  a disease  symptom,  a new  treatment 
01  surgical  technique,  the  latest  development 
in  medicine  in  any  specialty,  or  the  most 
authoritative  writers  in  any  given  field  of 
medicine  indicate  that  she  has  heeded  well 
the  advice  of  Francis  Bacon  that  one  should 
“read  not  to  contradict  and  confute;  but  to 
weigh  and  consider.  Some  books  are  to  be 
tasted,  others  to  be  swallowed,  and  some  few 
to  be  chewed  and  digested  — that  is,  some 
books  are  to  be  read  only  in  parts,  others  to 
be  read,  but  not  curiously,  and  some  few  to 
lie  read  wholly  and  with  diligence  and  atten- 
tion.” 

She  has  not  confined  her  knowledge  to 
matters  of  medicine  alone.  Her  diverse  and 
liberal  knowledge  of  drama,  music,  and  the 
arts,  and  her  experiences  from  world-wide 
travel  had  enabled  her  to  refer  what  she 
learns  to  what  she  already  knows,  with  a 
keen  awareness  of  the  relationships  involved. 
As  Newman  has  noted,  there  are  persons  who 
embrace  in  their  minds  a vast  multitude  of 
ideas,  albeit  with  little  sensibility  about  their 
true  relations  towards  each  other;  but  “if 
they  are  nothing  more  than  well-read  men, 
or  men  of  information,  they  have  not  what 
specially  deserves  the  name  of  culture  of 
mind,  or  fulfills  the  type  of  Liberal  Educa- 
tion.” Helen  DeJong  well  warrants  recogni- 
tion as  being  a liberally  educated  person  of 
culture. 

Although  she  retires  from  her  role  as  our 
Librarian,  Helen  DeJong  will  never  quite 
leave  the  Rhode  Island  Medical  Library,  for 
her  personal  endowment  of  that  institution, 
and  her  added  services  to  the  Society  and  the 
Providence  Medical  Association,  will  endure 


forever.  It  is  uniquely  fitting  that  the  rare 
book  room  at  the  library  be  named  in  honor 
of  this  distinguished  librarian  whose  efforts 
for  medical  education  in  Rhode  Island  mark 
her  indeed  as  an  extremely  “rare  person.” 

z z z 
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men  or  any  other  practitioners.  On  the  other 
hand,  William  Coleman  was  a reputable  phy- 
sician of  the  time,  a member  of  the  Royal 
College  of  Physicians,  and  author  of  A Phy- 
sico  Medical  Essay  Concerning  the  Late  Fre- 
quency of  Apoplexies,  1689,  yet  is  considered 
so  theoretical  that  his  writings  have  little 
interest  today. 

Special  mention  must  be  made  of  Thomas 
Winston,  The  Compleat  Anatomist.  Being  a 
Compendious  Treatise  of  the  Anatomy  or  Dis- 
section of  the  Body  of  Man.  Containing  a De- 
scription of  the  Parts  Thereof  Methodically 
Digested.  London,  Printed  for  William  Jem- 
son,  1664.  This  title  is  given  in  full  because 
ii  does  not  appear  in  Wing’s  listing  of  17th 
century  English  books,  the  British  Museum, 
the  Index-Catalogue,  the  New  York  Academy 
of  Medicine,  or  the  Cushing  Library  at  Yale. 
In  Munk’s  Roll  of  the  Royal  College  of  Phy- 
sicians, there  is  the  statement  that  his 
anatomical  lectures,  published  several  years 
after  his  death  in  1659,  were  considered  the 
most  comprehensive  of  his  time  and  included 
Harvey’s  discoveries.  Norman  Moore  in  the 
Dictionary  of  National  Biography,  speaks 
highly  of  Winston,  yet  asserts  that  mention 
of  Harvey’s  contributions  was  not  made  by 
him.  This  is  apparently  a second  edition  of 
his  lectures  with  a different  title. 

THE  LIGHTER  SIDE 

For  those  who  wish  to  pursue  a lighter 
side  of  medicine,  the  richness  of  the  Daven- 
port collection  is  known  far  outside  the  con- 
fines of  this  organization.  Non-medical  works 
by  physicians  are  amazing  in  scope,  in  qual- 
ity, indeed  in  greatness,  and  varied  suffi- 
ciently to  appeal  to  all  tastes.  And  there  are 
other,  lighter  moments  to  be  had  from  the 
Library’s  wonders,  particularly  that  remark- 
ably well  illustrated  folio  of  the  work  of 
Lycosthenes,  Prodigiorum  Ac  Ostentorum 
(Continued  on  page  136) 
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!□  Found  useful  in  the  management  of  vertigo*  associated  with 
idiseases  affecting  the  vestibular  system. 

'□  Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Chewahle  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  tequires  further 
Investigation. 


CONTRAINDICATIONS.  Administranon  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  prtxduced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery 

Usage  m Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 
request. 


Antivert725 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


DWIDE 

MAKES  SEKSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K"*"  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


ASSOCIATION  of 
GREATER  PROVIDENCE,  INC 

157A  WATERMAN  STREET  PROVIDENCE,  RHODE  ISLAND  02906 

CALL  521-2633 

Dear  Fellow  Physician: 

The  "hospital  without  walls"  concept  of  the  Home  Care  Association  of 
Greater  Providence  has  now  been  tested  for  seven  months,  and  I am  pleased  to 
report  that  it  is  working  very  well  and  is  enthusiastically  endorsed  by  doctors 
who  have  utilized  it  for  well  over  100  patients. 

Availability  of  hospital-type  services  in  the  home,  adds  a new  dimension  to 
our  medical  practice.  Just  consider  the  following: 

1.  Services  cover  the  whole  range  of  acute  care.  One  doctor  wrote  that  the 
home  had  become  a "complete  rehabilitation  center"  for  his  patient.  Pa- 
tients with  fractures,  post-surgical  complications,  and  medical  and  neuro- 
logical diseases  have  been  able  to  receive  care  at  home,  thus  avoiding  pro- 
longed hospitalization.  Terminal  cancer  patients  and  their  families  have 
been  supported  with  all  needed  assistance. 

2.  Patient  services  are  paid  for  by  Blue  Cross-Blue  Shield,  Medicare,  and  other 
carriers. 

3.  This  is  not  a commercial  or  proprietary  program  that  offers  only  nursing 
or  homemaker  services  to  shut-ins  and  invalids;  rather,  the  Home  Care  As- 
sociation is  a non-profit  organization  which  with  its  professional  team  of 
highly  qualified  and  registered  nurses,  therapists,  nutritionists,  and  social 
workers,  coordinates  and  provides  a wide  range  of  medical,  nursing,  re- 
habilitation, diagnostic,  social,  supportive,  and  educational  services  to  pa- 
tients at  home. 

4.  The  Home  Care  Program  furnishes  physicians  with  a team  of  skilled  pro- 
fessional staff  members  who,  working  under  the  doctor's  supervision,  pro- 
vides for  the  total  management  of  his  patients'  care  at  home. 

5.  It's  easy  to  utilize  the  program.  All  it  takes  is  a note  on  the  patient's  hospital 
chart,  a word  to  the  nursing  supervisor  or  the  hospital's  social  service  de- 
partment, or  a call  to  the  Home  Care  Association  (521-2633). 

Studies  of  similar  programs  elsewhere  in  the  country  indicate  that  75  per- 
cent of  hospital  staff  doctors  who  actually  treat  patients  use  home  care.  Our 
local  hospitals  always  contain  many  patients  who  could  be  on  home  care.  1 
recommend  that  you  add  this  new  dimension  to  the  management  of  your  private 
patients. 

Sincerely, 

RUSSELL  P.  HAGER,  Ph.D.,  M.D. 

Medical  Director 
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Chronicon,  1557,  with  prodigies,  monsters  to 
please  the  palate  of  those  who  enjoy  horror 
movies  today. 

These  then  are  the  highlights  and  treas- 
ures brought  together  over  many  years 
through  the  interest  of  many  members, 
through  their  pride  and  confidence  in  this 
association.  A library  is  so  much  more  valu- 
able as  the  sum  of  all  its  parts,  rather  than 
an  accumulation  of  expensive  items.  In  this 
Library  there  are  also  the  important  hold- 
ings of  the  state  medical  journals,  often  dif- 
ficult to  find,  and  necessary  to  any  historian 
of  the  American  scene,  as  well  as  of  con- 
temporary interest.  The  current  holdings,  the 
available  services  are  familiar  to  members, 
but  all  of  Rhode  Island  is  fortunate  to  be 
indebted  to  the  Society  for  providing  a re- 
source for  the  physicians  of  the  state,  for 
the  laymen  who  need  medical  information, 
paramedicals,  social  workers,  lawyers,  stu- 
dents w'hose  school  libraries  are  insufficient 
for  their  needs.  Doctor  Amos  Throop,  Doctor 
Fiske,  and  so  many  more  would  look  with 
pride  upon  the  development  through  the  years 
of  the  Rhode  Island  Medical  Society  and  its 
Library. 

In  no  small  measure  Helen  DeJong  is  re- 
sponsible for  the  health  and  excellence  of  the 
library  today,  for  she  valiantly  maintained 
services  with  a minimal  staff  through  peril- 
ous years  wRen  a number  of  libraries  of 
medical  societies  went  out  of  existence,  a 
great  loss,  for  rarely  can  a medical  school 
library,  unless  state  supported,  offer  com- 
munity services  traditionally  supplied  by 


"TIME  FOR  A CHANGE" 

LUNCHEON  and  FASHIONS 

Noon,  April  12,  1976 
Marriott  Inn,  Providence 

Fashions  by  Lord  & Taylor 

Miriam  Hospital  Women's  Association 
Annual  Equipment  Event 


medical  societies.  In  addition  Helen’s  appre- 
ciation of  the  library  as  an  intellectual  re- 
source was  a valuable  asset  for  continuing 
support  of  the  historical  collection.  Readers 
and  donors  were  always  assured  of  that 
“friendly  reception.” 

if  if 

ENERGY  IS  ETERNAL  DELIGHT 
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weaknesses  and  strengths.  There’s  nothing 
like  a tough  question  you  can’t  answer  to 
send  you  back  to  the  books. 

THE  FUTURE  FOR  MEDICAL  LIBRARIES 
I don’t  think  anyone  can  predict  the  future 
of  the  health  science  libraides  at  present. 
The  situation  keeps  changing.  We  are  back 
to  a no-funds  period  after  several  years  of 
living  high  on  the  hog.  Once  we  were  short 
of  professional  librarians;  now'  there  are  too 
many  for  the  available  jobs.  The  higher  sal- 
aries for  librarians  are  well  deserved,  but 
many  smaller  institutions  can’t  afford  them. 
We’ve  had  a regional  system  in  Rhode  Island 
since  1953  when  a group  of  us  started  work- 
ing together  on  mutual  problems  and  pro- 
duced the  first  echtion  of  our  Union  List 
of  Serials  received  currently  by  local  medical 
libraries.  Our  seventh  edition  was  published 
in  1975  and  is  now  computerized  at  Brown. 

We  had  a paid  typist  for  the  last  edition  — 
a departure  from  the  past  when  all  of  the 
work  was  done  as  a labor  of  love!  Requests 
to  Brown  (our  ai-ea  Library)  and  from  there 
to  the  Countway  Library  in  Boston  (our  re- 
gional source)  are  now  on  a quota  basis  with 
free  service  limited  to  a definite  number  for 
each  library.  Information  retrieval,  generally, 
however,  is  expensive  whatever  the  form, 
and  all  science  libraries  from  the  National 
Library  of  iMedicine  on  down  are  suffering 
from  financial  troubles.  It  appears  as  though 
the  local  librarians  may  have  to  work  harder 
and  with  even  closer  ties  if  we  are  to  meet 
the  demand  for  service. 

MY  PLANS  FOR  RETIREMENT 
I am  not  changing  my  life  style  completely, 
nor  am  I giving  up  my  interest  in  my  work. 

I am  simply  channelling  my  activities.  When 
you  are  young,  the  whole  wide  world  is  yours 
to  discover,  and  you  can  dissipate  your 
strength;  at  my  age  you  realize  that  you 
need  to  concentrate  on  the  most  important 
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things  if  you’re  to  accomplish  anything.  For 
years  I have  looked  at  the  rare  book  collec- 
tion and  yearned  to  do  a proper  job  of  cata- 
loguing (not  to  mention  polishing  the  calf 
bindings  of  the  books!);  and  the  haphazard 
collection  of  letters,  news  clippings,  photo- 
graphs, and  ephemera  that  fills  the  store- 
room has  haunted  me.  I hope  to  spend  a 
whole  month  just  putting  this  archival  mate- 
rial in  better  shape. 

My  family  is  very  small,  and  my  sister 
wants  me  to  come  to  Tallahassee  in  Florida 
to  live  with  her  and  her  family.  There  is 
plenty  of  room  and  plenty  to  do  on  a six-acre 
horse  farm  — but  I shall  have  time  to  work 
on  some  of  the  projects  w'hich  I shall  take 
with  me.  I can,  for  instance,  finish  cata- 
loguing the  original  Davenport  Collection  and 
the  rare  books  from  main  entry  cards.  A set 
of  the  Transactions  of  the  Rhode  Island  Medi- 
cal Society  will  provide  infonnation  for  an- 
other bit  of  research.  I believe  that  I want 
a chance  to  see  if  all  of  the  input  into  my 
personal  computer  during  the  last  45  years 
is  worth  some  output.  And,  of  course,  I shall 


keep  open  my  option  of  coming  back  to  Provi- 
dence when  I need  to. 

CONCLUSION 

I’ve  been  asked  where  I got  my  energy, 
and  I think  I found  the  answer  in  Time  Maga- 
zine a few  weeks  ago.  “Energy  is  eternal  de- 
light” — a quotation  from  Blake  used  in  a 
storj".  Call  it  “delight,”  or  call  it  enthusiasm, 
or  call  it  total  involvement  — it  is  the  spark 
that  fires  a happy  career,  a full  life,  which 
mine  has  been  and,  I hope,  will  continue 
to  be. 

t t t 

HOW'S  THAT  AGAIN  DEPARTMENT? 

In  a suit  against  a hospital  and  its  medical 
director,  two  men  who  alleged  that  they  were 
attacked  by  the  medical  director  were  denied 
recovery  of  damages  by  an  Illinois  jury. 

The  men,  both  25  years  old,  went  to  the 
hospital  emergency  room  because  one  of  them 
thought  he  had  hepatitis.  They  were  repri- 
manded for  smoking  near  oxygen  and  claimed 
that  the  medical  director,  who  was  77  years 
old,  beat  them  and  dragged  them  down  the 
hall.  One  man  allegedly  had  a cut  below  the 
eye  and  the  other,  a broken  nose. 
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ONE  SENTENCE  ESSAY 
Sevareid’s  Law 

The  chief  cause  of  problems  is  solutions. 

. . . Eric  Sevareid,  television  news  com- 
mentator. 
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This  catalogue  has  now  been  presented  to 
the  Society,  inscribed  to  indicate  that  it  is  a 
token  of  appreciation  of  the  special  nurture 
which  the  Davenport  Collection  received  dur- 
ing the  stewardship  of  Mrs.  David  DeJong. 
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FRANK  TAYLOR  FULTON,  M.D. 
1867-1961 

(Continued  from  page  117) 

developments  in  medicine  have  dominated  the 
medical  scene,  and  elaborate  instrumentation 
in  every  medical  area  has  broken  the  field 
down  into  areas  of  specialization.  One  of  the 
foremost  specialties  has  been  cardiology,  and 
the  two  chief  instruments  initially  were  the 
electrocardiograph  and  the  x-ray,  which 
served  to  illuminate  an  organ  concealed  from 
sight  and  palpation. 

It  was  these  two  instruments  which  Frank 
Fulton  introduced  to  Rhode  Island  Hospital, 
that  supported  his  emphasis  on  cardiology. 
And  it  was  this  instrumentation  that  rein- 
forced and  supported  the  Heart  Station  at 
Rhode  Island  Hospital. 

With  the  advent  of  the  20th  Century  and 
during  the  lifetime  of  Frank  Fulton,  the  pro- 
gressive development  of  cardiology  as  a 
major  specialty  took  on  increased  impetus. 
In  1906  in  Edinburgh  Doctors  Arthur  R. 
Cushny  and  Charles  W.  Edmunds  initially 
described  atrial  fibrillation,  which  was  then 
in  1909  defined  with  precision  by  Doctor 
Thomas  Lewis  by  means  of  his  cardiograph. 
In  1911  W.  A.  Jolly  and  W.  T.  Ritchie  de- 
scribed the  clinical  pattern  of  atrial  flutter, 
later  introduced  by  Frank  Fulton  to  America. 
These  early  descriptions  of  arrhythmias  were 
very  soon  followed  by  Ernest  H.  Starling’s 
great  theoretical  statement  of  the  law  of 
the  heart  in  1914:  “that  within  physiological 
limits  a larger  diastolic  cardiac  volume  re- 
sults in  a gi’eater  energy  of  contraction  and 
a greater  amount  of  chemical  change  at  each 
contraction.”  Then  in  1920  Thomas  Lewis 
invoked  the  theory  of  the  circus  movement 
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in  the  heart  muscle  as  backdrop  to  fibrilla- 
tion. In  the  ’40s  penicillin  came  to  the  fore 
as  therapy  for  streptococcal  pharyngitis  and 
the  reduction  of  rheumatic  fever  and  heart 
disease,  and  the  reduction  of  syphilitic  heart 
disease.  In  1953  Andre  Cournand  invented 
the  technique  of  cardiac  catheterization,  that 
preceded  the  great  emphasis  on  cardiac  sur- 
gery for  congenital  heart  disease  and  valvu- 
lar heart  disease.  At  this  time  it  became  ap- 
parent that  more  than  half  of  all  cases  of 
congenital  heart  disease  involved  the  three 
operative  conditions  atrial  septal  defect,  ven- 
tricular septal  defect,  and  patent  ductus  ar- 
teriosus. Other  technical  improvements  in- 
cluded angiocardiography,  vectorcardiogra- 
phy, and  echocardiography  — all  part  of  the 
advances  in  cardiology.  And  simultaneously 
a great  development  in  drugs  led  to  scientific 
use  of  digitalis  and  the  introduction  of  diu- 
retics, anti-arrhythmics,  and  other  special- 
ized medications. 

A major  development  of  specialized  labora- 
tories and  coronary  care  units  in  hospitals 
promoted  patient  care  throughout  the  coun- 
try and  a series  of  major  medical  journals 
promoted  the  rapid  diffusion  of  cardiac 
knowledge. 

In  1955  Frank  Fulton  in  his  88th  year 
wrote  a book.  The  Stoiy  of  the  Heart  Station, 
in  which  he  described  his  early  adventures 
with  cardiology  in  England  and  the  United 
States.  Here  he  described  and  discussed  the 
electrocardiograph  and  its  introduction  to 
Rhode  Island  at  the  Rhode  Island  Hospital 
in  March  1915.  That  initial  machine  was  a 
large  and  bulky  instrument  that  required 
open  water  tanks  for  electrode  placement  of 
hands  and  feet.  Later,  long  wires  from  ward 
to  ward  connected  patients  to  the  machine. 
He  noted  then  that  the  electrocardiograph 
did  not  really  become  popular  until  portable 
machines  became  available  in  the  1930s,  and 
doctors  generally  could  use  the  device  to 
evaluate  their  patients’  heart  problems.  With 
this  development  of  machinery  electrocardio- 
gi’aphy  steadily  enlarged  and  illuminated  the 
changes  of  the  myocardial  muscle  and  re- 
vealed the  enormous  importance  of  coronary 
artery  disease,  that  has  been  shown  to  be- 
come the  most  important  disease  of  the  West- 
( Continued  on  next  page) 
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ern  World  in  the  last  half  of  the  20th  Cen- 
tury. 

Frank  Taylor  Fulton  died  in  1961  at  the 
age  of  93.  During  his  life  an  enormous  change 
in  medicine  occurred.  His  interest  in  the  sci- 
entific and  laboratory  developments  of  medi- 
cine placed  him  in  the  forefront  of  these 
developments. 

His  contributions  in  tuberculosis,  in  men- 
ingitis, in  syphilis,  and  in  cardiology  gen- 
erally have  had  a large  and  benevolent  in- 
fluence on  Rhode  Island  that  is  probably  not 
appreciated,  but  should  be.  He  was  a modest 
man,  but  his  contributions  to  his  society 
have  been  very  large.  They  merit  wider  recog- 
nition. 

z z ^ 
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aspect  of  health  care  costs!  We  have  to  con- 
vince the  General  Assembly  that  they  can 
improve  the  health  care  of  the  people  of 
Rhode  Island  by  passing  this  legislative  re- 
form intact ! ! TO  ARMS ! We  feel  we’ve  done 
our  part!  NOW  IT’S  YOUR  TURN!! 
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MARY  EDWARDS  WALKER,  M.D. 
1832-1919 

(Continual  from  page  126) 

sage  of  a law  permitting  senders  to  place 
return  addi-esses  on  wrappers.  This  simple 
procedure,  now  taken  for  granted,  permitted 
the  retrieval  of  hordes  of  items  formerly 
hopelessly  lost. 

Mary  also  dabbled  in  spiritualist  matters 
and  belonged  to  several  spiritualist  clubs.  In 
1897  she  attempted  to  found  at  her  Oswego 
farm  a colony  exclusively  for  females  called 
“Adamless  Eve.”  Even  roosters  and  turkey 
gobblers  would  be  banned.  The  project  never 
got  off  the  ground. 

Her  lectures  and  books  were  never  very 
popular,  and  it  is  doubtful  that  her  medical 
practice  was  ever  sufficient  to  support  her. 
For  many  years  there  was  pending  either  in 
the  House  or  Senate  legislation  to  obtain 
relief  for  her.  Her  pension  was  one  result 
of  this  pressure.  But  Mary  was  convinced 
that  the  Government  had  never  adequately 
recognized  her  services.  She  was  once  ap- 
pointed to  a clerkship  in  the  Treasury  De- 
partment, but  the  appointment  was  never 
confiiTned  by  the  Secretary,  because  other 
women  in  the  section  objected  to  her  dress. 
Her  salary  claim  for  the  time  she  served 
was  eventually  settled  for  $900.  She  also 
worked  for  several  months  as  a clerk  in  the 
Interior  Department.  To  eke  out  her  meager 
resources  she  lectured  intermittently  over 
a period  of  10  years  at  a dime  museum  in 
New  York  City.  Throughout  her  life  she  agi- 
tated for  her  pet  projects. 

DECLINING  YEARS 

Although  Mary  Walker  achieved  some  de- 
gree of  recognition,  her  later  years,  despite 
untiring  activity  almost  to  the  end,  were 
saddened  by  frustration  and  financial  adver- 
sity. A project  to  which  she  had  long  been 
devoted  was  the  conversion  of  her  family 
home  at  Drinker’s  Hill  in  Oswego  into  a cot- 
tage sanitorium  for  tubercular  patients.  She 
had  returned  there  from  time  to  time  to  look 
after  the  property  following  her  brother’s 
death  in  1890.  This  scheme,  which  never  at- 
tracted financial  support,  was  eventually 
abandoned.  While  in  Washington  she  lived 
in  an  unpretentious  two-story  house  on  L 
Street  near  the  corner  of  Tenth.  From  there 
she  made  frequent  forays  to  the  Capitol  to 
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appear  before  legislative  hearings.  With  the 
passing  of  years  and  increasing  poverty,  she 
metamorphosed  from  a dapper  and  striking 
personage  in  tails,  diamond  studs,  high  hat, 
and  Inverness  cape  to  a rather  pathetic  little 
old  lady  in  noticeably  shabby  men’s  clothes. 

Mary  Walker  was  never  a member  of  an 
established  medical  society  either  in  Wash- 
ington, D.C.  or  in  New  York.  She  had  set 
much  store  on  membership  in  the  Daughters 
of  the  American  Revolution.  Despite  the  fact 
that  she  claimed  to  have  had  four  ancestors 
on  the  Mayflower,  she  had  been  repeatedly 
turned  down  because  of  her  unorthodox  dress. 
When  membership  was  finally  granted  in 
1913  when  she  was  80  years  old,  it  was  by 
a chapter  in  far-off  St.  Louis. 

On  a visit  to  the  Capitol  in  1917  she  fell 
on  the  Capitol  steps  and  fractured  her  hip. 
This  was  the  beginning  of  a lingering  and 
prolonged  illness.  In  the  spring  of  1918  she 
returned  to  her  home  in  Oswego,  consider- 
ably weakened  in  health,  but  still  asserting 
her  independence.  For  long  she  declined  the 
help  of  neighbors  in  looking  after  her  home, 
but  eventually  allowed  herself  to  be  taken 


to  the  United  States  General  Hospital  at  Fort 
Ontario,  New  York.  She  remained  there  for 
several  weeks,  and  then  returned  home  seem- 
ingly improved.  Not  long  thereafter,  on  Feb- 
ruary 21,  1919,  in  her  87th  year,  the  end 
came  mercifully  to  her  turbulent  life.  She 
was  buried  in  a country  cemetery  not  far 
from  her  ancestral  home. 
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Walker  of  Atlanta,  Georgia,  dated  September  14, 
1864,  in  which  she  states  that  she  has  been  serv- 
ing with  the  Army  for  the  last  three  years  in  vari- 
ous capacities  in  the  treatment  of  wounded  and 
sick  soldiers,  female  persons,  etc.  In  this  letter  she 
requested  an  appointment  as  a medical  officer  in 
the  Army. 

“According  to  the  records.  Major  General  G.  H. 
Thomas,  Commanding  the  Department  of  Cumber- 
land, reported  by  telegraph  on  August  20,  1864, 
that  Mary  E.  Walker  went  to  Chattanooga  the  pre- 
vious winter  and  had  a letter  from  Assistant  Sur- 
geon General  Wood  recommending  her  for  appoint- 
ment in  the  hospital.  She  asked  to  be  sent  to  the 
52nd  Ohio  Volunteers  so  that  she  might  have  a 
chance  to  get  through  the  lines  and  get  informa- 
tion of  the  enemy.  General  Thomas  consented. 

“On  August  23,  1864,  Major  General  Thomas  for- 
warded by  telegraph  a copy  of  the  order  of  Major 
General  D.  McCook,  assigning  Mary  E.  Walker  to 
the  52nd  Ohio  Infantry,  and  recommended  that  she 
be  paid  as  a contract  physician  from  March  11, 
1864  to  August  23,  1864.  The  telegrams  were  for- 
warded to  the  War  Department  for  an  opinion  and 
recommendation  and  were  returned  with  a state- 
ment that  she  had  not  received  any  contract  as 
Acting  Assistant  Surgeon  but  that  her  appointment 
was  purely  nominal  to  enable  her  to  gain  informa- 
tion from  the  enemy.  On  August  25,  1864,  the  tele- 
grams were  returned  to  the  War  Department  with 
an  endorsement  that  the  Secretary  of  War  directed 
that  Mary  E.  Walker  be  paid  as  a contract  physi- 
cian. 

“No  records  w^ere  found  to  indicate  that  Dr.  Mary 
Walker  was  commissioned  in  the  Army.” 

2sPersonal  Communication  from  Maxine  King,  Secre- 
tary to  the  Dean,  State  University  of  New  York, 
Upstate  Medical  Center,  Syracuse,  New  York,  28 
Jun  57 

“In  reply  to  your  inquiry  relative  to  Dr.  Mary  E. 
Walker,  we  do  not  have  any  record  of  her  gradu- 
ation. 

“The  following  excerpts  from  an  article  in  the 
Medical  Woman’s  Journal,  Vol.  53,  October  1946, 
may  prove  helpful  to  you:  “. . . New  York  State  had 
issued  a charter  to  a small  institution,  known  as 
‘Syracuse  Medical  College’,  never  in  any  way  con- 
nected with  Syracuse  University.  It  was  an  Eclectic 
school  and  very  short-lived . . . This  school  admitted 
Mary  Walker  in  1853  . . . At  the  end  of  the  last  term 
of  Syracuse  Medical  College,  February  1855,  two 
students  were  granted  the  Degree  of  Doctor  of 
Medicine;  they  were  Mary  E.  Walker  of  Oswego, 
N.Y. . . . 

“Since  this  College  was  no  part  of  our  former 
parent  institution,  Syracuse  University,  we  have  no 
information  which  would  give  any  further  detail 
relative  to  Dr.  Mary  E.  Walker.” 


ONE  SENTENCE  ESSAY 
Why  Red  Tape  is  Inevitable 
As  long  as  there  are  the  few  parasites,  wil- 
ling to  siphon  off  unethically  or  unlawfully 
unearned  amounts  for  their  own  enrichment, 
strictly  enforced  rules  and  regulations  are 
unavoidable. 

. . . Salt  Lake  City  Tribune 
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nicked  my  finger  with  a needle.  This  was  a 
bad  bug.  We  were  having  a scarlet  fever 
epidemic  with  a hospital  epidemic  of  about 
15  per  cent.  One  of  the  interns  did  die  with 
an  extremely  acute  attack.  My  friend  had 
been  in  charge  of  the  ward  when  he  was 
affected  by  an  acute  otitis  media,  which  rap- 
idly progressed  to  his  mastoid  process.  The 
surgeon  wisely  defeiTed  operation  until  there 
was  some  walling  off,  and  he  operated  with 
a good  recovery.  This  was  probably  the  last 
time  a leech  was  ordered  in  the  Rhode  Island 
Hospital.  The  next  day  the  familiar  lymphan- 
gitis was  evident.  We  treated  it  with  the 
Gamgee  dressing  and  opening  up  of  the  initial 
lesion. 

The  next  time  I faced  a challenge  was  in 
1912,  on  this  occasion  a severe  acute  tonsil- 
litis. After  the  acute  stage,  it  settled  down 
to  a more  or  less  chronic  state  with  a slight 
evening  temperature  and  an  irregular  heart 
beat.  I was  rested  for  about  six  weeks  and 
finally  got  well  again.  The  same  thing  hap- 
pened in  1929,  but  this  time  Doctor  James 
W.  Leech  removed  my  tonsils.  I contracted 
the  flu  in  the  big  epidemic  of  1918,  but  re- 
covered mostly  by  pure  luck  and  my  wife’s 
care. 

In  1943  lobar  pneumonia  hit  me  again. 
Heie  I was  very  lucky,  because  sulfadiazine 
had  just  become  available  and  it  quickly 
brought  the  disease  under  control.  I very 
likely  would  have  died  without  it.  Doctor 
Alex  M.  Burgess,  whom  I asked  to  see  me. 
had  an  easy  job.  Antibiotics  have  without 
doubt  been  the  greatest  medical  advance. 

In  1948  I had  a coronary  occlusion.  Doctor 
Morgan  Cutts  and  my  wife  brought  me 
through  that.  It  was  not  a very  bad  one, 
and  I was  never  in  great  danger.  I then  made 
changes  in  my  daily  life  patterns.  I stopped 
my  pipe  smoking,  cut  down  on  my  food  in- 
take, spent  nine  hours  in  bed  instead  of  seven, 
came  home  for  lunch,  and  had  a rest  after- 
wards. My  two  brothers  and  my  hister  died 
with  their  first  ones.  My  better  physical  con- 
dition probably  made  the  difference.  Nearly 
23  years  after  a coronary,  I am  still  fairly 
active,  swimming  every  day  in  summer,  sing- 
ing with  the  Glee  Club  in  the  winter.  This 
may  be  something  of  a record. 


SIXTY  TO  SEVENTY-FIVE 
These  are  the  judicial  years.  You  can  relax 
a little  and  you  should.  Your  physical  powers 
are  getting  less.  Your  advice  is  being  sought 
more  and  more,  but  less  active  participation 
is  needed.  You  are  on  the  consulting  staff, 
chairman  of  the  board,  or  judge,  or  you  have 
a young  assistant.  Even  now  you  should  live 
like  a poor  man  as  much  as  possible  — wash 
your  own  car,  cut  your  grass,  help  with  the 
housework,  don’t  overeat  or  overdrink,  and 
get  more  sleep.  The  main  danger  in  these 
years  is  from  overweight  and  lack  of  exer- 
cise. Five  minutes  of  setting-up  exercise  every 
morning  should  be  started  and  be  continued 
the  rest  of  your  life.  The  appearance  of  old 
age  is  largely  a matter  of  poor  posture  and 
muscular  weakness.  The  diet  must  be  re- 
duced to  about  2000  calories  a day  or  even 
less  perhaps,  as  the  caloric  requirements  of 
the  body  get  less  as  the  metabolism  slows  up. 

SEVENTY-FIVE  TO  NINETY 
These  are  old  age.  Your  health  in  them 
is  largely  a matter  of  what  has  gone  before. 
If  you  have  handed  over  to  old  age  a worn- 
out  body,  you  can’t  do  much  about  it.  More 
sleep  is  beneficial.  If  you  needed  eight  hours 
from  15  to  75,  you  probably  will  live  longer 
with  nine  hours  or  even  10.  It  takes  longer 
to  recharge  the  old  batteries.  Try  to  have 
a great  many  young  friends,  but  don’t  try 
to  keep  up  with  them.  In  these  retirement 
years  it  is  essential  to  keep  occupied.  Some 
have  constructive  hobbies,  some  like  to  paint, 
some  to  write.  It  doesn’t  matter,  as  long  as 
you  keep  doing  something  and  keep  your 
body  fit  by  gentle  exercise. 

(Continued  on  next  page) 


FOR  RENT 
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Free  at  last  from  tensions,  with  your  chil- 
dren grown  — your  grandchildren  and  great- 
grandchildren coming  along  — you  should 
enjoy  these  years  as  much  as  any  in  your 
life.  I might  call  these  the  years  of  philoso- 
phy, which  means  “the  love  of  wisdom.”  You 
should  be  able  to  reach  serenity. 

This  about  concludes  my  explanations  of 
what  seem  to  me  the  reasons  I have  sur- 
vived. I still  have  too  much  time  and  not 
enough  people  to  talk  to. 

Book  Review 


PSYCHIATRY  IN  PRIMARY  CARE,  by 

Remi  J.  Cadoret  and  Lucy  J.  King.  The  C. 

V.  Mosby  Company,  Saint  Louis,  1974. 

$12.95. 

I have  reviewed  Psychiatry  in  Primary 
Care  and  must  state  that  this  is  a very 
informative  book  and  is  written  in  such  a 
manner  as  to  pose  little  problem  for  those 
not  skilled  in  psychiatry. 

Its  presentation  is  concise,  to  the  point, 
and  certainly  should  serve  as  one  of  the  pri- 
mary books  in  psychiatry  by  the  family  phy- 
sician. 

Charles  E.  Millard,  M.D. 

Editor’s  Mailbox 


To  the  Editor: 

Your  printing  in  the  January  1976  issue 
of  the  Journal,  of  extractions  from  my  June 
1975  AMA  address  is  deeply  appreciated. 
Also,  many  thanks  for  the  editorial  com- 
ments which  preceded  it. 

Best  wishes. 

Sincerely  yours, 

Theodore  Cooper.  M.D. 
Assistant  Secretary  for  Health 


SUPERB  LOCATION  FOR 
MEDICAL  BUILDING 

in  large  ranch  with  4 acres  for  Nursing  Home  on  Rte.  2, 
area  Kent  Hospital,  across  from  Metropolitan  Life,  zoned 
commercial,  sewers.  Room  for  offices  and  labs.  Inground 
pool.  Large  basement.  Exits  to  Route  95. 

WRITE: 

MacPHEE  REAL  ESTATE 

659  East  Greenwich  Avenue 
West  Warwick.  Rl  02893 
828-5422  or  828-0206 
PRICED  RIGHT! 


Peripatetics 

Two  Rhode  Island  surgeons  have  an- 
nounced plans  to  visit  the  Dominican  Repub- 
lic for  a week  to  perfomi  heart  and  lung 
surgery  for  needy  patients  and  to  present 
medical  lectures  to  local  physicians. 

The  visit  of  MAURICIO  GOLDBERG  of 
Narragansett  and  JOHN  YASHAR  of  Provi- 
dence is  being  coordinated  by  Joseph  R. 
Muratore  of  Warwick,  former  Italian  vice- 
consul  for  Rhode  Island. 

Doctor  Goldberg  and  Doctor  Yashar  are 
donating  their  services. 

❖ ❖ ^ 

DAVID  J.  FISH  recently  retired  as  phy- 
sician-in-chief  of  the  Rhode  Island  Hospital 
Department  of  Psychiatry.  He  will  continue 
in  the  practice  of  psychiatry  as  a member 
of  the  consulting  staff. 

Doctor  Fish  is  an  alumnus  of  Brown  Uni- 
versity and  graduated  from  Jefferson  Medi- 
cal School.  In  addition  to  serving  at  Rhode 
Island  Hospital,  he  has  been  chief  of  the  De- 
partment of  Neurology  and  Psychiatry  at 
The  Miriam  Hospital,  consultant  in  Psychia- 
try to  Bradley  Hospital,  and  physician  at  But- 
ler Hospital.  Doctor  Fish  is  past  president 
of  the  Rhode  Island  branch  of  the  American 
Psychiatric  Association  and  chainnan  of  the 
Mental  Health  Committee  of  the  Rhode  Is- 
land Mental  Health  Society. 

* * * 

SEEBERT  J.  GOLDOWSKY  and  MELVIN 
D.  HOFFMAN  were  recently  reappointed 
Chairman  and  Vice  Chairman,  respectively, 
of  the  Rhode  Island  Interagency  Council  on 
Smoking. 


MESSAGE  EROM  THE  DEAN 

(Continued  from  page  82) 

were  chosen  by  truly  eminent  institutions  in 
18  different  states.  These  hospitals  include 
some  of  the  most  famous  centers  of  Ameri- 
can medical  education  and  all  are  actively 
affiliated  with  a college  of  medicine.  The 
selection  results  suggest  that  the  educational 
achievements  of  our  students  are  now  well 
accepted  on  a national  level. 

Stanley  M.  Aronson,  m.d. 
Dean  of  Medical  Affairs 
BrowTi  University 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc 
and/or  severity  of  grand  mal  seizures  mj 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdrawc 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuanc 
(convulsions,  tremor,  abdominal  and  mu 
cle  cramps,  vomiting  and  sweating).  Kee 
addiction-prone  individuals  under  carefu 


respond  to 


one 


Wium;  ^ 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms;  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
:Chotropics  or  anticonvulsants,  consider 
icarefully  pharmacology  of  agents  em- 
;ployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 


MAY 


3 50th  ANNUAL  MEETING  OF  THE  MIRIAM  HOSPITAL  CORPORATION.  Address 
by  DONALD  S.  FREDERICKSON,  M.D.,  Director,  National  Institute  of  Health. 
8:15  P.M.,  Sopkin  Auditorium,  The  Miriam  Hospital. 

5 165th  ANNUAL  MEETING  OF  THE  R.  I.  MEDICAL  SOCIETY.  Ballroom,  Mar- 

riott Inn,  Providence.  Chapin  Orator:  William  H.  Harris,  M.D.,  Chief,  Hip 
and  Implant  Surgery  Unit,  Massachusetts  General  Hospital.  Topic:  "Detection 
and  Prevention  of  Thromboembolic  Disease."  Dinner  Address:  "The  AMA 
Updated:  Philosophically,  Strategically,  and  Structurally"  by  James  H.  Sam- 
mons, M.D.,  Executive  Vice  President,  American  Medical  Association.  Panel 
Presentation:  "Problems  of  Mental  Health  Care  in  Rhode  Island."  Business 
Meeting  1 P.M.,  Scientific  Session  2 P.M.,  Reception  6 P.M.,  Dinner  7 P.M.— 
Music  and  dancing  during  end  after  dinner  until  1 1 P.M.  Reservations  close 
Monday,  May  3.  Call  331-3207. 

5 "X-RAY  EVALUATION  OF  THE  ACUTELY  ILL  OR  INJURED  CHILD."  Topics  to 
include:  "Upper  Airway  Obstruction"  and  "Acute  Pneumonia,"  Dr.  Herman 
Grossman,  Professor  of  Radiology  end  of  Pediatrics,  Duke  University  School 
of  Medicine;  "Musculoskeletal  Trauma"  and  "The  Acute  Abdomen,"  Dr.  Sam- 
uel McFadden,  Pediatric  Radiologist,  Boston  City  Hospital;  "The  Trauma  of 
Delivery"  and  "Hypertensive  Kidney  Disease,"  Dr.  Richard  Frates,  Clinical 
Instructor,  Section  of  Reproductive  and  Developmental  Medicine,  Brown  Uni- 
versity Program  in  Medicine.  George  Auditorium,  Rhode  Island  Hospital, 
1:00  P.M. -5:1 5 P.M.  For  information  contact:  John  S.  O'Shea,  M.D.,  Rhode 
Island  Hospital. 

12  "SUDDEN  INFANT  DEATH  SYNDROME."  Topics  will  include:  "Sudden  Infant 
Death:  Its  Nature,  Importance  and  Implications  for  the  Pathologist,"  Marie 
Valdes-Dapena,  M.D.,  St.  Christopher's  Hospital,  Philadelphia;  "What's  New 
in  SIDS  Research?"  Joan  Hodgman,  M.D.,  University  of  Southern  California; 
"Formation  and  Function  of  a Regional  SIDS  Center,"  Carolyn  Szybist,  R.N., 
Loyola  University  Medical  Center;  and  others.  1:00  P.M. -10:00  P.M.,  Bishop 
MeVinney  Auditorium,  Providence,  R.  I. 

14  "URINARY  TRACT  IN  CHILDHOOD."  Chester  M.  Edelman,  Jr.,  M.D.,  Professor 
and  Chairman,  Department  of  Pediatrics,  Albert  Einstein  College  of  Medi- 
cine, Bronx,  NY.  10:30  A.M.,  Kay  Auditorium,  Roger  Williams  General  Hos- 
pital. 


14-16  "CURRENT  ADVANCES  IN  TUMOR  LOCALIZATION."  A series  of  in-depth 
discussions  of  the  definition  of  localized  disease  by  multiple  new  modalities 
and  concepts.  Speakers  will  include  Dr.  Stanley  Baum,  University  of  Pennsyl- 
vania; William  Beierwaltes,  M.D.,  University  of  Michigan  Medical  School; 
Barbara  Carter,  M.D.,  Tuffs  University  Medical  School;  Donald  King,  M.D., 
College  of  Physicians  and  Surgeons,  Columbia  University;  Daniel  Kovnat, 
M.D.,  Boston  University  Medical  School;  Christopher  Marshall  M.D.,  New 
York  University  Medical  School;  Hiromi  Shinya,  M.D.,  Beth  Israel  Hospital, 
New  York  City;  and  Philip  Strax,  M.D.,  New  York  Medical  College.  Brown 
University  Program  in  Medicine  Faculty  who  will  be  speaking  include  Doc- 
tors Stanley  M.  Aronson,  Paul  Calabresi,  Ben  C.  Claunch,  Joseph  D.  DiMase, 
Richard  E.  Prates,  Arvin  S.  Glicksman  (program  chairman),  David  R.  Hall- 
man, Henry  C.  McDuff,  Colin  Orton,  Melvin  Tefft,  Sanford  C.  Spraragen,  and 
Banice  M.  Webber. 

The  symposium  will  be  he'd  at  the  Sheraton  Islander  Inn,  Newport,  Rl. 
For  information  contact:  Office  of  Continuing  Medical  Education,  Brown  Uni- 
versity, Box  G,  Providence,  R!  02912. 


15  JESSE  E.  THOMPSON,  M.D.,  Professor  of  Surgery,  The  University  of  Texas 
Health  Science  Center  at  Dallas,  Southwestern  Medical  School.  (Topic  to  be 
announced.)  George  Auditorium,  Rhode  Island  Hospital. 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
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A POSSIBLE  MODEL  FOR  FURTHER  ACADEMIC  GROWTH 


While  the  medical  school  at  Brown  Univer- 
sity has  achieved  full  national  accreditation 
and  is  about  to  graduate  its  second  class  of 
physicians,  it  clearly  requires  still  further 
growth  to  fulfill  its  responsibilities  in  under- 
graduate medical  education.  There  are  sub- 
stantial areas  in  the  clinical  sciences,  for  ex- 
ample, where  the  weight  of  medical  student 
teaching  is  presently  borne  by  those  practic- 
ing physicians  who  have  volunteered  their 
services  to  the  medical  school.  While  such 
physicians  are  essential  in  sustaining  our 
teaching  efforts,  they  have  neither  the  time 
to  undertake  research  work  nor  the  labora- 
tory resources  to  interact  with  or  impinge 
upon  other  scholarly  groups  in  the  faculty. 
Ophthalmology  is  one  such  area. 

In  recognition  that  ophthalmology  is  an  es- 
sential part  of  undergraduate  medical  educa- 
tion, a committee  was  foimed  on  October  15, 
1975,  and  charged  with  the  following  respon- 
sibilities : 

1.  Design  a program  in  academic  ophthal- 
mology best  suited  to  the  educational 
needs  of  Brown  University  and  in  keep- 
ing with  the  realities  of  our  resources. 

2.  Determine  which  people  on  the  main  cam- 
pus or  in  the  hospitals  might  participate 
in  coordinated  educational  and  investi- 
gative programs  relating  to  the  various 
sciences  concerned  with  vision. 

3.  Determine  which  institutions  in  the  state 
of  Rhode  Island  might  be  invited  to  par- 
ticipate in  such  a program. 

4.  Establish  a realistic  timetable  for  the  in- 
corporation of  these  sciences,  physicians, 
institutions,  and  curricular  plans  into  an 
effective  and  integrated  effort. 


5.  Plan  various  meetings  to  explore  those 
innovative  means  by  which  other  univer- 
sities have  established  their  departments 
of  ophthalmology. 

The  Committee  consisted  of  Doctors  Robert 
Kinder,  Arthur  Geltzer,  James  Mcllwain  and 
Joseph  Dowling  (chairman)  and  Mr.  Levi 
Adams.  Later  in  the  year.  Doctor  Reid  S.  Ap- 
pleby, Jr.,  representing  the  Rhode  Island  Oph- 
thalmological  Society,  joined  the  study  group. 

The  Committee  has  met  on  a number  of 
occasions  and  has  proposed  various  substan- 
tive recommendations  to  the  Curriculum  Com- 
mittee of  the  Program  in  iVIedicine  relating 
ways  in  which  the  teaching  of  eye  disease 
might  better  be  incorporated  into  the  fabric 
of  these  current  clinical  clerkships.  The  Com- 
mittee had  also  taken  note  of  the  fact  that 
some  Brown  University  graduates  have  be- 
come outstanding  authorities  in  academic 
ophthalmology.  Accordingly,  two  of  these 
graduates  (Doctors  Spalter  and  Bellows)  were 
asked  to  participate  in  the  planning  phases. 

On  the  evening  of  March  5,  1976,  the  Com- 
mittee met  with  Professor  Lorrin  Riggs  and 
Doctors  Bellows  and  Spalter  to  consider  what 
steps  might  be  undertaken  to  create  a depart- 
ment of  visual  sciences  at  Brown  University 
and  to  explore  what  effects  its  establishment 
might  yield.  In  conjunction  with  the  Rhode 
Island  Ophthalmological  Society,  Brown  Uni- 
versity hosted  a meeting  on  the  following 
morning  for  approximately  35  practicing  oph- 
thalmologists within  the  state  of  Rhode  Is- 
land. The  assembled  group  discussed  the  vari- 
ous recommendations  generated  by  the  Com- 
mittee and  attempted  to  identify  problems 
(Continued  on  next  page) 
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and  concerns  from  the  points  of  view  of  the 
practicing  physicians. 

One  of  the  many  joint  decisions  arising 
from  these  meetings  was  the  convening  of  a 
two-day  seminar  on  education  in  the  visual 
sciences  scheduled  for  June  2 and  3,  1976, 
during  the  week  preceding  University  Com- 
mencement. This  meeting  will  be  sponsored 
jointly  by  the  Committee,  Brown  University 
and  the  Brown  Medical  Association.  Speakers 
w'ho  have  accepted  the  invitation  of  the  Com- 
mittee include.  Doctor  Karl  Kupfer,  (Director, 
National  Eye  Institute  of  the  National  Insti- 
tutes of  Health),  Doctor  Bruce  Spivey,  (Pa- 
cific Medical  Center,  San  Francisco),  Doctor 
Arthur  Keaney,  (University  of  Louisville, 
School  of  Medicine),  Doctor  Sidney  Fox,  (New 
York  University),  Doctor  Stephen  Podos, 
(Mount  Sinai  School  of  Medicine)  as  well  as 
others. 


It  is  the  hope  of  the  Ophthalmology  Com- 
mittee that  these  candid  discussions  will  help 
to  deteiTTiine  whether  the  creation  of  a unique 
department  of  the  visual  sciences  is  feasible. 
Any  plan  offered  by  the  working  committee 
would  obviously  have  to  obtain  the  approval 
of  the  trustees  of  those  hospitals  under  con- 
sideration. The  funding  of  such  an  effort  is 
yet  another  problem  which  must  be  faced. 

Such  a department  could  arise,  therefore, 
as  a joint  venture  between  the  academic  and 
practicing  sectors  of  medicine  in  conjunction 
with  the  relevant  basic  sciences.  It  is  further 
hoped  that  this  cooperative  endeavor  between 
these  three  groups  will  form  a model  to  guide 
us  in  evolving  future  plans  for  growth  within 
the  Brown  University  Program  in  Medicine. 

STANLEY  M.  ARONSON,  M.D. 

Dean  of  Medical  Affairs 
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50  CLEMENCE  and  TRANSIT  STREETS 
(off  Rte.  5)  (P.O.  Box  8217) 
CRANSTON,  R.  I.  02920 


PHARMACAL  CO..  INC. 

Rx.  Sugar-Free  Cough  Medicines 

Do  you  need  to  Prescribe  with  confidence  our  Rx.  "S-T"  specialties 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 
Caution:  It  may  be  class  3,  welfare  approved  in  r.  i.  and  mass. 

, , . , . ' COMPOSITION:  Each  oz.  (30cc.)  contains:  Dihydrocodeinone 

habit  torming  Bitartrate  15  mg.  (Warning:  May  be  habit  forming);  Phenylephrine 

Hcl.  30  mg.:  Phenylpropanolamine  Hcl.  30  mg.;  Pheniramine  Male- 
ate  80  mg.;  Glyceryl  Guaiacolate  480  mg.;  Methylparaben  0.18%: 
Propylparaben  0.02%  and  Alcohol  5%  by  volume. 


Rx.:  Coughs! 
Colds!  Allergies! 


Readily  available  at  any  pharmacy 

Approved  R.  I.  and  Mass.  Welfare. 

For  prescribing  information,  please,  refer  to  "S-T  Forte"  label  or  to  index  card. 


SCOT-TUSSIN  Pharmacal  Co.,  Inc.  DEA  Mfgr.  No.  PS00069I3;  DEA  Distr.  No.  PSI25749;  FDA  No. 
1212092;  R.  I.  Drugs  Mfgr.  Lie.:  No.  2;  etc.  R.  T.  HANNAWAY,  INC.  Lie.  No.  15. 


Scot-Tussin  Medical  & Surgical  Supply  Div. 

(401)  942-8555 

DEALERS  for:  Monoject;  B-D;  J & J;  Graham  professional  paper  products;  Art  Steel  Co.,  (Steel- 
master  office  furniture):  Examining  Room  furniture,  etc.  May  we  serve  your  surgical  supply  needs? 

Inquiries  invited:  price  lists  readily  available!  Try  our  fast,  honest  services! 
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WHY  SUPPORT  MALPRACTICE  REPORT? 


By  Stephen  J.  Hoye,  M.D. 

On  March  31,  1976  the  Rhode  Island  Medi- 
cal Society  Executive  Office  received  a letter, 
addressed  to  the  Society,  from  a member 
(who  shall  remain  anonymous).  The  author 
accused  the  Medical  Society  of  sitting  “idly 
by  without  protest . . . while  malpractice  In- 
surance has  skyrocketed.”  He  also  objected 
to  the  prospect  of  coming  under  “further  reg- 
ulation such  as  relicensure  without  so  much 
as  one  protest  from  the  members  of  the  Med- 
ical Society  who  represent  me.”  Claiming  that 
he  received  “more  representation”  from  a 
member  of  the  Osteopathic  Society,  the  au- 
thor referred  to  the  Medical  Society’s  posture 
as  “meek”  and  stated,  “With  representation 
such  as  this  I don’t  need  enemies.” 

The  following  is  my  reply  to  him  and  to  all 
members  who  hold  similar  views; 

I,  who  have  expended  hundreds  of  hours  on 
the  malpractice  crisis  representing  my  fellow 
physicians,  would  like  to  reply  to  your  criti- 
cisms. I sympathize  with  your  conceim  over 
high  malpractice  insurance  rates.  You  are  not 
alone.  Was  this  accepted  without  protest? 
Let  me  review  the  situation  which  existed 
last  May. 

Physicians  all  over  the  state  were  incensed 
over  the  new  “claims-made”  policies  of  St. 
Paul  Fire  and  Marine,  our  insurer.  Physicians 
were  concerned  about  the  “long  tail”  under 
the  “claims-made”  concept.  Hospital  staffs 
and  district  medical  societies  threatened  a 
work  stoppage  on  June  9 if  an  alternative  to 
“claims-made”  was  not  devised.  In  response 
Governor  Philip  W.  Noel  and  the  Director  of 
Business  Regulation  created  a Joint  Under- 
writing Authority,  providing  for  “occurrence” 
policies.  The  Insurance  Services  Office  (ISO) 
recommended  a 250  per  cent  increase  over  the 
old  rates  for  the  new  policies.  Thanks  to  the 
Director  of  Business  Regulation  and  our  three 


physician  representatives  on  the  JUA  Board, 
this  was  reduced  to  200  per  cent. 

The  osteopaths  were  up  in  arms  about  hav- 
ing to  be  in  the  JUA.  They  had  not  experi- 
enced the  same  problems  and  were  comfort- 
able in  their  arrangements  with  a national 
carrier.  They  were  furious  at  being  mandated 
into  the  JUA.  This  is  the  real  reason  for  their 
opposing  the  Governor’s  Commission  recom- 
mendations. In  a sense,  they  are  justified. 

As  for  the  Commission’s  recommendations, 
the  continuing  medical  education  require- 
ments were  not  proposed  by  the  Rhode  Island 
Medical  Society.  In  a number  of  states  where 
compromise  malpractice  legislation  has  been 
enacted,  CME  became  part  of  the  package.  We 
did  not  want  such  requirements  in  the  Rhode 
Island  Bill,  but  were  in  the  minority  on  this 
issue.  Consumer  groups  in  Rhode  Island  and 
in  other  states  are  demanding  such  standards. 

As  for  other  elements  of  the  legislation, 
we  did  very  well.  The  change  in  the  statute  of 
limitations  from  three  years  from  discovery 
to  two  years  from  occurrence  represents  the 
single  most  important  achievement.  Elimina- 
tion of  the  collateral  source  rule  represents 
another  major  victory.  Thus  we  effected  sub- 
stantial reforms  in  the  tort  law  affecting  mal- 
practice. 

If  this  bill  is  approved  as  introduced,  we  in- 
tend to  seek  furiher  amendments  at  future 
sessions.  If  our  gains  are  deleted,  we  will  vig- 
orously oppose  the  measure  and  are  assured 
by  the  Lieutenant  Governor  that  the  bill  will 
be  defeated.  It  is  a good  beginning  and  will 
improve  the  climate.  We  would  have  intro- 
duced our  own  bill  for  sweeping  tort  reform 
if  it  had  a chance  of  passing.  Our  friends, 
advisers,  counsel,  and  others  assure  us  that  a 
bill  containing  tort  reform  alone  would  have 
no  chance  of  passage.  The  State  House  has 
(Continued  on  next  page) 
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been  inundated  with  calls  from  attorneys  ob- 
jecting to  the  proposed  tort  law  changes. 

Considering  the  political  climate  in  Rhode 
Island,  it  is  not  realistic  to  think  we  can  pass 
an  Indiana  type  bill.  The  Indiana  Bill  is  as 
close  to  ideal  as  will  ever  be  enacted,  provided 
it  is  constitutional.  The  Governor  of  Indiana, 
Otis  Bowen,  is  a physician  who  was  formerly 
Speaker  of  the  Indiana  House.  His  state  of 
the  state  address  focused  on  the  malpractice 
problem.  The  legislature  is  weighted  with 
farmers  and  businessmen.  The  influence  of 
labor  and  the  lawyers  is  considerably  less.  In- 
diana is  not  a one  newspaper  state;  and  a 
highly  respected  conservative  publisher, 
among  several  such  favorable  to  medicine,  has 
considerable  influence  in  the  state.  The  In- 
diana State  Medical  Association  spent  $135,- 
000  on  public  relations  and  $115,000  on  legal 
fees.  Indiana  doctors  have  for  years  been 
deeply  involved  in  politics.  This  is  how  the 
Indiana  Bill  passed. 

What  would  be  the  reaction  of  the  General 
Assembly,  the  public,  and  our  state  govern- 
ment if  the  Rhode  Island  Medical  Society  op- 
posed the  compromise  bill?  The  Commission 


was  formed  by  the  Governor  at  our  request 
to  address  the  serious  problems  which  con- 
fronted us.  Nine  members  of  the  General  As- 
sembly sat  on  the  Commission,  in  addi- 
tion to  influental  consumers,  lawyers,  govern- 
ment officials,  insurance  representatives,  and 
physicians.  The  Commission  met  for  almost 
ten  months  without  compensation.  The  com- 
promise bill  contained  items  which  affected 
everyone,  each  group  having  to  accept  some- 
thing that  it  opposed.  W'e  have  been  told  that 
to  turn  our  backs  on  the  Commission,  which 
had  been  established  at  our  request,  would  be 
political  suicide.  This  bill  will  improve  the 
climate.  Even  though  it  doesn’t  go  as  far  as 
we  desire,  it  represents  a beginning!  If  we 
oppose  the  bill,  the  groups  represented  on  the 
Commission  will  feel  betrayed. 

I have  spent  countless  hours  in  discussions 
with  insurance  representaties,  government 
officials,  legislators,  lawyers,  physician  col- 
leagues, consumer  representatives,  newspaper 
and  media  persons,  and  others.  Other  collea- 
gues and  the  staff  of  the  Society  have  ex- 
]:>ended  days,  nights,  and  weekends  to  repre- 
( Continued  on  page  172) 
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ASSOCIATION  of 
GREATER  PROVIDENCE,  INC. 


Books  RereiveH  For  Review  foundation  symposium  34  (n.s.)  out- 

UUUlva  H-CI^C/IVCII  l Ul  H.CVlCfY  come  ot  Severe  Damage  to  the  Central  Ner- 

vous System.  Amsterdam,  Elsevier/Excer- 
pta  Medica,  1975. 


The  Editor  acknowledges  the  receipt  of  the 
following  books  and  thanks  the  publishers  for 
sending  them.  We  shall  have  as  many  as  pos- 
sible reviewed.  The  volumes  are  greatly  ap- 
preciated and  will  be  added  to  the  Library’s 
collection  where  they  will  be  available  to  read- 
ers. 

Infectious  Disease  in  Obstetrics  and  Gynecol- 
ogy. Edited  by  Giles  R.  G.  Monif,  M.D. 
Maryland,  Harper  & Row,  Publishers,  Inc., 
1794.  $27.50. 

Current  Medical  Diagnosis  and  Treatment  by 
Marcus  A.  Krupp,  M.D. ; Milton  J.  Chatton, 
M.D. ; and  Associate  Authors.  Los  Altos, 
California,  Lange  Medical  Publications, 
1976.  $14.00. 

Physicians  Handbook  by  Marcus  A.  Krupp, 
M.D. ; Norman  J.  Sweet,  M.D. ; Ernest  Jaw- 
etz,  Ph.D.,  M.D. ; Edward  G.  Biglieri,  M.D. ; 
and  Robert  L.  Roe,  M.D.  Los  Altos,  Califor- 
nia, Lange  Medical  Publications,  1976, 
Eighth  Edition.  $8.00. 

Your  Second  Life  by  Harold  L.  Karpman, 
M.D.  and  Sam  Locke,  Los  Angeles,  J.  P. 
Tardier,  Inc.,  1975.  $8.95. 


Psychiatric  Illness  in  Adolescence  its  psycho- 
pathology and  prognosis  by  M.  T.  Haslam, 
M.A.  London  and  Boston,  Butterworth  & 
Co.  Publishers  Ltd.,  1975. 

Diet  Away  Your  Stress,  Tension,  and  Anxiety 
by  J.  Daniel  Palm,  M.D.  Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1976. 
$6.95. 

Ciba  Foundation  Symposium  35  (n.s.)  Bio- 
chemistry of  Pharmacology  of  Platelets.  El- 
sevier/Excerpta  Medica,  1975. 

General  Urology,  by  Donald  R.  Smith.  8th  Ed- 
ition. Los  Altos,  California,  Lange  Medical 
Publications,  1975.  $11.00. 

The  New  Way  to  Live  With  Diabetes,  by  Bri- 
an Boylan  and  Charles  Weller,  M.D.  Gar- 
den City,  New  York,  Doubleday  & Company, 
Inc.,  1976.  $2.50. 

Modern  Home  Dictionary  of  Medical  Words 

by  Morris  Fishbein,  M.D.  Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1976. 
$1.95. 


BUTLER  HOSPHAL 
ANNUAL  SYMPOSIUM 


“ISSUES  INTHE  PREVENTION  OF  SEXUAL  PROBLEMS”  June4-5, 1976 

Butler  Hospital,  Providence,  Rhode  Island 


"DEVIANT  PATTERNS  OF  AROUSAL  IN  SEXUAL 
OFFENDERS:  IDENTIFICATION  AND  PREVENTION." 

John  Bancroft,  M.D. 

"IS  SEX  EDUCATION  BY  PARENTS  PREVENTATIVE?" 

Mary  Calderone.  M.D.,  M.P.H. 

"ATYPICAL  SEX  ROLE  DEVELOPMENT:  STRATEGY  AND 
ETHICS  OF  PREVENTION." 

Richard  Green,  M.D. 

"ETHICAL  ISSUES  IN  THE  PREVENTION  OF  SEXUAL 
PROBLEMS." 

Robert  Kolodny  M.D. 

"CULTURAL  VALUES  AND  THE  PREVENTION  OF  SEXUAL 
DYSFUNCTIONS." 

Joseph  LoPiccolo,  Ph.D. 

"CROSS-CULTURAL  PERSPECTIVES  IN  PREVENTION  OF 
SEXUAL  PROBLEMS." 

Donalds.  Marshall,  Ph  D. 

"THE  ROLE  OF  ANTI-ANDROGENS  IN  THETREATMENT 
OF  SEX  OFFENDERS." 

Paul  A.  V\Jalker,  Ph.D. 


"DOES  PORNOGRAPHY  HAVE  A PREVENTATIVE  ROLE?" 
Cody  Wilson,  Ph.D. 

Registration  fee  of  $35.00  includes  all  sessions,  coffee 
breaks,  and  lunch  on  Friday.  (Saturday  sessions  will  be 
completed  by  1 :00  p.m.)  RESERVATIONS  WILL  BE  LIMITED. 

For  additional  registration  forms  and  further  information  write: 
BUTLER  HOSPITAL  ANNUAL  SYMPOSIUM 

333  Grotto  Avenue,  Providence,  Rl  02906  (401 ) 521  -3400. 
BUTLER  HOSPITAL,  A Brown  University  Affiliated  Hospital 

"issm  IN  THE  PREVENTION  W SEXUa  ntOBLEMS” 

Bullar  HoapNal  Annual  Sympoalum 

Please  reserve__l__c*aces  ai  S35  per  regtstrant 
Checks  payable  lo  Buiier  Hospnai  must  accompany  reservaion 
I would  like  intormalion  on  hotel  accommotSaftons 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs,  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


New  orange- 
flavored 
KayCiel* 

(potassium  chloride  10%) 

Elixir 

The  only  orange-flavored 

KCI  Elixir 


Advantages  over 
tablets  and  diet: 

1.  Low  dose 

2.  Preferred  liquid  form 

3.  Low  calories 

4.  Physician  control 


KAY  CIEL®  Elixir 

(potassium  chloride  10%) 

Description:  Each  15  ml.  (table- 
spoonful) elixir  contains: 

Potassium  Chloride 1 -5  g. 

(supplying  20  meq.) 

Alcohol  4%  in  a palatable  base.  Con- 
tains no  sugar. 

Indications:  Treatment  and  preven- 
tion of  potassium  deficiency  occur- 
ring especially  during  thiazide 
diuretic  or  corticosteroid  therapy, 
digitalis  intoxication,  low  dietary  in- 
take of  potassium,  or  as  a result  of 
excessive  vomiting  and  diarrhea  and 
for  correction  of  associated  hypo- 
chloremic alkalosis. 
Contraindications:  Impaired  renal 
function,  untreated  Addison’s  Dis- 


ease, dehydration,  heat  cramps  and 
hyperkalemia. 

Warnings:  Do  not  use  excessively. 
Precautions:  Administer  with  caution 
and  adjust  to  the  requirements  of  the 
individual  patient. The  patient  should 
be  checked  frequently  and  periodic 
ECG  and/or  plasma  potassium  lev- 
els made.  Use  with  caution  in  pa- 
tients with  cardiac  disease.  In  hypo- 
kalemic states,  attention  should  be 
directed  toward  the  correction  of  the 
frequently  associated  hypochloremic 
alkalosis.  Patients  should  be  cau- 
tioned to  adhere  to  dilution  instruc- 
tions. 

Adverse  Reactions:  Potassium  intox- 
ication indicated  by  listlessness, 
mental  confusion,  paresthesia  of  the 
extremities,  weakness  of  the  legs. 


flaccid  paralysis,  fall  in  blood  pres- 
sure, cardiac  depression,  arrhyth- 
mias, arrest  and  heartblock.  Vomit- 
ing, nausea,  abdominal  discomfort 
and  diarrhea  may  occur. 

Dosage  and  Administration: 

One  15  ml.  tablespoonful  (20  meq.  of 
potassium  chioride)  diluted  in  4 
ounces  of  water  or  fruit  juice  twice 
daily  (preferably  after  a meal),  or  as 
directed  by  physician. 

Overdosage:  In  case  of  excessive 
use  resulting  in  hyperkalemia  or  po- 
tassium intoxication,  discontinue  use 
of  potassium  chloride  administration 
or  take  other  steps  to  lower  serum 
levels  if  indicated. 

How  Supplied:  Bottles  of: 

473  ml NDC  0041-0145-16 

3785  ml NDC  0041-0145-28 


How  to  make 
orange  juice 

really 
effective 
K*  therapy 


and  supply  the  chloride 
most  patients  need  with 
potassium  supplementation 

Potassium-'rich"  orange  juice  actually  only 
contains  about  1 meq.  per  ounce.  To  reach 
effective  maintenance  levels,  your  patients  would 
have  to  drink  about  40  ounces  of  orange  juice 
a day. 

But  now,  new  orange-flavored  Kay  Ciel  mixes 
tastily  with  your  patient's  morning  juice,  one 
tablespoon  supplying  20  meq.  each  of  elemental 
potassium  and  chloride. . , . About  four  times  the  K+ 
in  orange  juice  alone.  Repeat  in  the  evening  for 
a full  therapeutic  regimen.  Or,  if  you  want  your 
patient  to  avoid  the  extra  calories,  new  orange- 
flavored  Kay  Ciel  tastes  great  by  itself  in  four 
ounces  of  water. 

You  can  be  sure  your  patients  will  get  the  KCi 
they  need ...  in  a way  they’ll  like. 


New  Orange- 
Flavored 
Kay  Ciel*  Elixir 

(potassium  chioride  10%] 

One  tablespoon  (^5  ml.) 
supplies  20  meq.  each  of 
elemental  potassium  and 
chloride 

(goper  . 

Cooper  Laboratories,  Inc.  . 
Wayne,  New  Jersey  07470 


Testing  in  Humans: 
Who,Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
tlie  Subcommittee  on  Health  of  the  Sen- 
are  Labor  and  Public  Welfare  Committee, 
as  Its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

1,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  ffimiliar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3«When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  otlier  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7»PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8. Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
ftcilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
b.tsic  Inimanitarian  principles. 

^.Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunreers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharm.aceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1 155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


Profile  "20 


n 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following; 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE.  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


Your  Patient  Deserves  a Specialist 

RECOMMEND 


SURGICAL  CENTERS 


r ^ 

WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  1 


Altraclive  & Fyndional  Offices 


Designers  8 Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 
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HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

We  believe  that  all  Members  who  had  been  insured 
under  policy  No.  l-A-5718  until  9-15-75,  now  have  re- 
placement insurance  with  us  or  Commercial  Casualty 
Company. 

Also,  we  have  provided  personal  service  to  all  who 
have  informed  us  of  their  desire  to  file  claims  or  to 
have  their  insurance  continued  on  an  individual  basis 
— guaranteed  to  age  70. 

To  date,  Continental  Casualty  Co.  has  paid  all  but 
two  claims  which  have  been  brought  to  our  attention. 
These  are  in  process  and  we  believe  Continental  Cas- 
ualty will  be  forced  to  pay. 

It  is  my  hope  that  all  Members,  insured  or  otherwise, 
will  feel  free  to  continue  to  make  use  of  our  46  years 
of  professional  experience  in  personal  insurance  and 
financial  planning. 

R.  A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 
(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


Gower  and  Co. 

Real  Estate 

Providence  751*8100  — Barrington  245-0100 


m 

REALTOR- 


FOR  SALE 

SEEKONK 

Superb,  custom  designed  three  bedroom  ranch  overlooking  golf  course.  Lower 
level  has  the  greatest  entertainment  center  ever!  Air  conditioned,  fire  and  bur- 
glar alarms.  Glassed  in  family  room  with  Bar-B  Q.  Quality  Throughout. 


April,  1976 


155 


You  can  save  a buck  on  a 

GRANADA 

A Basically  Sensible  Car  Which  Can  Be  Made 
As  Luxurious  As  You  Wish. 


If  owning  or  leasing  a Granada  makes  sense 
to  you,  call  Benson  Baker  at  722-1 960.  He'll 
make  an  appointment  for  you  to  test  drive  a Granada, 
or  any  other  Ford  or  BMW  model,  atyour  convenience. 
At  Baker  Ford,  Granadas  are  priced  from  $3475 


Baker 
Ford  Inc* 

New  England's  Largest  Ford  . BMW  Dealer 
550  Pawtucket  Ave..  Pawtucket.  R.I.,  just  over  the  Providence  line 
at  junction  of  North  Main  St.  Telephone  722-1960. 

Open  Monday-Thufsday  to9  p m FridaytoSpm  / Saturday  to5  p m 


^AKeSiD 

RTE.  146,  NORTH  SMITHFIEl 

Dollar  for  dollar^ 
a Lakeside  Pool 
is  a best  buy! 

Lakeside  has  built  thousands  of  pools, 
in-ground  and  above  ground.  We're 
swimming  pool  craftsmen  with  a solid 
reputation  for  the  highest  standards  of 
design,  construction  and  accessory 
equipment.  We  invite  you  to  compare  our 
pools,  both  in-ground  and  above  ground. 
Dollar  for  dollar,  a Lakeside  pool  is  your 
best  buy.  Call  or  visit  us  before  you  make 
a decision  on  a pool. 

Financing  Available.  [f^l] 

4 POOLS  ON  DISPLAY, 

IN-GROUND  & ABOVE  GROUND 

E SWIMMING  POOL  AND  SUPPLY  CO. 

.D,  R.  1.  • OPEN  7 DAYS.  9 TO  9 • CALL  COLLECT  (401)  766-5040 
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Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
NmiLE  HYDROCHLOROTHIAZIDE 
LONITRS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K"*"  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


imxm 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  ni/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect,  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


HELP 
STOP  THI 
TEARS : 

of  colic,  diarrhei 
or  similar  malad|f 


USE  LOMA  LIND£ 
i-SOYALAC  1 


i-Soyalac  and  regular  Soyalac  are  i 
palatable,  readily  digestible  and  | 
assimilated.  It  simulates  human  mil  ii 
appearance,  taste  and  texture.  It  isj 
complete  with  vitamins  and  miners*. 
It  is  suitable  for  all  infants  and  chilci^^ 
Soyalac  is  especially  recommend#  i 
physicians  for  children  who  are  sei*i' 
five  to  or  cannot  tolerate  cow’s  mil^ 

For  nearly  a quarter  of  a century, 
Soyalac  has  proven  its  value  in  pro 
moting  growth  and  development -t> 
shown  by  extensive  clinical  data. 


Available  without  carrageenan  in:  . 
SOYALAC  Liquid  Concentrate, 
SOYALAC  Powder  and  i-SOYALAO’ 
Liquid  Concentrate. 


Now  in  32  oz.  size.  Ready-to-Serve 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 


Name 


Address 


Or  a simple  note  on  your  prescription  form  will  do. 


i-SOYALAC  contains  no  corn  products. 
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600062 


Additional  information  available 
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Fat  Embolism  And  The  Respiratory 
Distress  Syndrome 


With  Proper  Respiratory  Care  The  Great 
Majority  Of  Patients  With  Fat  Embo- 
lism Survive 


By  Karl  E.  Karlson,  M.D.,  Ph.D. 

The  first  description  of  fat  embolism  in 
the  human  subject  was  made  by  Zenka  in 
1862,  when  he  described  the  histologic  pic- 
ture of  fat  embolism  in  the  lung  of  a patient 
dying  after  injury.  The  first  reported  clinical 
diagnosis  of  fat  embolism  was  made  in  1873 
by  von  Bergmann  in  a patient  with  a frac- 
tured femur.  1 The  modem  concepts  of  fat 
embolism  as  primarily  a respiratory  disease 
date  from  work  of  Peltier  begun  20  years 
ago.2 

INCIDENCE  OF  FAT  EMBOLISM 

It  has  been  estimated  that  fat  embolism 
can  be  demonstrated  in  90  per  cent  of  patients 
dying  after  trauma.®  Fat  embolism  is  the 
primary  cause  of  death  in  approximately  25 
per  cent  of  patients  dying  after  fractures.^ 
It  appears  that  immobilization  of  fractures 
prevents  the  development  of  fat  embolism, 
since  it  has  been  demonstrated  that  the  in- 
cidence of  fat  embolism  is  lower  after  early 
immobilization  or  operative  fixation  than 
after  closed  reduction.  As  the  incidence  of 
fat  embolism  is  lower  after  open  reduction 
of  fractures  or  intramedulary  nailing  than 
after  closed  reduction,  pressure  within  the 
fracture  site  appears  to  be  the  factor  con- 

KARL  E.  KARLSON,  M.D.,  Ph.D.,  Professor  of 
Medical  Science,  Brown  University;  Surgeon-in- 
Charge,  Division  of  Thoracic  and  Cardiovascular 
Surgery,  Rhode  Island  Hospital. 


tributing  to  the  migration  of  fat  into  the 
blood  vessels.® 

MECHANISM  OF  FAT  EMBOLISM 
(Table  I) 

Fat  globules  enter  the  circulation  from 
fat-containing  bone  marrow  or  soft  tissue 
at  the  site  of  trauma.  They  arise  from  dis- 
ruption of  tissue  and  enter  the  circulation 
through  torn  venules,  since  the  tissue  pres- 
sure at  the  site  of  trauma  is  higher  than 
the  intravascular  pressure.  Fat  globules  are 
therefore  forced  into  the  circulation  and  are 
carried  to  the  lungs.®  Intravascular  coales- 
cence of  serum  lipoprotein  is  presumed  to 
be  a less  significant  mechanism  of  fonnation 
of  intravascular  globules.^  It  has  also  been 
proposed  that  free  fatty  acids  may  be  re- 
leased from  the  tissues  by  catecholamines 
during  trauma,  but  this  is  also  probably  a 
minor  source.® 

PATHOGENESIS  OF  PULMONARY  FAT 
EMBOLISM 
(Table  II) 

The  principle  symptomatology  of  fat  em- 
bolism arises  from  the  respiratory  distress 
syndrome  which  occurs  after  the  fat  globules 
reach  the  capillaries  of  the  lung  (Figure  I). 
Mechanical  block  of  the  pulmonary  capillaries 
by  neutral  fat  globules  may  cause  pulmonary 
hypertension  shortly  after  trauma.  This 
would  result  in  electrocardiographic  changes 
(Continued  on  next  page) 
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TABLE  I 

MECHANISM  OF  FAT  EMBOLISM 

I.  LIBERATION  OF  FAT  GLOBULES 
from  bone  marrow  or  soft  tissues 

II.  TEARING  OF  VENULES 

III.  FAT  GLOBULES  FORCED  INTO  CIRCU- 
LATION 

Intravascular  coalescence  of  serum  lopoprotein 
Free  fatty  acids  released  from  tissues  by  catechola- 
mines 

of  right  ventricular  strain.  Platelet  disintegra- 
tion, which  accompanies  platelet  aggregation, 
releases  vasoactive  amines,  such  as  serotonin 
and  histamine.  These  amines  cause  secondary 
pulmonary  vasoconstriction  and  pulmonary 
hypertension.  Therefore,  in  the  early  period 
after  fat  embolism  pulmonary  hypertension 
is  produced  by  two  mechanisms,  mechanical 
block  and  vasospasm. 

Small  fat  globules  may  pass  through  the 
pulmonary  capillary  bed  and  enter  the  sys- 
temic circulation.  Cerebral  manifestations  of 
fat  embolism  following  mechanical  blockage 
of  cerebral  capillaries  occur  through  this 
mechanism.  Other  systemic  evidences  of  fat 
embolism  are  fat  emboli  in  the  retinal  vessels 
and  fat  excretion  in  the  urine.  Petechiae  due 
to  fat  blockage  of  cutaneous  capillaries  may 
also  be  observed. 

Fat  which  lodges  in  the  pulmonary  capil- 
laries may  pass  through  their  walls  into  the 
pulmonary  interstitium  and  then  into  the 
alveoli.  Alveolar  fat  is  eliminated  through  the 
sputum  and  sometimes  may  be  demonstrated 
by  examination  of  sputum. 

The  principal  pulmonary  effects  of  fat  em- 
bolism occur  after  24  to  72  hours,  when  the 
neutral  fat  in  the  pulmonaiy  capillaries  has 
been  hydrolyzed  to  free  fatty  acids  by  the 
action  of  local  tissue  lipase.  These  fatty  acids 
then  set  up  a chemical  hemorrhagic  pneu- 
monia with  interstitial  hemorrhage  and 
edema.  Alveolar  hemorrhage  and  edema  fol- 
low, with  development  of  atelectasis  from 
mechanical  blockage  of  the  alveoli  and  bron- 
chioles. Alveolar  surfactant  which  normally 
reduces  the  surface  tension  of  the  alveolar 
lining  is  destroyed,  furthering  alveolar  col- 
lapse. The  resulting  atelectasis  produces  pul- 
monary venoarterial  shunting  as  systemic 
venous  blood  passes  through  unventilated 
lung.  This  results  in  clinical  hypoxemia  and 
the  typical  findings  of  respiratory  distress 
syndrome. 


Figure  I 


Photomicrograph  of  lung  showing  fat  globules  in 
capillaries,  alveolar  septa,  and  alveoli.  Erythrocytes 
and  leukocytes  are  also  present  in  alveoli,  showing 
beginning  hemorrhagic  pneumonia. 


DIAGNOSIS  OF  FAT  EMBOLISM 
(Table  III) 

Fat  embolism  may  be  suspected  if  the  pa- 
tient has  suffered  skeletal  trauma,  such  as 
fracture  of  the  femur.  Inadequate  immobili- 
zation of  the  fractures,  allowing  disruption 
of  the  fatty  marrow  and  fatty  subcutaneous 
tissue,  contributes  to  fat  embolism  and  is 
an  important  aspect  of  the  history.  If  hypo- 
volemic shock  complicates  the  trauma,  there 
is  a higher  incidence  of  fat  embolism. 

Physical  examination  shows  evidences  of 
fat  embolism,  both  directly  and  indirectly. 
Petechial  hemorrhages  may  arise  as  a result 
of  rupture  of  capillaries  after  obstruction  by 
fat,  but  more  likely  are  due  to  thrombocyto- 
penia secondary  to  platelet  aggregation 

TABLE  II 

PATHOGENESIS  OF  PULMONARY  FAT 
EMBOLISM 

IMMEDIATE 

MECHANICAL  CAPILLARY  BLOCK  (neutral  fat) 
pulmonary  hypertension  (ECG  changes) 

PLATELET  AGGREGATION  (around  fat  globules) 
platelet  disintegration 

release  of  vasoactive  amines  (serotonin,  hista- 
mine) 

pulmonary  vasoconstriction  and  hypertension 

SMALL  EMBOLI  ESCAPE  LUNGS 
systemic  embolism  (cerebral) 
excreted  in  urine 

FAT  PHAGOCYTOSED  IN  LUNGS 
eliminated  via  alveoli  and  sputum 
DELAYED 

LIPOLYSIS  TO  FREE  FATTY  ACIDS 
chemical  hemorrhagic  pneumonia 
interstitial  hemorrhage  and  edema 
alveolar  hemorrhage  and  edema  (hyaline  mem- 
brane ) 

atelectasis  (decreased  surfactant) 
pulmonary  venoarterial  shunting 
RDS  (respiratory  distress  syndrome) 
hypoxemia 
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around  fat  globules  in  the  lungs.  Disturb- 
ances of  the  sensorium  result  from  anoxemia 
either  secondai’y  to  capillary  blockage  in  the 
brain  by  fat  or,  more  commonly,  anoxemia 
secondary  to  respiratory  failure.  Examination 
of  the  urine  and  the  sputum  may  reveal  fat 
globules.  Anemia  may  occur  as  a result  of 
trapping  of  red  blood  cells  in  the  capillary 
systems.  Thrombocytopenia  is  secondary  to 
trapping  of  platelets  in  the  pulmonary  circu- 
lation around  fat  droplets.  Disseminated  in- 
travascular coagulation  has  been  reported  in 
fat  embolism  and  may  contribute  to  the 
thrombocytopenia.  Respiratory  insufficiency 
leads  to  tachypnea  and  dyspnea.  Chest  roent- 
genograms show  pulmonary  infiltrates  and 
atelectasis. 

Hypoxemia  is  the  principle  sign  of  pul- 
monary fat  embolism  and  is  the  most  serious 
complication.  Because  venoarterial  shunting 
may  be  severe,  it  is  impossible  for  the  lungs 
to  oxygenate  adequate  amounts  of  blood  to 
raise  the  arterial  oxygen  tension  to  satisfac- 
tory levels  despite  hyperventilation  sufficient 
to  reduce  the  arterial  carbon  dioxide  tension 
to  sub-normal  levels.  Therefore,  periodic  de- 
termination of  arterial  blood  bases  is  essen- 
tial in  any  patient  who  has  evidence  of  res- 
piratory distress  after  trauma. 

TREATMENT  OF  FAT  EMBOLISM 
(Table  IV) 

The  treatment  of  fat  embolism  is  directed 
principally  to  the  treatment  of  the  pulmonary 
insufficiency.  Methylprednisolone  in  phamia- 
cologic  doses  (30  mg/kg)  reduces  the  pul- 
monary inflammatory  reaction  and  the  atelec- 
tasis and  pneumonia.  Heparin  intravenously 
will  reduce  the  intravascular  agglutination 
and  secondary  intravascular  coagulation.’ 

TABLE  III 

DIAGNOSIS  OF  FAT  EMBOLISM 
HISTORY 

SKELETAL  TRAUMA 

INADEQUATE  IMMOBILIZATION  OF  FRAC- 
TURES 

HYPOVOLEMIC  SHOCK 
EXAMINATION 
PETECHIAL  HEMORRHAGES 
DISTURBANCES  OF  SENSORIUM 
RETINAL  ARTERIAL  FAT  OR  EXUDATES 
URINARY  FAT 
SPUTUM  FAT 

ANEMIA,  THROMBOCYTOPENIA 
TACHYPNEA  AND  DYSPNEA 
PULMONARY  INFILTRATES  AND  ATELEC- 
TASIS ON  X-RAY 
♦HYPOXEMIA 


TABLE  IV 

TREATMENT  OF  FAT  EMBOLISM 
SOLUMEDROL  (30  mgm/Kg.) 

HEPARIN 

DEXTRAN 

ALCOHOL  INTRAVENOUSLY 

OXYGEN 

IPPB 

MECHANICAL  VENTILATION 
PEEP 

Low  molecular  dextran  (500  ml  intravenously 
daily)  reduces  intravascular  sludging  and  im- 
proves pulmonary  and  systemic  capillary 
blood  flow.  Alcohol  intravenously  (e.g.  1000 
ml  5 per  cent  alcohol  — 5 per  cent  dextrose) 
has  been  used  for  its  antilipase  activity  to 
decrease  the  amount  of  liberated  fatty  acids.^ 
The  respiratory  distress  syndrome,  when 
it  occurs,  is  treated  with  oxygen,  respiratory 
physiotherapy,  mechanical  ventilation,  and 
positive  end-expiratory  pressure  (PEEP).  If 
administration  of  50  per  cent  oxygen  does 
not  raise  the  Pa02  to  60  mm  Hg  and  reduce 
respiratory  work  to  comfortable  levels,  an 
endotracheal  tube  should  be  passed  and  me- 
chanical ventilation  instituted.  It  is  important 
that  the  lungs  be  adequately  expanded  to 
prevent  the  development  of  further  atelec- 
tasis and  to  assist  in  the  expansion  of  already 
atelectatic  lung.  This  can  be  done  by  venti- 
lating the  patient  with  double  normal  tidal 
volume  (15  cc/kg  tidal  volume).  The  hyper- 
ventilation which  occurs  is  corrected  by  in- 
creasing the  dead  space  in  the  ventilator.  If 
more  than  50  per  cent  oxygen  in  the  venti- 
lator is  required  to  obtain  a Pa02  of  60  mm 
Hg  or  higher  under  these  circumstances, 
PEEP  should  be  instituted.  Five  or  10  cm  of 
water  of  expiratory  resistance  will  frequently 
aid  in  expansion  of  the  lung,  so  that  increased 
concentration  of  oxygen  may  not  be  neces- 
sary. However,  in  extreme  cases  concentra- 
tions greater  than  50  per  cent  oxygen  may 
be  required  together  with  PEEP  for  adequate 
oxygenation. 

PREVENTION  OF  FAT  EMBOLISM 
Most  clinical  fat  embolism  can  be  prevented 
by  prompt  immobilization  of  fractures  at  the 
site  of  the  accident  and  by  immediate  effec- 
tive treatment  of  hypovolemic  shock.  Fat  em- 
bolism is  rarely  seen  when  these  two  precau- 
tions are  taken  promptly  after  trauma. 

SUMMARY 

Fat  embolism  is  a frequent  occurrence  after 
(Continued  on  page  172) 
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Microsurgery  And  The  Treatment  Of  Pain 


ISetver  Techniques  And  Equipment 
Offer  Significant  Advantages  In  Man- 
agement Of  Difficult  Problems 


By  Toussaint  A.  Leclercq,  M.D. 


Helping  the  patient  with  chronic  intract- 
able pain  is  an  almost  everyday  problem  for 
the  practitioner.  Despite  improvement  in  sur- 
gical techniques,  the  decision  as  to  which 
case  will  benefit  from  pain  surgery  and  when 
the  procedure  should  be  performed  is  a dif- 
ficult one  to  make. 

One  of  the  basic  principles  of  medicine, 
primum  non  nocere,  applies  particularly  to 
this  kind  of  patient,  as  emphasized  by 
Leriche*  in  his  classical  book  on  the  surgery 
of  pain.  Any  procedure  which  plagues  the 
patient  with  a neurological  deficit  which  had 
not  been  present  before  should  be  rejected 
or,  at  the  most,  considered  as  a last  resort. 
A prime  example  is  postoperative  hemiplegia 
following  cordotomy.  Death,  severe  motor 
deficits,  or  urinary  incontinence  are  not  rare 
following  bilateral  cordotomies^.  Very  often 
a procedure,  though  bringing  relief  of  pain, 
will  create  a new  kind  of  pain  which  can  be 
severe,  and  sometimes  worse  than  the  pre- 
operative condition.  Such  useless  procedures 
leave  the  patient  desperate,  deepening  his 
feeling  (and  that  of  his  physician)  that  his 
case  is  hopeless. 

Finally,  surgery  for  pain  in  chronic  de- 
bilitated patients  should  be  as  benign  as  pos- 
sible. This  is  particularly  true  in  cancer  pa- 
tients, most  of  whom  have  already  been  sub- 
mitted to  multiple  surgical  procedures  and 


TOUSSAINT  A.  LECLERCQ,  M.D.,  Neurological 
Surgeon,  Roger  Williams  General  Hospital. 


have  been  hospitalized  for  numerous  pro- 
longed periods  of  time. 

The  introduction  of  the  operating  micro- 
scope in  neurosurgery  has  recently  opened  up 
new  possibilities  in  the  management  of  pa- 
tients in  pain.  Using  this  equipment,  the  sur- 
geon with  the  help  of  specially  designed  in- 
struments can  approach  the  structures 
through  a narrow  bloodless  field,  reducing 
the  operative  trauma.  The  excellent  illumina- 
tion provided  allows  still  pictures  and  movies 
of  the  procedures  to  be  taken  for  later  criti- 
cal review  and  comparative  studies.  It  should 
be  stressed,  however,  that  mastering  these 
techniques  requires  special  training,  as  em- 
phasized by  YasargiP.  In  view  of  these  con- 
siderations, I shall  review  three  procedures 
used  in  the  treatment  of  pain. 

TRANSPHENOIDAL  HYPOPHYSECTOMY 

Hypophysectomy  for  the  treatment  of  in- 
tractable pain  in  metastatic  breast  and  pro- 
static carcinoma  is  now  a well-accepted  pro- 
cedure. The  work  of  Bronson  Ray^  in  particu- 
lar has  proven  the  value  of  this  procedure. 
However,  one  often  hesitates  for  obvious  rea- 
sons to  submit  an  already  debilitated  patient 
to  a major  intracranial  operation  associated 
with  significant  mortality  and  morbidity. 

Refining  the  transphenoidal  approach  by 
the  use  of  an  operative  microscope  and  tele- 
vised fluoroscopy,  Jules  Hardy®  in  Montreal 
has  advanced  extracranial  access  to  the  pitu- 
itary gland.  Among  the  various  procedures 
available,  Hardy’s  technique  is  unique  in  pro- 
viding complete  pituitary  removal  with  mini- 
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mal  mortality  and  morbidity.  Results  in  pain 
relief  were  reliable.  In  a series  of  146  cases  of 
breast  carcinoma  complete  relief  was  achieved 
in  135  cases  and  partial  relief  in  5 cases,  while 
there  were  only  6 failures®. 

Hypophysectomy  is  also  indicated  in  the 
treatment  of  prostatic  carcinoma,  as  stressed 
by  West,  et  al.  While  its  effectiveness  still 
remains  to  be  proven  in  a larger  series,  hypo- 
physectomy appears  to  slow  the  evolution  of 
hoiTnonal  dependent  carcinoma.'. 

Indeed,  the  results  of  hypophysectomy  in 
pain  relief  have  been  so  rewarding  that  other 
procedures  for  this  purpose,  such  as  cordo- 
tomy and  rhizotomy,  should  be  abandoned  as 
one  masters  the  newer  technique. 

ANTERIOR  MICROSURGICAL  CORDOTOMY 
Division  of  the  spinothalamic  tract  in  the 
treatment  of  pain  is  frequently  used.  A num- 
ber of  publications*  have  established  its  value. 
However,  the  classical  approach  has  many 
drawbacks,  such  as  severe  postoperative  pain 
and  frequent  incidence  of  postoperative  con- 
tralateral paresis.  Since  the  spinothalamic 
tract  is  located  anteriorly  in  the  spinal  cord, 
it  seems  logical  to  approach  it  through  the 
vertebral  body.  However,  it  was  not  until 
1964  that  Cloward®  proposed  this  approach. 

Because  the  operation  is  performed  at  the 
bottom  of  a deep  bony  funnel,  visualization 
of  the  spinal  cord  and  division  of  the  spino- 
thalamic tract  are  difficult.  Through  the  same 
approach,  but  using  the  operative  microscope. 
Hardy,  et  al‘®  perfonned  selective  microsur- 
gical  cordotomy  in  10  cases  which  they  re- 
ported in  1974.  The  procedure  can  be  carried 
out  with  minimal  blood  loss.  Postoperative 
discomfort  is  minimized,  and  early  ambula- 
tion is  permitted.  The  table  (previous  page) 
shows  our  results  with  this  technique. 

Because  of  minimal  operative  trauma,  lack 
of  postoperative  paralysis,  and  reliable  results 
in  pain,  we  believe  that  this  technique  should 
be  used  more  often  to  relieve  intractable  pain. 

POSTERIOR  FOSSA  RHIZOTOMY 
Dandy"  had  always  advocated  the  division 
of  the  trigeminal  nerve  in  the  posterior  fossa 
for  the  relief  of  “Tic  Douloureux.”  However, 
in  classical  neurosurgery,  posterior  fossa  sur- 
gery is  considered  as  a major  operation.  Divi- 
sion of  the  fifth  nerve  near  the  brain  stem 
is  a risky  procedure,  and  bleeding  in  this 
area  may  lead  to  severe  complications. 


Using  the  operative  microscope'^,  one  can 
cut  the  trigeminal  nerve  through  an  enlarged 
burr  hole  behind  the  mastoid.  Because  of 
magnification  and  excellent  illumination,  one 
can  avoid  the  blood  vessels  and  postoperative 
bleeding  and  also  divide  selectively  the  main 
root  of  the  nerve.  This  operation,  therefore, 
is  directed  toward  selective  division  of  the 
pain  fibers  with  preservation  of  the  corneal 
reflex  and  light  touch. 

By  adding  the  division  of  the  glosso- 
pharyngeal nerve  and  the  first  three  branches 
of  the  10th  nerve,  the  operation  can  be  ex- 
tended to  relieve  intractable  pain  secondary 
to  carcinoma  of  the  face  and  throat. 

CONCLUSIONS 

Treatment  of  the  patient  with  chronic  in- 
tractable pain  remains  a difficult  problem.  As 
stressed  by  Sweet-,  more  research  is  needed 
in  this  field,  and  many  improvements  are 
yet  to  come.  It  is  exceedingly  important  that 
each  case  be  studied  carefully  before  an  opera- 
tion is  considered.  With  the  procedures  de- 
scribed in  this  paper,  microsurgery  has  now 
assumed  a significant  place  in  the  treatment 
of  intractable  pain. 
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Evaluation  Of  PAS  Statistics 


Pitfalls  Which  May  Lead  To  Umvar- 
ranted  Conclusions  Are  Analyzed 


By  John  R.  Stuart,  M.D. 

Hospital-generated  medical  statistics  have 
become  a very  important  item  in  the  plan- 
ning and  evaluation  of  health  care.  With  more 
and  more  attention  being  given  to  the  per- 
formance of  doctors  and  hospitals  and  to 
the  quality  of  medical  care,  the  medical  pro- 
fession has  been  evaluating  these  data  very 
closely. 

Rhode  Island  state  law  has  now  decreed 
that  medical  statistics  are  public  knowledge. 
Therefore,  many  state  and  government  agen- 
cies, health  departments,  and  third  party  pay- 
ers are  scrutinizing  these  data,  and  the  news 
media  have  published  data  that  they  consider 
important  or  spectacular.  Statistics  in  all 
fields  must  receive  correct  evaluation.  Data 
must  be  collected,  correlated,  analyzed,  and 
presented  with  a minimum  of  error  and  with- 
out bias.  Medical  statistics  are  no  exception 
to  these  generalities.  The  Professional  Ac- 
tivities Study  (PAS)  of  the  Commission  on 
Professional  and  Hospital  Activities  generates 
the  largest  set  of  hospital  statistics.  One 
hundred  per  cent  of  the  short-stay  acute  gen- 
eral hospitals  in  Rhode  Island  subscribe  to 
PAS.  This,  plus  the  fact  that  Rhode  Island 
is  served  by  only  one  Health  Department, 
makes  Rhode  Island  a unique  state  for  the 
purposes  of  health  care  planning.  Correct 
evaluation  and  interpretation  of  medical  sta- 
tistics is  all  important.  Interested  parties 

JOHN  R.  STUART,  M.D.,  Coordinator  of  Surgi- 
cal Services,  Roger  Williams  General  Hospital. 


should  be  advised  that  medical  statistics  re- 
quire professional  evaluation  and  interpreta- 
tion. 

SOURCES  OF  ERROR 

The  purpose  of  this  paper  is  to  discuss 
some  very  basic,  practical,  and  relatively  un- 
complicated pitfalls  in  the  interpretation  of 
medical  statistics  that  can  give  the  impres- 
sion that  a particular  doctor  or  hospital  is 
giving  poor  quality  care  while  in  reality  the 
opposite  may  be  true.  The  following  are  ex- 
amples : 

1 ) Only  50  per  cent  of  hospitalized  patients 
have  a rectal  examination  recorded  on  their 
charts.  Comment : There  is  general  agreement 
that  hospitalized  patients  require  a complete 
physical  examination,  which  includes  a rectal 
examination. 

Findings; 

a)  Certain  categories  of  hospitalized  pa- 
tients do  not  have  a rectal  examination  per- 
formed. Most  physicians  agi’ee  that  patients 
with  chest  pain  should  not  have  a rectal 
examination  initially.  Psychiatric,  orthopedic 
patients  with  body  or  leg  casts,  and  eye  pa- 
tients usually  do  not  have  a rectal  examina- 
tion. A patient  with  an  eye  complaint  would 
probably  object  to  having  a rectal  performed. 

b)  Many  times  a rectal  examination  is 
performed  but  is  not  accounted  for  in  the 
abstract.  For  example,  the  description  of  the 
patient’s  prostrate  implies  that  a rectal  was 
done,  but  such  may  not  appear  to  be  the 

(Continued  on  next  page) 
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case  to  the  chart  abstracter.  Many  times, 
when  a consultant  performs  a rectal  exam- 
ination, the  consultation  must  be  read  for 
this  to  be  noted. 

c)  Finally,  a rectal  examination  done  by 
the  attending  physician  may  not  appear  on 
the  chart.  For  example,  it  is  customary  for 
a gynecologist  to  do  a pelvic  and  rectal  as 
part  of  the  bimanual  examination.  However, 
it  has  been  noted  many  times  that  only  the 
pelvic  portion  is  recoi'ded  on  the  chart. 

There  is  room  for  improvement,  namely 
in  that  the  physician  should  record  a rectal 
examination  if  one  is  done  in  his  office  or 
in  the  hospital  in  the  recent  past.  Patients 
w'ith  chest  pain  may  have  a rectal  examina- 
tion done  at  the  time  of  discharge  or  during 
the  admission.  A physician  who  does  not 
usually  perform  rectal  examinations  may 
seek  consultation  in  this  regard. 

2)  Only  93  per  cent  of  hospital  admis- 
sions have  an  admission  blood  pressure  re- 
corde:l.  Comment:  All  patients  admitted  to 
the  hospital  should  have  a blood  pressure 
determination  as  part  of  their  admitting  vital 
signs. 

Findings : 

a)  Children  under  five  years  of  age  usually 
do  not  have  an  admitting  blood  pressure  de- 
termination, as  reliable  readings  are  difficult 
to  obtain  in  young  patients. 

b)  Most  hospitalized  patients  will  have 
their  blood  pressure  recorded  several  times: 
In  the  hospital  emergency  room,  where  a sig- 
nificant number  of  hospital  admissions  origi- 
nate, the  blood  pressure  may  be  taken  by 
both  nursing  personnel  and  emergency  room 
I'hysicians;  also  the  admitting  nurse  on  the 
hospital  floor  will  usually  record  the  patient’s 
blood  pressure. 

Many  times  the  values  obtained  are  not 
recorded  in  the  proper  place  or  are  given 
to  the  attending  physician  as  a verbal  report. 
Also,  blood  pressures  may  vary  significantly 
depending  upon  whether  they  are  taken  in 
the  Emergency  Room,  on  the  admitting  floor, 
or  on  the  day  following  admission. 

In  general,  how^ever,  the  statistics  do  not 
take  into  account  the  fact  that,  with  the  ex- 
ception of  pediatric  patients,  blood  pressures 
are  recorded  as  part  of  the  vital  signs. 

3)  Only  71  per  cent  of  hospitalized  pa- 
tients have  certain  minimum  laboratory  work 


performed.  Comment:  All  hospitalized  pa- 
tents should  have  certain  minimum  labora- 
tory work  performed  as  it  is  a requirement 
of  the  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  and  a matter  of  good 
medical  care. 

Findings: 

a)  In  the  past  JCAH  required  that  a com- 
plete blood  count  (CBC),  urine  examination, 
and  VDRL  (Venereal  Disease  Laboratories 
Serology)  be  done  in  all  hospitalized  patients. 
Very  commonly  VDRLs  were  not  done  on  in- 
fants and  young  children.  At  the  present 
time  JCAH  allows  each  hospital  to  set  its 
own  standards  for  minimum  laboratory  work. 
Pediatric  patients  may  be  included  or  ex- 
cluded from  VDRLs  by  the  individual  hos- 
pital. 

b)  Frequently  a CBC  or  urine  examina- 
tion has  bEen  ordered,  but  the  values  do  not 
appear  on  the  patient’s  chart  when  the  chart 
is  abstracted.  Other  times  the  laboratory  re- 
quest slip  is  simply  lost  and  the  test  must  be 
reordered.  Occasionally  the  patient  expires 
or  signs  out  of  the  hospital  against  advice 
before  the  tests  can  be  done. 

Most  hospitals  in  fact  require  much  more 
than  the  usual  minimum  laboratory  work.  At 
Roger  Williams  General  Hospital  CBC,  urine, 
VDRL,  multiple  blood  chemistries  (SMA-12), 
and  serum  electrophoresis  are  carried  out 
routinely. 

4)  Some  74  per  cent  of  patients  with  an 
elevated  blood  sugar  do  not  have  a recorded 
diagnosis  of  diabetes  meUitus.  Comment:  An 

abnormal  blood  sugar  requires  appropriate 
follow'-up  studies  to  determine  if  diabetes 
mellitus  is  present. 

Findings: 

a)  A blood  sugar  is  reported  on  the  PAS 
abstract  sheet  as  abnormal  if  only  one  point 
above  or  one  point  below  the  norms  as  de- 
termined by  the  patient’s  age  and  sex.  At 
our  hospital  the  abstracters  have  been  re- 
quested to  note  the  blood  sugar  as  being  ab- 
nonnal  only  if  10  points  above  or  below  the 
norms. 

b)  Usually  the  blood  for  a blood  sugar 
determination  is  drawn  without  note  of  re- 
cent food  ingestion  or  of  intravenous  therapy. 

c)  In  reviewing  the  charts  it  was  com- 
monly found  that  the  patient  may  be  a known 

(Continued  on  page  172) 
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COMBINED  ADJUVANT  CHEMOTHERAPY  IN  BREAST  CANCER 


A recent  report  by  Bonadonna^  and  co- 
workers of  Milan,  Italy  on  adjuvant  combina- 
tion chemotherapy  in  operable  breast  cancer, 
which  appeared  in  The  New  England  Journal 
of  Medicine,  has  attracted  wide  attention  in 
both  the  lay  and  medical  press.  Holland^  of 
the  Mount  Sinai  School  of  Medicine,  in  an  edi- 
torial in  the  same  issue,  characterized  the 
report  as  of  “monumental  importance.”  He 
pointed  out,  incidentally,  that  the  National 
Cancer  Institute  of  the  United  States  merits 
appreciation  for  its  funding  of  the  program 
and  the  implied  recognition  of  the  basic  im- 
portance of  international  cooperation  in  can- 
cer and  other  medical  research.  In  the  study 
prolonged  cyclic  combination  chemotherapy 
with  cyclophosphamide,  methotrexate,  and 
fluorouracil  (CMF)  was  evaluated  as  adjuvant 
treatment  with  radical  mastectomy  in  pri- 
mary breast  cancer  with  positive  axillary 
lymph  nodes.  After  27  months  of  observation 
treatment  failures  had  occurred  in  24  per  cent 
of  179  controls  but  in  only  5.3  per  cent  of  207 
patients  given  the  combined  therapy  for  up 
to  12  two  week  cycles  alternating  with  two 
week  rest  periods. 

This  is  the  culmination  of  a number  of 
studies  on  adjuvant  and  combination  treat- 
ment dating  back  to  1951.  In  that  year  Skip- 
per et  aF  reported  on  combinations  of  sev- 
eral antileukemic  agents.  Greenspan,  also  of 
the  Mount  Sinai  Hospital,  has  been  working 
in  the  field  of  drug  combinations  for  twenty- 
five  years^,  reporting  on  ovarian  cancer  in 
1962  and  in  a series  of  papers  on  breast  car- 
cinoma from  1963  to  1972,  the  latter  report 
being  a classical  paper  summarizing  a twelve- 
year  experience  with  combination  chemother- 
apy for  advance  mammary  carcinoma.  Green- 
span concluded  that,  despite  often  dramatic 
initial  regression,  the  long-term  results  were 
dismal,  with  less  than  3 per  cent  of  five  year 
survivors. 

Important  clinical  trials  have  apparently 
demonstrated  that  postoperative  adjuvant 
chemotherapy  in  breast  cancer  can  signifi- 


cantly low'er  the  recurrence  rate.  The  Nation- 
al Surgical  Adjuvant  Breast  Project  reported 
that  serial  administration  of  phenylalanine 
mustard  (melphalan  or  L-PAM)  reduced  sig- 
nificantly the  recurrence  rate  in  premenopaus- 
al w’omen  with  metastases  to  regional  nodes.®  ® 
Fisher  and  his  gi’oup®  found  in  postmeno- 
pausal women  that  those  not  receiving  adju- 
vant chemotherapy  (melphalan)  had  recur- 
l ences  at  a much  earlier  time  than  those  re- 
ceiving chemotherapy.  The  overall  recurrence 
rate  (i.e.  for  all  age  groups)  was  22  per  cent 
for  those  receiving  surgery  alone,  as  com- 
pared to  10  per  cent  for  those  treated  with 
surgery  plus  chemotherapy. 

What  Bonadonna  and  his  group  accom- 
plished, in  fact,  was  a blending  of  three  ele- 
ments: 1.  adjuvant  chemotherapy,  2.  combina- 
tion chemotherapy,  and  3.  cyclic  administra- 
tion. 

While  Holland  characterizes  this  work  as 
a major  advance  in  breast  cancer  therapy,  cer- 
tain cautions  are  in  order,  as  the  authors 
themselves  are  careful  to  point  out.  Among 
their  conclusions  are  the  following:  1.  Pa- 
tients having  potentially  curable  breast  can- 
cer with  positive  axillai’y  lymph  nodes  show 
a statistically  significant  reduction  in  recur- 
rence rate  during  the  first  27  months  after 
radical  mastectomy  when  treated  with  cyclic 
prolonged  combination  chemotherapy  (with 
CMF).  2.  Long-term  treatment  produces  an 
acceptable  rate  and  type  of  toxic  manifesta- 
tions. 3.  Not  enough  time  has  elapsed  to  indi- 
cate whether  the  difference  in  the  rate  of  re- 
currence can  also  affect  the  rate  of  survival. 
4.  The  authors  are  not  yet  in  a position  to 
state  with  certainty  that  combination  chemo- 
therapy with  CMF  is  superior  to  single  agent 
treatment  with  melphalan  or  that  the  com- 
bination permits  a decrease  in  the  duration  of 
treatment. 

They  are  of  the  opinion  that  their  results 
tend  to  support  and  extend  the  studies  of 
Fisher.  If  they  are  confirmed  on  a long-term 
(Continued  on  page  174) 
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FRANCESCO  RONCHESE,  M.D. 


Doctor  Roncliese,  a frequent  contributor  to 
this  Journal,  passed  away  on  March  25  in  his 
84th  year.  His  most  recent  contribution  ap- 
peared in  the  March  issue,  which  went  to 
press  shortly  before  his  death.  In  our  files 
we  still  hold  several  brief  papers,  which  we 
shall  publish  posthumously. 

Doctor  Ronchese  was  an  inveterate  and  fre- 
quent visitor  to  the  Society’s  Medical  Library, 
which  he  enriched  not  only  with  his  presence, 
but  also  with  gifts  of  a substantial  number 
of  gems  from  his  personal  library.  Perhaps 


he  had  a premonition  of  death,  as  he  made 
these  gifts  only  in  the  recent  past. 

His  urbane  manner,  gentle  demeanor  and 
kindness,  and  profoundly  scholarly  attributes 
were  well  known  to  colleagues  and  patients 
alike.  He  was  a recognized  authority  in  his 
chosen  specialty  of  dermatology. 

With  Doctor  Ronchese’s  passing  both  the 
Journal  and  the  Library  have  lost  something 
of  special  quality.  He  was  in  the  true  sense 
a gentleman  and  a scholar.  We  shall  miss  him. 

Seebert  J.  Goldowsky,  M.D. 


COLOR  ADDITIVES  IN  EOODS  AND  DRUGS 


The  color  additive  FD&C  Red  No.  2,  called 
Amaranth,  has  recently  been  deleted  from 
the  federal  government’s  certified  list  of  ap- 
proved color  additives  that  may  be  used  in 
foods  and  drugs.  The  enormity  of  the  prob- 
lem is  demonstrated  by  the  fact  that  over 
687,168  pounds  of  FD&C  Red  have  been  pro- 
duced annually.  The  maximum  daily  sug- 
gested dose  per  capita  of  this  dye  is  estimated 
to  be  17.7  mg.  Red  No.  2 is  commonly  found 
in  soft  drinks,  candy,  bakery  goods,  and  ice 
cream.  It  was  approved  for  use  in  this  coun- 
try in  1907.  After  69  years,  enough  evidence 
has  been  accumulated  by  the  Food  and  Drug 
Administration  to  declare  that  its  safety  is 
unproven  and  that  it  should  be  deleted.  There 
is  a question  as  to  whether  Red  No.  2 may 
cause  cancer  and  fetal  abnormalities. 

This  action  by  the  FDA  raises  distressing 
questions  because  of  the  vast  amounts  of 
other  dyes  used  in  our  foods  and  drugs,  which 
conceivably  may  not  have  been  thoroughly 
studied  before  they  were  approved  for  gen- 
eral use.  It  is  estimated  that  in  the  United 
States  the  maximum  color  additive  ingested 
per  capita  per  day  is  53.5  mg.  Virtually  every- 
one ingests  dye  additives  in  his  diet  regularly. 

FD&C  Red  No.  2 is  one  of  a group  of  eleven 
dyes  that  were  originally  derived  from  coal 
tar.  Other  commonly  used  FDA  approved 
dyes  in  this  group  are  Red  No.  3 (Erythro- 
sine).  Blue  No.  1 (Brilliant  Blue),  Yellow  No. 
6 (Sunset  Yellow),  and  Yellow  No.  5 (Tartra- 
zine).  Prior  to  the  recent  FDA  ruling.  Yel- 


low No.  5,  Yellow  No.  6,  and  Red  No.  2 com- 
prised 85  per  cent  of  color  additives  used  in 
foods. 

Historically,  color  additives  are  known  to 
have  been  used  as  far  back  as  the  first  cen- 
tury of  the  common  era,  when  Pliny  the  El- 
der, the  Roman  naturalist  (23-79  A.D.),  wrote 
that  color  additives  were  used  in  wine.  Dye 
additives  in  foods  and  drugs  have  two  main 
functions.  The  first  is  to  give  them  a pleas- 
ant appearance,  which  in  many  cases  imitates 
the  color  of  natural  foods  and  may  thus  make 
them  more  palatable.  Eor  example,  yellow, 
green,  or  red  may  subconsciously  be  associ- 
ated with  peaches,  apples,  or  strawberries. 
Thus,  a bitter  tasting  medicine  containing 
these  dyes  may  be  easier  to  take.  The  other 
main  function  of  dyes  is  in  color  coding  of 
medications,  which  serves  as  a means  of  iden- 
tification of  the  drugs.  For  example,  if  a 
given  phaiTnaceutical  company  adds  a speci- 
fic color  to  tablets  of  a certain  drug,  it  is 
obvious  that  an  error  has  been  made  if  tab- 
lets of  a different  color  have  been  dispensed. 

Color  coding  of  medications  may  also  be 
helpful  in  medical  history  taking  when  it  is 
important  to  identify  a drug  which  a patient 
l;as  been  using.  While  there  may  be  a need 
for  such  additives,  it  is  best  to  keep  their  use 
to  a minimum  and  appropriately  to  label  prod- 
ucts that  contain  them,  so  that  users  may 
avoid  them  if  they  so  desire  or  must  for 
medical  reasons. 

(Continued  on  page  174) 
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HOW  MUCH  ADDITIONAL  FEDERAL  INTERVENTION 
IN  HEALTH  INDUSTRY  IS  DESIRABLE? 


We  see  where  the  AFL-CIO  is  promoting 
national  health  insurance  with  the  argument 
that  it  will  hold  down  the  cost  of  medical 
care.  Unless  you  understand  what  the  union’s 
social  welfare  experts  are  really  driving  at, 
the  idea  is  preposterous.  You  don’t  reduce 
the  cost  of  limited  resource  by  pumping  up 
demand  for  it  with  a Federally  financed  pro- 
gram. 

The  last  time  around  on  Federal  insurance, 
Medicare  and  Medicaid  in  1966  brought  a 
sharp  rise  in  medical  costs,  which  jumped 
16.6  points  on  the  Consumer  Price  Index  be- 
tween 1965  and  1968,  double  the  rate  for  all 
goods  and  services.  In  the  absence  of  price 
controls,  the  kind  of  expansion  of  medical 
insurance  the  AFL-CIO  has  in  mind  would 
no  doubt  produce  a similar  result. 

Which  leads  up  to  what  the  AFL-CIO 
seems  to  be  really  driving  at,  that  national 
health  insurance  will  give  the  Government 
the  “leverage”  to  hold  down  medical  costs. 
In  other  words,  it  will  enable  the  Feds  to  put 
the  screws  to  prices  in  the  health  industry 
and,  by  extension,  to  the  take-home  pay  of 
doctors. 

Now  we  don’t  know  whether  doctors  are 
overpaid  or  underpaid,  any  more  than  w'e 
know  whether  plumbers  are  overpaid  or  un- 
derpaid. Some  people  resent  the  affluence 
of  doctors,  we’re  told.  But  then  some  people 


resent  the  affluence  of  plumbers.  Those, 
however,  are  subjective  questions  not  easily 
delt  with  through  public  policy. 

But  the  AFL-CIO  should  consider  that  doc- 
tors and  plumbers  aren’t  all  that  much  dif- 
ferent in  economic  terms.  Both  have  strong 
national  organizations  representing  their  in- 
terests. Both  have  some  measure  of  self- 
regulation over  entry  into  the  professions, 
which,  so  their  critics  claim,  has  held  up  the 
price  of  their  seiwices. 

So  if  the  AFL-CIO  wants  the  Feds  to  put 
the  screws  to  the  take-home  pay  of  doctors, 
we  see  no  reason  why  it  should  make  a dis- 
tinction between  doctors  and  plumbers.  Or, 
for  that  matter,  carpenters,  or  toolmakers, 
or  riggers.  Why  not  put  the  screws  to  every- 
one who  has  a strong  labor  union  that  tends 
to  restrict  the  supply  of  a vital  service? 

Now  no  doubt  the  AFL-CIO  would  find 
such  an  idea  abhorrent.  But  if  this  is  what 
it  really  means  when  it  talks  about  Federal 
leverage  to  hold  down  medical  costs,  this  is 
where  logic  inevitably  leads.  Before  such  logic 
carries  it  too  far,  the  AFL-CIO  might  do 
well  to  reconsider  how  much  additional  Fed- 
eral intervention  in  the  health  industry  is 
really  necessaiy  or  desirable. 

....  From  The  Wall  Street  Journal  of 
Aug.  8,  1975. 


ALLERGIC  REACTION  INFORMATION  SOUGHT 

Again  this  year  I am  compiling  a Biting  Insect  Summary  and  would  appre- 
ciate any  case  reports  of  unusual  allergic  reactions,  especially  systemic  (sneez- 
ing, wheezing,  urticaria)  to  bites  of  insects;  i.e.,  mosquitoes,  fleas,  gnats,  kissing 
bugs,  bedbugs,  chiggers,  black  flies,  horseflies,  sandflies,  deerflies,  etc. 

I would  like  physicians  to  supply  me  with  case  reports  of  those  patients  who 
have  had  unusual  reactions  to  such  insects.  Include  in  your  reports  the  type  of 
reactions  (immediate  and  delayed  symptoms),  treatment,  the  age,  sex,  and  race 
of  the  patient,  the  site  of  the  bite(s),  the  season  of  the  year,  and  any  other  as- 
sociated allergies. 

If  skin  tests  and  hyposensitization  were  instituted,  I would  like  the  report 
of  both.  Please  note  that  it  is  the  biting  (not  stinging)  insect  in  which  I am  inter- 
ested. 

If  you  have  found  any  insect  repellent,  local  treatment,  or  insecticides  of 
value,  I would  also  appreciate  this. 

Please  send  this  information  to  the  following  address: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 
Asheville,  NC  28801 
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Editor’s  Mailbox 


To  the  Editor: 

I am  writing-  in  regai'd  to  the  editorial 
“Whither  Utilization  Review?”  published  in 
the  January,  1976  issue  of  the  Rhode  Island 
Medical  Journal.  It  is  unfortunate  that  an  ed- 
itorial was  written  with  such  a jaundiced 
view.  One  would  have  to  review  the  entire 
evolution  of  the  present  utilization  review 
system  to  be  objective.  Of  course,  the  author 
of  the  editorial  should  know  that,  when  he 
discusses  PSRO,  he  is  in  fact  discussing  the 
role  of  physicians  in  their  Health  Care  Re- 
view System,  their  intrinsically  appropriate 
professional  responsibility.  Although  the  edi- 
torial tells  us  that  the  intermediary  will  be 
with  us  in  some  monitoring  functions,  many 
physicians  feel  strongly  that  the  HEW  Secre- 
tary’s decision  to  have  the  PSRO  monitored 
by  the  intermediary  was  unnecessary.  While 
PSRO  is  not  considered  to  be  a bureaucratic 
blessing,  it  does  nonetheless  place  utilization 
review  and  medical  audit  in  the  hands  of  phy- 
sicians, where  it  belongs.  Of  course,  one  might 
conjecture  that,  had  the  intermediaries  across 
the  nation  performed  effectively  and  effi- 
ciently, there  would  have  been  no  PSRO  sta- 
tute enacted.  The  function  of  the  fiscal  inter- 
mediary in  the  organizational  gamut  should 
be  to  determine  eligibility  and  coverages  and 
to  make  reimbursement  payments.  The  review 
process  can  only  be  performed  properly  by  an 
organization  that  has  the  knowledge  and  skill 
to  utilize  professionally  developed  criteria  in 
a purely  objective  manner.  The  reason  for  the 
adoption  of  the  PSRO  statute  by  the  Con- 
gress, as  explained  by  Wallace  Bennett,  for- 
mer Republican  Senator  from  Utah,  was  to 
develop  the  best  type  of  review  possible.  Be- 
cause such  review  was  not  being  performed 
to  the  satisfaction  of  the  Congress,  Section 
249F  of  Public  Law  92-603  creating  the  Pro 
fessional  Standards  Review  Organization  was 
passed. 

I agree  with  many  comments  in  the  edi- 
torial. It  should  be  pointed  out  that  the 
major  purpose  of  the  PSRO  program  is  to 
improve  the  quality  of  medical  care.  This  is 
the  prime  objective  of  physicians  involved  in 
the  program.  The  byproduct  could  also  be  that 
of  cost  containment.  As  we  have  repeatedly 
pointed  out,  a shortened  length  of  stay  does 


not  necessarily  imply  quality  medical  care  and 
in  fact  may  have  the  opposite  result.  Perhaps 
there  has  already  been  excessive  emphasis  on 
this  parameter.  I am  personally  concerned 
about  the  overutilization  and  have  suggested 
this  point  on  several  occasions  long  before 
the  existence  of  the  PSRO.  I would  suspect 
that  one  of  the  major  abuses  in  the  system 
is  related  to  overutilization  of  ancillary  serv- 
ices, which  will  be  a great  challenge  to  the 
review  system.  I believe  that  physicians 
should  be  concerned  about  this  matter. 

In  a companion  matter,  the  RIPSRO  Board 
of  Directors  has  endorsed  a single  review- 
system  along  with  other  agencies  in  the  state 
for  all  patients,  so  that  hospitals  will  not  be 
badgered  by  an  army  of  agencies  marching 
through  their  halls.  Some  of  these  agencies 
have  little  professional  knowledge  of  the  art 
and  science  of  medicine  and  of  the  real  hospi- 
tal world.  Their  knowledge  is  the  knowledge 
of  the  number  and  of  the  statistic,  which  they 
make  march  to  their  own  cadence. 

The  author  in  the  closing  paragraphs  of 
the  editorial  notes  that  the  PSRO  will  prove 
to  be  much  tougher  and  more  emphatic  than 
have  been  the  reviewing  agencies  in  the  past. 
We  believe  that  the  PSRO  will  not  be  tough- 
er, but  more  efficient  and  effective  with  phy- 
sicians making  the  key  decisions. 

ALTON  M.  PAULL,  M.D. 

President, 

R.I.P.S.R.O.,  Inc. 

The  editorial  in  question  was  not  in  any 
sense  intended  to  express  a jaundiced  view  of 
the  future  or  potentialities  of  RIPSRO,  but 
rather  was  a commentary  on  the  federal  way 
of  regulation.  In  fact,  we  would  wish  RI- 
PSRO every  success.  The  purpose  was  to  sug- 
gest that  the  federal  bureaucracy  does  not 
readily  yield  powers  or  functions.  It  is  the 
bureaucratic  mode  to  simplify  by  multiplying. 
The  concept  intended  was  that  HEW  is  no 
more  likely  to  grant  to  the  PSROs  a greater 
degre  of  autonomy  or  freedom  from  close 
scrutiny  than  it  has  in  the  past  to  the  inter- 
mediaries. We  hope  that  this  intuition  proves 
to  be  overly  pessimistic. 
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^ian  l^ow  ^^^ttend  .... 

THE  ANNUAL  MEETING 

of  the 

Rhode  Island  Medical  Society 


WEDNESDAY,  MAY  5,  1976 
MARRIOTT  INN 

Providence,  Rhode  Island 


BUSINESS  MEETING  1:00  P.M. 
SCIENTIFIC  SESSION  2:00  P.M. 
SOCIAL  HOUR -6:00  P.M. 
DINNER -7:00  P.M. 


Music  and  Dancing  during  and  after  Dinner  until  1 1:00  P.M. 


Reservations  close  Monday,  May  3,  1976 
CALL  331-3207 


April,  1976 
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FAT  EMBOLISM  AND  THE 
RESPIRATORY  DISTRESS 
SYNDROME 

(Continued  from  page  161) 

severe  trauma,  particularly  when  fat  depots 
have  been  disrupted,  such  as  with  a fracture 
of  bones  containing  large  amounts  of  marrow. 
Improper  immobilization  of  the  fracture  and 
the  occurrence  of  hypovolemic  shock  are  as- 
sociated with  a higher  incidence  of  clinical 
fat  embolism. 

The  principal  clinical  finding  in  sympto- 
matic fat  embolism  is  respiratory  distress. 
This  is  due  in  the  early  period  to  mechanical 
blockage  of  the  pulmonary  capillary  bed,  but 
is  more  often  the  result  of  an  inflammatory 
reaction  caused  by  the  presence  of  free  fatty 
acids  in  the  pulmonary  capillaries.  The  re- 
sultant hemorrhagic  pneumonia  and  atelec- 
tasis cause  pulmonary  venoarterial  shunts, 
which  result  in  hypoxemia.  This  hypoxemia 
is  treated  with  oxygen  and  re-expansion  of 
the  atelectatic  lung.  If  respiratory  therapy 
and  intermittent  positive  pressure  breathing 
do  not  restore  proper  ventilation-perfusion 
relationships  to  relieve  the  pulmonary  veno- 
arterial shunt  and  the  anoxemia,  an  endo- 
tracheal tube  must  be  passed  and  mechanical 
ventiltion  instituted.  With  proper  respiratory 
care  the  great  majority  of  patients  with  fat 
embolism  survive. 
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sent  you  and  other  Rhode  Island  physicians. 
The  physicians  on  the  Commission  have  per- 


fomed  excellently  in  coping  with  a most  diffi- 
cult problem. 

Representing  1,300  physicians  is  not  easy. 
Our  greatest  strength,  independence,  is  also 
our  greatest  weakness.  Everyone  has  his  own 
point  of  view  and  is  only  too  eager  to  en- 
lighten his  colleagues  with  a simplistic  solu- 
tion to  a complex  problem.  I’m  glad  that  you 
wrote,  because  it  shows  that  you  care,  but 
your  comments  are  unjustified,  unwarranted, 
and  undeserved. 

^ ^ ^ 

EVALUATION  OF  PAS  STATISTICS 

(Continued  from  page  166) 

diabetic,  but  the  attending  physician  did  not 
write  this  diagnosis  on  the  face  sheet.  Many 
times  the  diabetic  status  was  noted  in  the 
nurses’  notes,  in  the  notes  of  a consultant,  or 
in  the  progress  notes, 

5)  Only  87  per  cent  of  hospitalized  pa- 
tients receiving  anticoagulants  had  had  pro- 
thrombin or  other  coagulation  tests  ordered. 
Comment : Patients  given  anticoagulants  must 
be  monitored  by  appropriate  laboratory  tests. 

Findings: 

The  great  majority  of  patients  receiving 
anticoagulants  without  laboratory  tests  hav- 
ing been  ordered  were  patients  given  the 
minimal  dose  of  heparin  necessasy  to  keep 
arterial  lines  from  clotting.  Other  patients 
may  have  received  one  dose  of  heparin  in  an 
emergency  situation  for  a possible  pulmonary 
embolism  without  indication  for  further 
treatment.  Again,  as  with  blood  sugar  de- 
termination, the  chart  abstracters  cannot 
make  a medical  decision.  They  have  been  in- 
structed not  to  indicate  anticoagulant  therapy 
if  heparin  is  used  only  for  management  of 
an  arterial  line.  Many  times  this  is  a diffi- 
cult decision  for  the  medical  abstracter  to 
make,  especially  for  the  patient  with  multiple 
serious  problems. 

6)  Another  group  of  statistics  gathered 
by  PAS  relates  to  hospital  length  of  stay. 

This  is  computed  for  hospitals,  for  specific 
diseases,  for  operative  procedures,  and  for 
the  individual  attending  physicians.  Thus, 
many  different  profiles  are  available  for 
study.  In  evaluating  these  profiles,  one  should 
keep  the  following  in  mind: 

a)  Even  though  statistics  are  compared 
fcr  matching  hospitals  (size,  location,  teach- 
(Continued  on  page  173) 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 


] Found  useful  in  the  management  of  vertigo*  associated  with 
liseases  affecting  the  vestibular  system. 

] Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

] Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d, 
3 Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
ablets,  for  dosage  convenience  and  flexibility. 

3 Antivert/25  (meclizine  HCl)  25  mg.  Cheivable  Tablets  for 
tausea,  vomiring  and  dizziness  associated  with  motion  sickness. 

3R1EF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
lienees —National  Research  Cbuncil  and/or  other  information.  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  assoaated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat 
Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  CKcasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group, 
Usage  in  Pregnancy-  See  “Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 


More  detailed  professional  information  available  on 
request. 


ROeRIG<0 


Antivert725 

(meclizine  HCl)  25  mgHablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical“patient’’ 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Awake 

Stage  2 

REM 

Stage  3 

Stage  1 

HH  Stage  4 

Awake  too  long 


U "TZlI  u. 

Awake  too  often  during  the  night  J 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories.*'^ 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


7 Hours 


Awake  too  early 


Broad-spectrum 
medication  for  the 
mpst  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30- mg  capsule  h.s.—  usual  adult  dosage 

( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(f  lurazepam  HCI ) 


^ 30^ 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morningawakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Uhmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefit 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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ing  or  non-teaching,  acute  or  chronic),  there 
may  be  significant  differences  in  hospital 
services  available  in  individual  hospitals.  To 
avoid  costly  duplication  of  services  hospitals 
may  or  may  not  have  an  emergency  room, 
an  obstetrical  service,  or  a program  in  open- 
heart  surgery;  they  may  or  may  not  care 
for  patients  with  severe  head  injuries  or  com- 
plicated orthopedic  problems;  and  they  may 
not  offer  active  physiotherapy. 

b)  Another  problem  concerning  length  of 
stay  arises  when  a patient  is  transferred  to 
another  hospital  service.  For  example,  a pa- 
tient may  have  surgery  perfoiTned  for  a per- 
forated duodenal  ulcer  and  suffer  a cardio- 
vascular accident  during  the  postoperative 
period.  The  patient  will  then  be  transferred 
to  the  medical  service  where  the  stay  may 
exceed  three  or  four  weeks.  At  the  time  of 
discharge,  the  entire  length  of  stay  will  be 
charged  to  the  medcal  service.  Similarly,  a 
problem  may  occur  on  the  medical  service 
with  the  patient  spending  much  more  time 
on  the  surgical  service  after  transfer  there 
for  the  medical  problem  for  which  he  was 
admitted.  Finally,  it  is  not  uncommon  for  a 
patient  to  have  more  than  one  service  trans- 
fer. 

c)  The  computer-assigned  length  of  stay 
depends  upon  which  diagnosis  appears  first 
on  the  discharge  sheet.  Usually  the  diagnosis 


responsible  for  the  hospital  stay  should  ap- 
pear first.  However,  as  in  the  case  above,  if  a 
more  serious  illness  occurs  while  the  patient 
is  hospitalized,  this  diagnosis  may  not  be 
listed  first.  For  example,  a patient  admitted 
for  coronary  insufficiency  may  develop  a 
myocardial  infarction.  If  coronary  insuffi- 
ciency is  listed  as  the  number  one  diagnosis, 
the  computer  may  signify  that  this  patient 
had  a significantly  prolonged  hospital  stay. 
However,  if  myocardial  infarction  is  the  num- 
ber one  diagnosis,  his  length  of  stay  may 
well  be  within  the  norms,  and  no  specific  at- 
tention will  be  called  to  this  hospitalization. 

CONCLUSIONS 

To  insure  good  quality  PAS  output,  the 
input  must  be  accurate,  the  chart  abstracter 
must  have  adequate  training  and  adequate 
back-up  so  that  charts  are  abstracted  with 
minimum  of  delay.  Quality  input  may  also  be 
monitored  by  spot  checking  of  charts.  How- 
ever, good  chart  review  is  costly  in  terms  of 
time  and  money.  The  chart  abstracter  should 
not  be  expected  to  make  a medical  decision. 
In  order  to  reduce  errors  to  the  minimum, 
professional  chart  review  with  a large  in- 
crease in  costs  would  be  required  and  is  thus 
impractical. 

Physicians  must  realize  that  the  non- 
professionals who  review  and  evaluate  medi- 
( Continued  on  next  page) 
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cal  statistics  do  not  see  or  know  the  patient 
as  does  the  doctor.  The  only  knowledge  they 
have  is  from  the  chart  of  the  PAS  data.  The 
doctor’s  knowledge  of  the  patient  will  not  be 
imparted  to  others  if  the  doctor  does  not 
document  the  chart  completely.  He  must 
recognize  that  there  is  no  substitute  for  good 
chart  documentation.  He  must  treat  the  pa- 
tient first  and  the  chart  second. 

In  this  paper  we  have  discussed  basic  un- 
complicated problems  that  arise  and  may  give 
erroneous  impressions.  More  sophisticated 
and  more  complex  studies  also  have  built-in 
pitfalls,  that  seem  to  multiply  in  geometric 
proportion  to  the  complexity  of  the  study. 
Nonprofessionals  who  review  and  evaluate 
medical  statistics  should  request  and  receive 
professional  assistance. 

t 

COLOR  ADDITIVES  IN  FOODS 
AND  DRUGS 

(Continued  from  page  168) 

FD&C  Yellow  No.  5 (Tartrazine)  has  re- 
cently been  implicated  as  a cause  of  adverse 
reactions.  This  dye,  which  is  still  on  the  FDA 
approved  list,  has  been  associated  with  non- 
thrombocytopenic purpura,  urticaria/angioe- 
dema,  and  bronchospasm.  Like  Red  No.  2, 
Tartrazine  is  commonly  used  in  food  products 
and  drugs.  Over  560,000  pounds  of  Tartra- 
zine are  sold  annually,  and  there  are  over  594 
drugs  on  the  commercial  market  that  contain 
it.  Tartrazine,  a coal  tar  derivative,  has  also 
been  designated  as  an  AZO  compound,  an 
aniline  derivative,  pyrazolone,  and  hyrdazine 
yellow.  Most  of  the  individuals  who  have  ex- 
perienced adverse  reactions  to  Tartrazine  also 
have  symptoms  of  intolerance  to  aspirin, 
characterized  by  acute  urticaria/angioedema, 
bronchospasm,  or  acute  rhinorrhea.  About  15- 
20  per  cent  of  so-called  aspirin  intolerant  in- 
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Used  EKG  machine  in  excellent  condi- 
tion for  office  use. 
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dividuals  also  have  a sensitivity  to  Tartrazine. 
The  symptoms  produced  by  aspirin  and  Tar- 
trazine are  similar  in  these  individuals,  which 
tends  to  confirm  the  fact  that  these  drugs 
cross-react.  Isolated  cases  of  Tartrazine  sen- 
sitivity without  aspirin  intolerance,  however, 
can  occur.  It  is  estimated  that  there  are  some 
150,000  individuals  in  the  United  States  who 
react  adversely  to  Tartrazine. 

As  in  the  case  of  Red  No.  2 and  other  dyes, 
the  FDA  does  not  require  that  manufactu- 
rers list  the  color  additives  on  the  packages 
or  package  inserts  of  these  products.  As  a 
consequence,  individuals  who  wish  to  or  must 
avoid  them  are  at  an  unwarranted  disadvan- 
tage. To  avoid  all  color  additives,  adherence 
to  a red,  green,  and  white  diet  is  recom- 
mended: red  for  fresh  meat,  green  for  fresh 
vegetables  and  unadulterated  fresh  fruit,  and 
white  for  fresh  milk  and  colorless  medicine 
tablets. 

Guy  A.  Settipane,  M.D. 
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COMBINED  ADJUVANT 
CHEMOTHERAPY  IN  BREAST 
CANCER 

(Continued  from  page  167) 

basis,  the  method  will  provide  a rational  and 
integrated  approach  to  treatment  of  operable 
breast  cancer  with  involved  axillary  lymph 
nodes. 
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leukemic agents.  Cancer  Res  11:109-12,  Feb  51 
^Greenspan  EM:  Combination  chemotherapy  for  ad- 
vanced mammary  carcinoma:  a tw'elve-year  experi- 
ence. Mt  Sinai  J Med  XY  39:435-46,  Sep-Oct  72 
^Fisher  B,  Ravdin  RG,  Ausman  RK,  et  ah:  Surgical 
adjuvant  chemotherapy  in  cancer  of  the  breast:  re- 
sults of  a decade  of  co-operative  investigation.  Ann 
Surg  168:337-56,  Sep  68 

•'Fisher  B,  Carbone  P,  Economon  SG,  et  ah:  1-Phen- 
lalanine  mustard  (L-Pam)  in  the  management  of 
primary  breast  cancer.  A report  of  early  findings. 
X Engl  J Med  292:117-22,  16  Jan  75 

t 

ONE  SENTENCE  ESSAY 
There  is  no  good  writing,  only  good  re- 
writing. 

. . . Joseph  Garland,  M.D.,  late  editor  of 

The  New  England  Journal  of  Medicine. 
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Report  Of  The  House  Of  Delegates 


A meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  at 
the  Medical  Society  auditorium  in  Providence 
on  Wednesday,  March  10,  1976.  The  meeting 
was  called  to  order  by  the  speaker  of  the 
House,  Doctor  Thomas  F.  Head,  at  2:10  p.m. 

Delegates  in  attendance  were:  Doctors  Jo- 
seph R.  Peltier,  H.  Gerald  Rock,  Charles  B. 
Round,  Edward  Asprinio,  Charles  P.  Shoe- 
maker, David  R.  Hallmann,  Richard  Kuhn, 
Nathan  Sonkin,  Richard  Kraemer,  James  Me 
Grath,  Louis  Morrone,  Erwin  Siegmund,  Fran- 
cis Scarpaci,  Leonard  S.  Staudinger,  Stephen 
J.  Hoye,  Herbert  F.  Hager,  Philip  J.  Morrison, 
Frank  W.  Sullivan,  Orlando  M.  Armada,  Al- 
phonse R.  Cardi,  Joseph  E.  Caruolo,  George 
E.  Charon,  George  L.  Copper,  George  Cole- 
man, Dominic  L.  Coppolino,  John  E.  Farley, 
Jr.,  Donald  P.  Fitzpatrick,  Serafino  Garella, 
Melvyn  M.  Gelch,  Thomas  F.  Head,  Charles 
L.  Hill,  Melvin  D.  Hoffman,  William  Klutz, 
Henry  M.  Litchman,  Joseph  P.  Lombardozzi, 
Vincent  I.  MacAndrew,  William  J.  MacDonald, 


Ermino  Cardi  substituting  for  Peter  L.  Ma- 
thieu,  Jr.,  H.  Raymond  McKendall,  Daniel 
Moore,  Jr.,  Simon  Blumen  substituting  for 
Raul  Nodarse,  Anthony  Merlino  substituting 
tor  Ralph  R.  Pike,  James  A.  Reeves,  Henry 
Robidoux,  Richard  P.  Sexton,  William  Q. 
Stumer,  Hugo  Taussig,  Richard  L.  Testa, 
Seebert  J.  Goldowsky,  and  Wilson  F.  Utter. 

Delegates  absent  were:  Doctors  David  New- 
hall,  Peter  Baute  (excused),  Jacobo  J.  Fijman, 
Oswaldo  R.  Velis,  Richard  Zuerner,  Robert 
Burroughs,  Robert  Fortan,  Paul  J.M.  Healey 
(excused),  Patrick  A.  Levesque,  Paul  Cala- 
bresi,  Frank  G.  DeLuca,  John  A.  Dillon  (ex- 
cused), Milton  W.  Hamolsky  (excused),  Ed- 
ward lannuccilli,  Robert  Indeglia,  Joseph  B. 
May,  and  P.  Joseph  Pesare  (excused). 

Commissioners  in  attendance  were : Doctors 
Leonard  S.  Staudinger,  Thomas  F.  Head,  Ken- 
neth Liffmann,  Joseph  E.  Caruolo,  and  Melvin 
Hoffman. 

The  Specialty  Society  representatives  in 
(Continued  on  next  page) 
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attendance  were:  Doctors  Marshall  Taylor, 
James  Leach,  Henry  M.  Litchman,  Wilson  F. 
Utter,  Louis  V.  Sorrentino,  William  F.  Varr, 
Arthur  I.  Geltzer,  Charles  Hill,  Joseph  E.  Ca- 
ruolo,  David  M.  Barry,  and  Walter  Cotter. 

Specialty  Society  representatives  absent 
were:  Doctors  Kenneth  Nanian,  Charles  E. 
Millard  (excused),  James  T.  Kurtis,  Richard 
Peters,  Bencel  L.  Shiff,  and  Guy  A.  Settipane. 

Also  present  were:  Jim  Clarkin,  Tim  Nor- 
beck,  and  Mr.  Joseph  Shanley  from  the  firm 
of  Duffy  & Shanley. 

Approval  of  Minutes  of  Previous  Meeting 
The  speaker  noted  that  the  minutes  of  the 
January  meeting  of  the  House  had  been  prin- 
ted and  distributed  by  the  secretary. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  minutes  of  the  January  28, 
1976  meeting  of  the  House  of  Delegates  be 
approved  and  placed  on  record. 

Report  of  the  Secretary 
The  speaker  noted  that  the  report  of  the 
secretary  was  included  in  the  handbook. 

1.  President  Hoye  apprised  the  House  of 
Delegates  that  the  AMA  dues  were  coming  in 
at  a slower  rate  than  in  1975  and  urged  del- 
egates to  promote  such  membership  at  any 
local  medical  meetings. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  secretary  be  ap- 
proved and  placed  on  record. 

Report  of  the  Treasurer 
The  speaker  noted  that  the  report  of  the 
treasurer  was  included  in  the  handbook. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  report  of  the  treasurer  as  sub- 
mitted be  approved  and  placed  on  file  subject 
to  audit. 

Recommendations  of  the  Council 
The  secretary"  submitted  the  recommenda- 
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tions  from  the  Council,  as  published  in  the 
handbook  for  the  meeting.  Action  was  taken 
as  follows: 

1.  Blue  Cross  Board  Members 

Action : A motion  was  made,  seconded  and 
voted  that  Doctors  Joseph  E.  Caruolo  and 
Herbert  F.  Hager  be  nominated  as  the  So- 
ciety’s official  representatives  on  the  Blue 
Cross  Board  of  Directors. 

Following  the  nomination  of  Doctors  Caru- 
olo and  Hager,  the  House  of  Delegates  dis- 
cussed the  composition  of  the  Blue  Shield 
Board  of  Directors.  The  thrust  of  the  discus- 
sion focused  on  whether  or  not  the  public 
should  have  increased  representation  on  the 
Blue  Shield  Board  so  as  to  constitute  50  per 
cent  of  the  voting  members.  It  was  brought 
out  that  throughout  the  country  a number 
of  Blue  Shield  plans  provide  for  50  per  cent 
public  representation  on  the  Board  of  Direc- 
tors and  that  state  legislatures  have  been 
pressing  for  such  public  representation. 

After  lengthy  discussion,  the  House  of  Del- 
egates adopted  the  following  resolution  to  be 
presented  later  in  the  afternoon  to  the  Blue 
Shield  Corporation:  As  a service  to  the  com- 
munity in  1945,  the  Rhode  Island  Medical  So- 
ciety initiated  the  existence  of  medical  serv- 
ices insurance  within  the  existing  framework 
of  the  Hospital  Service  Coi’poration  of  Rhode 
Island,  now  known  as  Blue  Cross.  This  phy- 
sician service  now  affiliated  with  National 
Blue  Cross  has  grown  into  an  outstanding  or- 
ganization for  the  public  good.  Although  the 
physician  directors  have  predominated  the 
membership  of  the  Board  of  Directors  since 
its  inception,  “the  public  interest”  has  always 
been  its  uppennost  goal.  The  Medical  Society, 
cognizant  of  the  importance  of  the  need  for 
health  maintenance  and  care,  wishes  to  be- 
come an  equal  advocate  of  responsible  man- 
agement of  our  Rhode  Island  plan.  By  electing 
additional  members  from  the  public  sector, 
we  wish  to  create  an  equal  partnership  in 
Blue  Shield,  to  work  together  to  bring 
to  the  citizens  of  the  state  of  Rhode  Island, 
excellent  health  coverage. 

2.  Use  of  the  Social  Security  Number  as  a 

Universal  Identification  Number 

Action:  A motion  was  made,  seconded  and 
voted  that  the  Rhode  Island  Medical  Society 
express  total  opposition  to  the  use  of  the 
(Continued  on  page  178) 
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Physicians  Seeking  Opportunities  In  Rhode  Island 


John  T.  Martsolf,  M.D. 

Health  Sciences  Centre 
685  Bannatyne  Avenue 
Winnipeg,  Manitoba  R3E  OWI  Canada 
Specialty:  Pediatrics,  Clinical  Genetics 

ifi  ifi 

Rashid  M.  Gill,  M.D. 

6321  Furnace  Branch  Road 
Glen  Burnie,  MD  21061 
Specialty:  General  Surgery 
^ ^ ^ 

Samuel  P.  Kumar,  M.D.,  F.R.C.P. 

4729  Hickory  Place 
Cheyenne,  WY  82001 
Specialty:  Cardiology 

❖ ❖ iji 

Siddanna  Anurshetru,  M.D. 

173  Pleasant  Street 
Melrose,  MA  02176 
Specialty:  General  Surgery 
^ ^ 

Steven  P.  Bloom,  M.D. 

1982  Traver  Road,  Apt.  206 
Ann  Arbor,  MI  48105 

Specialty : Pediatrics 

^ ^ ^ 

Anthony  J.  Raneri,  M.D. 

6603  Cooper  Ridge  Drive,  No.  102 
Baltimore,  MD  21209 

Specialty:  General  Surgery 

* * * 

Terrence  J.  Horrigan,  M.D. 

432  Hallmark  Road 

Fayetteville,  NC  28303 

Specialty : Obstetrics  and  Gynecology 

* Hs  ^ 

Fdward  Salmon,  M.D. 

4343  Graham  Drive 

Pierrefonds,  Quebec  H9H  2B9  Canada 

Specialty:  Urology 

* * ♦ 

Louis  T.  Feldgoise,  M.D. 

6441  Frenchmens  Drive 
Alexandria,  VA  22312 
Specialty : Ophthalmology 

^ ^ V 

Abdul  Malik  Arain,  M.D. 

21  Hawthorne  Woods 
Deptford,  NJ  08096 
Specialty : Orthopedic  Surgery 


Paul  Shales,  M.D. 

Waisman  Center,  2605  Marsh  Lane 
University  of  Wisconsin 
Madison,  WI  53706 
Specialty:  Pediatrics 

>i<  » 

L.  Mark  Reiner,  M.D. 

801  Cooper  Street,  133A 
Woodbury,  NJ  08096 
Specialty : Internal  Medicine 

Thomas  J.  Joseph,  M.D. 

46  Brighton  Drive 
Gaithersburg,  MD  20760 

Specialty : Anatomic  and  Clinical  Pathology 
* * 

Robert  W.  Page,  M.D. 

3800  Parkdale  Road 
Cleveland  Heights,  OH  44121 

Specialty:  Neurology 

* * * 

Mark  G.  Strom,  M.D. 

3450-25  Wayne  Avenue 

Bronx,  NY  10467 

Specialty:  Cardiothoracic  Surgery 


ONE  SENTENCE  ESSAY 
It  must  be  confessed  that  the  manner  in 
which  the  medical  profession  is  regarded  by 
the  community  at  large  is  not  such  as  in  all 
respects  to  gratify  our  self-love,  or  to  flatter 
our  vanity. 

. . . William  Williams  of  Wellington, 
M.D.,  before  the  Massachusetts  Medical  So- 
ciety, 1870. 
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HOUSE  OF  DELEGATES 

(Continued  from  page  176) 

social  security  number  as  a universal  num- 
ber identifier  and  that  the  Society  encourage 
all  county  societies,  all  PSRO’s,  all  hospitals 
and  other  providers  of  medical  care  to  oppose 
the  use  of  the  social  security  number  as  a 
universal  number  identifier.  The  House  of 
Delegates  also  indicated  its  desire  to  notify 
Rhode  Island  PSRO,  Inc.  of  this  action. 

3.  Slate  of  Officers  and  Standing  Committees 
No  counter  nominations  were  offered  to  the 

slate  of  officers  and  standing  committees  pro- 
posed by  the  Council  except  to  retain  Doctor 
Mendell  Robinson  as  a member  of  the  Com- 
mittee on  Scientific  Work  and  Annual  Meet- 
ing and  to  replace  him  with  a temporary 
chairman,  namely  Doctor  Frank  DeLuca. 

4.  Interprofessional  Code 

Action:  A motion  was  made,  seconded  and 
voted  to  adopt  the  “Interprofessional  Code  of 
Standards  of  Practice  Governing  Lawyers 
and  Physicians’’  as  developed  by  the  joint 
Liaison  Committee  of  the  Rhode  Island  Med- 
ical Society  and  the  Rhode  Island  Bar  Asso- 
ciation. 

Election  of  Three  Physicians  to  the  Professional 
Advisory  Committee  of  Blue  Shield 
The  speaker  noted  that  the  House  is  au- 
thorized under  the  By-laws  of  the  Blue  Shield 
Corporation  to  elect  three  physicians  to  serve 
for  one  year  on  the  Professional  Advisory 
Committee  of  that  organization.  He  noted 
that  the  physicians  whose  terms  are  expiring 
are  Doctors  J.  Robert  Bowen,  Joseph  DiMase, 
and  John  P.  Grady. 

Action:  A motion  was  made,  seconded  and 
voted  that  Doctors  J.  Robert  Bowen,  Joseph 
DiMase,  and  John  P.  Grady  be  elected  to  serve 


E.  P.  Anthony,  Inc. 
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on  the  Professional  Advisory  Committee  of 
Blue  Shield  for  1976. 

Reports  of  Committees 

The  speaker  noted  that  there  were  several 
committee  reports  in  the  handbook  for  the 
information  of  the  members,  but  none  called 
for  any  specific  action  by  the  House. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  written  reports  of  the  follow- 
ing committees,  as  submitted  to  the  House, 
be  received  and  placed  on  record : Delivery  of 
Medical  Care  Committee,  Library  Committee, 
and  State  Committee  on  Peer  Review. 

Doctor  Joseph  E.  Caruolo,  Commissioner, 
asked  to  make  a verbal  report  on  a recent 
meeting  of  the  Perinatal  Committee.  Doctor 
Anderson,  a member  of  this  committee,  re- 
ported that  the  AMA  had  recommended  the 
formation  of  a Maternal  and  Perinatal  Task 
Force  in  each  state.  He  requested  that  the 
Rhode  Island  Medical  Society  participate  with 
representatives  of  the  various  Academies  and 
the  State  Health  Department  in  the  forma- 
tion of  a core  task  force. 

Action:  A motion  was  made,  seconded  and 
voted  to  designate  Doctors  Herbert  F.  Hager, 
George  Anderson,  and  Bertram  Buxton  as  Co- 
Chairman  to  participate  with  other  organiza- 
tions in  the  formation  of  such  task  force. 

Resolution 

The  secretary  presented  a resolution  as  sub- 
mitted to  the  House  in  the  handbook  for  the 
meeting  from  Doctor  Walter  C.  Cotter  per- 
taining to  a change  in  the  law  for  medical 
licensures  in  the  state  of  Rhode  Island.  The 
proposal  for  a change  in  the  law  was  defeated, 
but  the  House  voted  to  send  a letter  to  the 
Board  of  Examiners  in  Medicine  requesting 
their  study  of  the  problem  and  asking  for 
any  recommendations  which  might  alleviate 
the  problem. 

New  Business 

President  Hoye  reported  to  the  House  of 
Delegates  on  the  final  meeting  of  the  Gover- 
nor’s Commission  on  Malpractice  which  had 
been  held  on  Monday,  March  8.  He  reviewed 
in  detail  the  Commission’s  working  paper  and 
pointed  out  that  the  Commission  had  been  in 
session  some  eleven  hours.  Doctor  Hoye  re- 
ported that  the  Commission  had  agreed  to 
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change  the  statute  of  limitations  from  three 
years  from  discovery  to  two  years  from  oc- 
currence while  maintaining  the  right  of  a 
minor  to  bring  suit  up  to  the  age  of  sixteen. 
An  attempt  to  limit  non-economic  losses  (pain 
and  suffering)  to  $100,000  was  unsuccessful. 
Physicians  were  successful  at  the  commission 
level  in  eliminating  the  collateral  source  of 
payment.  Doctor  Hoye  indicated  that,  in  a 
close  vote,  the  Commission  refused  to  recom- 
mend the  limitation  on  contingency  fees  and 
denied  the  periodic  payments  to  consumers 
section.  The  ad  damnum  clause  was  elimin- 
ated, and  a mediation  panel  comprised  of  two 
lawyers  and  one  physician  was  approved  for 
recommendation  to  the  General  Assembly. 
One  of  the  two  lawyers  on  the  mediation  pan- 
el must  have  experience  in  arbitration.  A 
board  of  medical  review  will  be  established 
but  will  not  come  under  the  jurisdiction  of  the 
Department  of  Health.  While  physicians  will 
still  have  to  prove  malice  in  bringing  a suc- 
cessful countersuit,  there  will  be  sanctions  on 
those  who  bring  frivolous  suits.  Matters  of 
informed  consent  and  res  ipsa  loquitur  will  be 
determined  by  the  court  and  will  no  longer 
be  up  to  the  j ury.  Broad  Peer  Review  immun- 
ity is  provided  for  in  the  final  recommenda- 
tions which  will  be  made  from  the  Commis- 
sion to  the  General  Assembly. 

In  a related  manner.  Doctor  Melvyn  Gelch 
urged  50  per  cent  representation  of  physi- 
cians on  the  Joint  Underwriting  Authority 
Board  of  Directors.  The  Board  is  presently 
comprised  of  eight  insurance  representatives 
and  three  physicians,  and  the  House  of  Del- 
egates agreed  with  Doctor  Gelch  that  efforts 
should  be  made  by  the  Society  to  secure  50 
per  cent  representation. 

Adjournment 

The  meeting  was  adjourned  at  4:45  p.m. 

Respectfully  submitted, 

CHARLES  B.  ROUND,  M.D. 

Secretary 
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Peripatetics 

FRANCES  P.  CONKLIN  has  been  cited  for 
distinguished  achievements  and  named 
a Fellow  of  the  American  College  of  Radi- 
ology. The  College  awarded  Doctor  Conklin 
a certificate  of  Fellowship  during  its  Annual 
Meeting  and  Convention  in  Washington,  D.C. 
in  March. 

^ ^ 

KATHERINE  K.  CUTTS  and  the  late  NA- 
THAN A.  BOLOTOW  are  recent  recipients  of 
the  Max  L.  Grant  Foundation  Award.  This 
award  is  presented  to  members  of  the  com- 
munity who  have  made  outstanding  con- 
tributions through  working  with  the  United 
Way  or  an  agency  supported  by  the  United 
Way.  Doctor  Bolotow’s  name  was  submitted 
by  the  Jewish  Family  and  Children’s  Serv- 
ice, and  Doctor  Cutts’  name  was  submitted  by 

Homemaker-Home  Health  Services  of  R.  I. 

^ ^ 

The  following  were  appointed  by  Gov- 
ernor Noel  to  study  the  organization  of 
services  provided  for  patients  at  the  Rhode 
Island  Institute  of  Mental  Health:  MAURICE 
W.  LAUFER,  Director  of  Bradley  Hospital; 
D.  ROBERT  FOWLER,  psychiatrist  at  the 
Miriam  Hospital ; and  DAVID  S.  GREER,  As- 
sociate Dean  of  Medical  Affairs  at  Brown 
University. 

* * * 

At  its  Annual  Meeting,  the  Providence  Med- 
ical Association  elected  DONALD  P.  FITZ- 
PATRICK to  be  its  president.  Also  elected 
were:  P.  JOSEPH  PESARE,  vice-president; 
RICHARD  L.  TESTA,  secretary;  and 
CHARLES  L.  HILL,  treasurer. 
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Highlights  Of  200  Years  Of  Medicine 

Prepared  by  the  AIMA 


Medical  care  in  the  American  colonies  in 
1776  was  a crude  and  primitive  affair  com- 
pared to  today’s  highly  developed  health  care 
system. 

In  fact,  for  many  Americans,  there  just 
weren’t  any  doctors  at  all,  and  home  medicine 
was  the  only  answer.  Most  of  the  nation  lived 
in  remote  rural  areas.  The  crisis  was  over  — 
the  patient  either  survived  or  died  — before 
the  doctor  could  arrive  on  horseback. 

And  if  you  did  find  a doctor,  his  knowledge 
and  his  tools  and  medicines  were  scant  in- 
deed compared  to  today’s  sophisticated  and 
scientific  medicine. 

The  doctor  likely  had  never  attended  medi- 
cal school  and  had  no  license  to  practice  med- 
icine. He  didn’t  really  know  what  caused  most 
diseases  and  he  didn’t  really  know  how  to 
treat  them. 

The  doctor’s  answer  to  disease  in  those  days 
was  likely  to  be  to  open  a vein  in  the  wrist 
and  draw  off  a pint  or  two  of  blood  ...  or  a 
dose  with  a very  strong  emetic  to  induce 
vomiting ...  or  a strong  purgative  to  cleanse 
the  bowels.  Often  the  treatment  did  more 
harm  than  good. 

The  doctor  didn’t  know  about  germs  and 
how  to  prevent  infection.  Pasteur  and  Lister 
were  still  far  in  the  future.  He  did  know  that 
innoculation  against  smallpox  gave  protection, 
and  the  Continental  Army  was  well  protected 
against  this  scourge. 

The  doctor  had — sometimes — a few  items 
to  relieve  pain  — alcohol,  opium,  laudanum. 
He  had  no  penicillin,  no  insulin,  no  vaccines, 
no  anesthetics. 

There  were  about  as  many  doctors  for  the 
population  two  hundred  years  ago  as  there 
are  today  — one  to  600.  At  the  time  of  the 
Revolution  there  were  around  3,500  legitimate 
medical  practitioners  in  the  thirteen  colonies. 
Less  than  four  hundred  of  these  possessed 
medical  degrees.  Most  had  been  trained  under 
the  apprentice  system.  A very  few  were  prod- 


nets  of  European  medical  schools,  or  one  of 
the  two  new  American  schools. 

In  colonial  times,  the  aspiring  physician  ap- 
prenticed himself  to  an  older  doctor,  served 
several  years,  and  received  from  his  mentor  a 
certificate  certifying  his  competence  to  prac- 
tice medicine. 

Surgery  consisted  largely  of  amputations  of 
injured  arms  and  legs.  Many  of  the  patients 
died  of  infection  and  loss  of  blood.  The  doc- 
tor had  to  get  by  without  most  of  today’s 
common  medical  tools  — clinical  thermometer, 
stethoscope,  hypodermic  syringe. 

Colonial  physicians  used  a variety  of  drugs 
when  they  could  get  them,  such  as  “Jesuit’s 
Bark,”  (quinine)  for  fevers,  and  they  drew 
heavily  on  the  native  plants  and  shrubs. 
Knowledge  of  therapeutic  plants,  gained 
through  generations  of  experimentation,  was 
considerable,  and  could  aid  in  relieving  pain 
and  in  curing  some  diseases. 

Fevers,  smallpox  and  dysentery  caused 
much  of  the  illness.  Life  expectancy  was  short 
and  the  degenerative  diseases  of  advancing 
years  were  a minor  health  problem  for  most 
Americans  in  1776.  Dirt  and  poorly  cooked 
food  and  drink  made  dysentery  a highly  com- 
mon health  problem  in  the  Continental  Army. 
Influenza  and  pneumonia  were  common,  thriv- 
ing on  poor  ventilation,  crowded  conditions, 
dirt,  and  poor  diet. 

Despite  their  handicaps,  American  doctors 
did  the  best  they  could  and  their  very  pres- 
ence was  a great  help  to  many  sick  individ- 
uals. The  doctor  was  a prominent  man  in  his 
community.  Several  doctors  were  among  the 
signers  of  the  Declaration  of  Independence: 
Josiah  Bartlett  of  New  Hampshire;  Lyman 
Hall  of  Georgia;  Benjamin  Rush  of  Pennsyl- 
vania; Matthew  Thornton  of  New  Hampshire; 
and  Oliver  Wolcott  of  Connecticut.  Others 
were  members  of  the  Continental  or  United 
States  Congresses. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequent 
and/  or  severity  of  grand  mal  seizures  mz 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdraw? 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  hav( 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mu 
cle  cramps,  vomiting  and  sweating).  Keei 
addiction-prone  individuals  under  carefu 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
; anxiety.  But  according  to  the 
. description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

■ This  is  because  her  problem, 

■ although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
>toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
. rapid.  This  means  that  im- 
; provement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium;(g 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
[tion  to  habituation  and  dependence.  In 
ipregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
lagainst  possible  hazard. 
iPrecautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
icarefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 

JUNE 


1-2  EDUCATION  IN  THE  VISUAL  SCIENCES.  Speakers  will  include:  Dr.  Karl  Kupfer, 
Director,  National  Eye  Institute;  Dr.  Bruce  Spivey,  Pacific  Medical  Center,  San 
Francisco;  Dr.  Arthur  Keaney,  University  of  Louisville  School  of  Medicine;  Dr. 
Sidney  Fox,  New  York  University;  and  Dr.  Stephen  Podos,  Mt.  S nai  School 
of  Medicine.  The  meeting  will  be  held  on  the  Brown  University  campus.  Fur- 
ther information  will  soon  be  available,  contact  Mr.  Maguire,  863-3231. 


4-5  ISSUES  IN  THE  PREVENTION  OF  SEXUAL  PROBLEMS.  Topics  will  include: 
Cross  Cultural  Perspectives  in  Prevention  of  Sexual  Problems,  Dr.  Donald  S. 
Marshall;  Cultural  Values  and  the  Prevention  of  Sexual  Dysfunctions,  Dr. 
Joseph  LoPiccolo;  Atypical  Sex  Role  Development:  Strategy  and  Eth'cs  of 
Prevention,  Dr.  Richard  M.  Green;  and  Deviant  Patterns  of  Arousal  in  Sex- 
ual Offenders:  identification  and  Prevention,  Dr.  John  Bancroft. 

Also,  The  Role  of  Anti-Androgens  in  the  Treatment  of  Sex  Offenders,  Dr. 
Paul  Walker;  Is  Sex  Education  by  Parents  Preventative?  Dr.  Mary  Calderone; 
Does  Pornography  Have  a Preventative  Role?  Dr.  Cody  Wilson;  Ethical  Is- 
ues  in  the  Prevention  of  Sexual  Problems,  Dr.  Robert  Kolcdny,  Butler  Hos- 
pital, 333  Grotto  Avenue,  Providence.  For  information,  contact  the  Hospital 
Public  Relations  Office,  521-3400. 


11  DELAYED  AND  PRECOCIOUS  ADOLESCENCE.  Maria  I.  New,  M.D.,  Head,  Di- 
vision of  Pediatric  Endocrinology;  Professor  and  Vice-Chairman,  Department 
of  Pediatrics;  Director,  Pediatric  Clinical  Research  Center,  New  York  Hospi- 
tal-Cornell  Medical  Center.  10:30  AM,  Kay  Auditorium,  Roger  Williams  Gen- 
eral Hospital. 


12  CORONARY  ARTERY  SURGERY.  W.  Gerald  Austen,  M.D.,  Edward  D.  Chur- 
chill Professor  of  Surgery,  Harvard  Medical  School;  Chief,  Surgical  Services, 
Massachusetts  General  Hospital,  Boston.  10:00  AM,  George  Auditorium, 
Rhode  Island  Hospital. 
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May,  1976 


NEWSLETTER  . . . 

THE  RHODE  ISLAND 


MEDICAL  SOCIETY 


NEW  OFFICERS 
ANNUAL 

'The  instiillation  of  officers  of  the 
Rhode  Island  Medical  Society  for  1976- 
1977  was  conducted  at  the  Annual  Meet- 
ing on  Wednesday,  May  5,  1976. 

Doct(;r  Herbert  F.  Hager,  a resident 
ol  Edgewood,  was  installed  as  the  117th 
President  of  the  Rhode  Island  Medical 
Society.  Doctor  Hager  succeeds  Dctctor 
Stephen  J.  Hoye,  Surgeon-in-Chief  of 
the  Memorial  Hospital  in  Pawtucket. 
Named  as  President-Elect  was  Doctor 
Thomas  F.  Head,  a Providence  special- 
ist in  obstetrics  and  gynecology,  who 
was  past  Speaker  of  the  Hou,se  of  Dele- 
gates of  the  Rhode  Island  Medical  So- 
ciety. 

Doctor  John  Ih  Carey  was  named 
Vice  President.  He  is  a resident  of  New- 
port and  a specialist  in  obstetrics  and 
gynecology.  Re-elected  as  Secretary  was 
Doctor  Charles  H.  Round;  and  Doctor 
Frank  W.  Sidlivan,  a (franston  psychi- 
atrist, was  re-elected  Treasurer. 


I WILLIAM  H.  HARRIS,  M.D. 
j 1976  Chapin  Orator 


INSTALLED  AT 
MEETING 

Doctor  Herbert  F.  Hager  practices  In- 
ternal Medicine  in  Providence.  A native 
of  Providence,  he  was  graduated  from 
Bates  College  in  Lewiston,  Maine  in 
1937,  and  he  was  awarded  his  doctorate 
of  medicine,  cum  laude,  from  Tufts 
University  School  of  Medicine  in  Bos- 
ton in  1941.  He  served  an  internship  at 
Rhode  Island  Hospital  in  1941-42,  re- 
ceived a Master  of  Public  Health  Degree 
from  Columbia  University  in  1946,  and 
served  a residency  at  Rhode  Island  Hos- 
pital in  1946-47. 

The  new  president  is  on  the  staff  of 
Rhode  Island  Hospital  and  Women  & 
Infants  Flospital,  the  Courtesy  Staff  of 
Roger  Williams  General  Hospital  and 
Butler  Hospital,  and  the  Associate  Staff 
of  Miriam  Hospital. 


William  H.  Harris,  M.D.,  Chief,  Hip 
and  Implant  Surgery  Unit,  Massachu- 
setts General  Hospital,  delivered  the 
35th  Cffiarles  V.  Chapin  Oration  at  the 
I65th  Annual  Scientific  Assembly  of 
the  Rhode  Island  Medical  Society,  Wed- 
nesday, May  5,  1976  at  the  Marriott  Inn, 
Providence,  Rhode  Island. 

Doctor  Harris  discussed  “Detection 
and  Prevention  of  Thromboembolic 
Disease.’’  The  Chapin  Orator  is  a grad- 
uate of  Harvard  College  and  the  Uni- 
versity of  Pennsylvania  School  of  Medi- 
cine where  he  attained  his  doctorate  in 
medicine  in  1951.  He  interned  at  the 
1 lospital  of  the  University  of  Pennsyl- 
vania, and  his  medical  training  includes 
work  at  the  Children’s  Medical  Center 
and  the  Massachusetts  General  Hospital 
as  well.  In  addition  to  being  the  Chief 


HERBERT  F.  HAGER,  M.D. 
President 


of  the  Hip  and  Imphint  Unit,  Depart- 
ment of  Orthopaetlic  Surgery  of  Massa- 
chusetts General  Hospital,  Doctor  Har- 
ris is  currently  a Clinical  Professor  of 
Orthopaedic  Surgery  at  Harvard  Medi- 
cal School  and  Senior  Lecturer  at  the 
Massachusetts  Institute  of  Technology. 

Among  the  Fellowships  and  Awards 
received  by  Doctor  Harris  are  Sprague 
Foundation  Fellow  1960-61,  Fellow  of 
the  Medical  Foundation  of  Boston  19- 
61-64,  Traveling  Fellow  of  the  Ameri- 
can Orthopaedic  Association  1965,  and 
Kappa  Delta  Award  for  Outstanding 
Orthopaedic  Research  1970.  Doctor  Har- 
ris has  published  over  70  scientific  ar- 
ticles in  the  past  20  years.  He  is  a mem- 
ber of  a number  of  medical  organiza- 
tions and  is  the  founding  member  and 
first  president  of  The  Hip  Societv. 


(Continued  on  next  page) 
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1 HOMAS  F.  HEAD,  M.D. 
President-elect 


In  addition,  Doctor  Hager  has  long 
been  active  in  local  and  state  medical 
associations.  He  has  served  on  the  Board 
of  Trustees  of  the  Medical  Care  and 
Education  Foundation,  and  the  Board 
of  Directors  of  Blue  Cross  and  Blue 
Shield.  In  H74-75,  Doctor  Hager  was 
President  of  the  Rhode  Island  Society 
of  Internal  Medicine,  and  from  197S-75 
served  as  Speaker  of  the  House  of  Del- 
egates of  the  Rhode  Island  Medical  So- 
ciety. 

Doctor  Carey  Elected  Vice  President 

Doctor  John  E.  Carey,  now  a resident 


JOHN  E.  CAREY,  M.D. 
Vice  President 


of  Newport,  is  a native  of  BulTalo,  New 
York.  He  earned  his  bachelor  of  .science 
degree  from  Ceorgetown  University  in 
19S5  and  his  doctorate  in  medicine  from 
the  same  university  in  19.^9.  After  serv- 
ing his  internship  at  Millard  Fillmore 
Hospital  in  BulTalo  and  his  residency  at 
the  Rosewall  Park  Cancer  Institute  in 
the  same  city.  Doctor  Carey  fulfilled  his 
military  obligation  as  a flight  surgeon 
in  the  U.S.  Navy  during  World  War  II. 

In  addition  to  being  a director  of  the 
Newport  National  Bank,  the  new  Vice 
President  is  a Fellow  of  the  American 
College  of  Surgeons  and  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecol- 
ogy. He  is  a past  president  of  the  New- 
port Medical  Society  and  is  currently 
on  the  stalT  of  Newport  Hospital. 

Doctor  Head  is  President-elect 

Doctor  Thomas  F.  Head  is  a native 
of  Providence,  a graduate  of  LaSalle 
Academy,  and  of  Providence  College, 
cum  laude.  After  being  awarded  his 
medical  degree  from  Jefferson  Medical 
College  in  Philadelphia  in  19-49,  he  ser- 
ved an  internship  at  St.  Joseph’s  Hos- 
pital and  a residency  at  Margaret  Hague 
Maternity  Hospital,  Jersey  City,  New 
Jersey  and  its  affiliated  service  at  the 
University  of  North  Carolina. 

Certified  by  the  American  Board  of 
Obstetrics  and  Gynecology,  Doctor 
Head  also  holds  fellowship  in  the  Amer- 
ican College  of  Surgeons,  in  addition  to 
his  membership  in  the  American  Medi- 
cal Association  and  local  medical  soci- 
eties. Doctor  Head  is  a former  president 
of  the  Providence  Medical  Association 
and  a former  Speaker  of  the  Hoti.se  of 
Delegates  of  the  Rhode  Island  Medical 
Society.  He  has  also  served  as  a mem- 
ber of  the  Board  of  Directors  of  Physi- 
cian Service,  and  as  a member  of  the 
Liaison  Committee  with  Brown  Univer- 
sity, Nursing,  Public  Laws,  plus  a num- 
ber of  other  committees  of  the  state 
medical  society. 

The  president-elect  is  a past  piresident 
cd  St.  Joseph’s  Hospital  Staff  Association 
where  he  is  a member  of  the  obstetrical 
gynecological  staff.  He  is  also  on  the 
staff  of  Women  & Infants  Hospital. 


( HARLES  B.  ROUND,  M.!\ 
Secretary 


Doctor  Round  is  Re-elected 
Secretary 

Doctor  Round,  Chief  of  Suruerv  ,ii  v 
Kent  County  Memorial  Hospital,  is  a li 
native  of  Washington,  D.C.  and  attend- 
ed  elementary  .schools  in  the  Providence  iie 
area.  He  was  graduated  from  Brown  isi 
University  in  1930  and  was  awarded  his  om 
doctorate  of  medicine  degree  from  Hat-  i:> 
vard  Medical  School  in  1942.  His  po.st-  ish 
graduate  work  includes:  Clinical  ob-  u'. 
stetrics  at  Boston  Lying-In,  review  nl 
courses  at  the  Harvard  Medical  School  It 
in  medicine  and  surgery,  and  work  at  d 
the  Mallory  Institute  of  Pathology.  uci; 

He  served  an  internship  at  Rhode  Is-  icj 


FRANK  W.  SULLIVAN,  M.D. 
Treasurer 
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land  Hospital,  a surgical  residency  at 
Middlesex  County  Sanatorium  in  Wal- 
diaii,  Massachusetts,  and  a residency  at 
Cushiiit^;  (ieneral  Hospital  in  Framing- 
ham. 

Doctor  Round  was  an  associate  sur- 
ijeon  at  Rhode  Island  Hospital  from 
1951-1970  and  is  currently  a consultant 
surgeon  at  that  hospital.  The  re-elected 
secretary  is  also  a courtesy  surgical  stall 
member  at  Roger  Williams  (jeneral 
Hospital. 

He  was  the  President  of  the  Rhode 
Island  Chapter  of  the  American  College 
of  Surgeons  and  is  a governor  of  the 
.-American  College  of  Surgeons. 

Doctor  Sullivan  is  Re-elected 
Treasurer 

Doctor  Frank  W.  Sullivan,  re-elected 
as  treasurer,  is  a native  of  Texas.  He 
attended  elementary  .schools  in  Seattle, 
Washington,  and  was  graduated  from 
the  University  of  Washington  in  1957. 
He  was  awarded  his  doctorate  of  med- 
icine from  that  institution  in  1961.  He 
1 served  his  internship  at  the  Mary  Imo- 
gene  Ba.ssett  Hospital  in  C'ooperstown, 
New  York,  and  a residency  at  the  In- 
stitute of  the  Living,  Hartford,  Connec- 
ticut. He  holds  staff  appointments  at 
I RhfxJe  Island  Hospital  and  Butler  Hos- 
1 pital.  Doctor  Sullivan  is  also  an  Assist- 
ant Clinical  Professor  at  the  Brown  Un- 
iversity Medical  School. 

The  Treasurer  has  served  as  the  Com- 
missioner on  Public  Health  for  the 
Rhode  Island  Medical  Society  and  is  a 
member  of  the  Executive  Committee  of 
the  Providence  Medical  A.ssociation. 
Doctor  Sullivan  also  serves  as  a member 
of  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society.  He  has  been 
appointed  Chairman  of  the  Commission 
on  Standards  and  Third  Party  Payment 
for  the  American  Psychiatric  As.socia- 
tion  and  is  a member  of  the  Board  of 
.Directors  of  RIPSRO,  Inc. 

Standing  Committee  Chairmen 

Renamed  chairmen  of  the  major 
standing  committees  elected  by  the 
House  of  Delegates  were:  Doctor 

Thomas  Perry,  Library;  Doctor  Ken- 
neth Liffman,  Medical  Economics;  Doc- 
tor F.  Bruno  Agnelli,  Public  Laws; 
Doctor  John  F.W.  Gilman,  Publica- 

(Continued  on  next  page) 


For  Standards  of  Practice  Gov- 
erning Lawyers  and  Physicians  by 
and  between  the  Rhode  Island  Bar 
Association  and  the  Rhode  Island 
Medical  Society. 

PREAMBLE 

Acknowledging  that  a substantial 
part  (jf  the  practice  of  law  and  medi- 
cine is  concerned  with  the  problems  of 
persons  in  need  of  the  combined  serv- 
ice of  a lawyer  and  physician;  and  that 
the  public  interest  and  individual  prob- 
lems in  these  circumstances  are  best 
served  only  as  a result  of  standardized 
cooperative  efforts  of  all  concerned;  we 
the  members  of  the  Rhode  Island  Bar 
Association  and  the  Rhode  Island  Medi- 
cal Society  do  adopt  the  following  dec- 
laration of  principles  as  standards  of 
proper  conduct  for  lawyers  and  physi- 
cians subject  always  to  the  rules  of  law 
and  standards  of  legal  and  medical  eth- 
ics pre.scribed  for  their  individual  pro- 
fessicmal  conduct. 

I.  Physicians’  Fees  for  Diagnosis 
and  Treatment 

a.  It  is  recognized  that  a physician’s 
fee  for  profe.ssional  services  rendered  to 
a patient-client  is  the  .sole  legal  obliga- 
tion of  tbe  })atient-client  and  independ- 
ent of  any  litigation. 

Lawyers  should  do  their  utmost  to 
protect  the  bills  of  physicians  for  pro- 
fessional medical  services  rendered  to  a 
patient-client  in  cases  where  claims  for 
medical  disability  are  the  subject  of  liti- 
gation. Lawyers  should  advise  the  pa- 
tient-client that  the  bills  renderetl  for 
such  medical  service  bv  a physician  is 
the  sole  responsibility  of  the  patient- 
client  and  that  said  bills  are  due  and 
pavable  when  rendered  in  accordance 
with  the  ordinary  practice  cjf  the  par- 
ticular physician. 

The  authorization  form  No.  lOD 
should  be  obtained  either  by  the  physi- 
cian or  the  lawyer  (whomever  is  first 
consulted).  This  form  is  to  be  prepared 
in  triplicate  and  distributed  as  indicated 
thereon. 

“I  hereby  authorize  my  attorney,  John 
Doe,  Esquire,  to  pay  out  of  the  proceeds 
of  settlement  or  trial,  any  proper  unpaid 
charges  for  treatment  or  professional 
medical  services  tnade  necessary  by  the 
injuries  sustained  in  the  accident  or  in- 


cident giving  rise  to  the  claim  in  ques- 
tion, although  I fully  recognize  that  it 
IS  my  obligation  to  pay  such  charges 
regardless  of  disposition  of  the  claim. 
Idle  payment  for  medical  services  ren- 
dered by  a physician  is  not  related  in 
any  manner  to  the  amount  of  the  set- 
tlement, the  time  of  the  settlement,  or 
the  outcome  of  the  litigation.  Bills  for 
medical  services  rendered  are  due  and 
payable  in  accordance  with  the  ordinary 
practice  of  the  particular  physician.  I 
hereby  authorize  my  physician,  Robert 
Doe,  M.D.,  to  provide  my  attorney 
hereinbefore  mentioned  with  any  infor- 
mation and  reports  that  he  may  request 
with  regard  to  the  treatment  or  profes- 
sional-medical  services  made  necessary 
by  the  injuries  sustained  in  the  accident 
or  incident  giving  rise  to  the  claim  in 
question.” 

b.  Payment  for  medical  services  ren- 
deied  to  the  patient  should  be  made  by 
the  lawyer,  when  he  is  authorized  to  do 
so  by  the  patient-client  out  of  .settlement 
proceeds. 

c.  It  is  recognized  that  contingent 
fees  are  unethical  in  the  medical  profes- 
sion, and  payment  for  professional  .serv- 
ices rendered  by  a physician  are  not  re- 
lated to  the  amount  of  the  settlement  or 
judgment. 

II.  Medical  Reports 

a.  The  physician  should  render  a re- 
port within  a reasonable  time  after  re- 
ceiving a request  for  it.  In  no  instance 
should  the  physician  render  a report  to 
or  confer  with  any  party  or  his  repre- 
.sentative  without  due  authorization. 

b.  The  charge,  if  any,  for  a medical 
report  should  be  commensurate  with 
the  work  involved  in  preparing  the  re- 
jrort  and  will  depend  on  the  informa- 
tion rec]uested.  The  charge  for  a basic 
factual  report  should  not  e.xceed  the 
charge  for  an  original  examination.  The 
charge  for  a copy  of  a report  already 
submitted  or  of  records  should  be  only 
for  clerical  .services. 

c.  Charges  for  reports  and  consulta- 
tions with  attorneys  are  proper  costs  of 
legal  proceedings  as  distinguished  from 
medical  services  rendered  to  patients- 
clients  and  any  bills  for  such  reports  and 
consultations  should  be  directed  to  the 

(Continued  on  next  page) 
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Fiske  Fund  Awardees 


CHARLES  E.  MILLARD,  M.D. 
Fiske  Fund  Winner 

Doctor  Charles  E.  Millard,  Instructor, 
Department  of  Medicine,  Division  of 
Family  Practice,  Brown  University  and 
University  of  Massachusetts  at  Worces- 
ter and  Attending  Physician,  Rhode  Is- 
land Hospital,  has  been  named  as  the 
winner  of  the  1975  ('aleb  Fiske  F'und 
Essay  competition.  Announcement  of 
the  award  was  made  bv  Doctor  Stephen 
|.  Hove,  President  of  the  Rhode  Island 
Medical  Society  and  Chairman  of  the 
Trustees  of  the  F'iske  Fund.  This  year’s 
topic  was  “Rhode  Island  Medicine  in 
the  American  Revolution.”  John  Fh  F'ar- 
rell,  Sc.D.  and  John  F.W.  Gilman,  M.D. 
received  honorable  mention  awards  for 
their  entries  in  the  competition. 

Doctor  Millard  is  a resident  of  War- 
ren and  a native  Rhode  Islander.  After 
completing  his  undergraduate  work  at 
Western  Maryland  College  in  West- 
minster, Maryland  and  George  Wash- 
ington University  in  Washington,  D.G., 
he  was  awarded  his  doctorate  in  medi- 
cine, cum  laude,  from  Georgetown  Uni- 
versity School  of  Medicine  in  1942.  His 
postgraduate  work  includes  an  intern- 
ship at  St.  Vincent’s  Hospital  in  Erie, 
Pennsylvania  and  training  in  anesthesi- 
rdogy  at  Nichols  General  Hospital  in 
Louisville,  Kentucky. 

After  17  years  of  solo  General  Prac- 
tice in  Warren,  Doctor  Millard  became 
the  founder  and  only  president  of  the 
Medical  As.sociates  of  Bristol  County  in 
1964  and  continues  to  hold  that  posi- 
tion currently. 

Doctor  Millard  has  published  over  20 
articles  in  state,  national,  and  interna- 
tional medical  journals. 


Code 

lawyer  who  will  pay  charges  promptly 
if  they  are  legal  and  not  medical  ex- 
penses. In  no  instance  should  such 
charges  or  payments  be  related  to  or 
contingent  upon  the  judgment  or  .set- 
tlement of  the  claim  in  question. 

d.  M’here  the  report  is  requested  by 
someone  other  than  the  patient-client, 
or  the  patient-clients’  attorney,  the  phy- 
sician should  insist  upcjn  the  written  au- 
thorization from  the  patient-client  be- 
fore giving  the  information  or  the  re- 
port, and  his  charge  for  such  a report 
should  be  in  an  amount  to  be  agreed 
upon  between  him  and  the  person  seek- 
ing that  report. 

III.  Opinion  and  Court  Testimony 

a.  An  attending  physician  has  a duty 
to  render  a report,  confer  with  counsel, 
give  depositions  and  attend  court  to 
testify  in  litigation  involving  the  pa- 
tient-client. 

b.  The  charges  for  consultations, 
conferences,  and  pre-trial  interrogatories, 
written  opinions,  depositions  and  for 
testimony  in  court  should  be  based 
upon  the  professional  status  f)f  the  phy- 
sician, his  specialty  training  and  quali- 
fications, his  experience  in  the  field  in 
which  he  has  been  consulted  and  the 
time  consumed  in  the  preparation  and 
in  court  appearances. 

c.  Charges  for  consultations,  confer- 
ences, pre-trial  interrogatories,  written 
opinions,  depositions  and  testimony  in 
court  are  proper  costs  of  legal  proceed- 
ings as  distinguished  from  fees  for  med- 
ical  services  rendered  to  the  patient- 
client  and  any  bills  for  such  consulta- 
tions, depositions,  cf)iiferences,  interrog- 
atories, and  court  testimony  should  be 
directed  to  the  attorney  w'ho  should  pay 
.such  charges  promptly  since  they  are 
legal  and  not  medical  expen,ses  and  in 
no  instances  shf)uld  such  charges  or  pay- 
ments be  related  t(j  or  contingent  upon 
the  judgment  or  .settlement  of  the 
claim  in  question. 

d.  The  physician  should  be  prepared 
to  testifv  in  detail  as  to  the  medical  facts 
in  the  case  and  to  state  his  opinions 
honestly,  directly,  and  frankly  when 
they  are  called  for,  without  regard  to 
their  influence  upon  the  course  of  the 
legal  proceedings.  Technical  and  medi- 
cal terms  should  be  avoided  as  far  as 


New  Officers 

{Continued  jroin  Page  3) 

tions;  and  Doctor  George  F.  Monahan,’ 
Jr.,  Occupational  Health. 

Doctor  Frank  G.  DeLuca  was  ap- 
pointed to  serve  as  the  temporary  chair 
man  of  the  Scientific  Work  and  .-Annual 
Meeting  Gf)mmittee. 

Doctor  Leonard  S.  Staudinger  \va,s| 
named  Speaker  of  the  Hou.se  of  Dele- 
gates and  Doctor  Gharles  P.  Shoemak 
er,  Jr.  was  elected  Vhee  Speaker. 


po.ssible  and  when  used  should  be  care- 
fully explained  in  simple  terms. 

The  lawyer  and  physician  are  pro-! 


e. 


fessional  men  deserving  of  each  other’s 
respect  and  courtesy  in  and  out  of  the 
courtroom. 

f.  In  the  courtroom  the  established 
rules  of  evidence  give  ample  opportun- 
ity to  test  the  competence  and  credihil 
ity  of  the  physician. 

IV.  Facilitation  of  Court  Appear- 

ances 

a.  Physicians  should  recognize  that; 
delays,  postponements  and  cancellations 
of  trials  are  inherent  in  the  process  of 
the  law. 

b.  Lawyers  should  recognize  that  it 
is  often  difficult  if  not  impossible  for  al 
physician  to  appear  at  a certain  timr 
and  place  without  prior  notice,  without 
detriment  to  other  patients  of  the  phy- 
sician. 

c.  Physicians  and  lawyers  should  co 
operate  in  setting  time  for  the  appear- 
ance of  the  physicians  in  court  andi 
lawyers  should  ask  the  judge  to  expedite! 
the  appearance  of  the  physicians  so  that 
the  physicians  may  loose  as  little  time' 
as  possible  to  the  prejudice  of  their 
other  patients,  always  subject  of  course 
to  the  court’s  requirements. 

V.  Subpoenas 

a.  When  it  appears  advisable  to  serve 
a subpoena  on  a physician,  the  lawyer 
should  first  discuss  the  reasons  with  the 
physicians  and  arrange  a suitable  time 
and  place  for  the  service  thereof. 

VI.  Violations  and  Complaints 

a.  Any  complaint  involving  relation.s 
between  physicians  and  lawyers  should 
be  filed  in  writing  with  the  appropriate 
committee  of  the  Rhode  Island  Bar  As- 
sociation or  the  Rhode  Island  Medical 

Sfjcietv.  s 


lit! 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


-4  e ^rom  tLe  <^Z)i 


ecin 


OUR  NE\^  MEDICAL  COLLEAGUES 


The  past  five  years  have  witnessed  an  ac- 
cumulation of  conflicting  predictions  and  ex- 
pectations, variously  glowing  or  dire,  regard- 
ing the  merits  of  a medical  school  at  Brown 
University;  and  the  inspired  oratories,  for 
and  against  establishment  of  a medical  educa- 
tion program  in  Rhode  Island,  are  as  nothing 
when  compared  with  the  realities  of  the  final 
product  of  this  program. 

On  June  7 of  this  year  we  will  see  sixty 
Browm  University  medical  students  enter  the 
ranks  of  our  profession.  They  are  the  second 
cohort  to  graduate  in  recent  years ; and  while 
it  is  hard  to  regard  the  second  medical  gradua- 
tion at  Brown  as  constituting  a tradition  (con- 
vention would  demand  the  sequence  of  at 
least  five  or  six  similar  events  at  yearly  in- 
tervals to  justify  the  designation  of  tradition) 
yet  there  are  certain  inescapably  common  fea- 
tures to  these  two  classes. 

These  two  graduating  groups  appear  to  be 
fulfilling  the  stated  expectations  which  have 
been  jointly  expressed  by  the  community  of 
Rhode  Island  as  well  as  the  medical  faculty 
and  administration  at  Brown  University : 

1.  To  graduate  about  sixty  physicians  each 
year.  (One  hundred  and  eighteen  physi- 
cians will  have  been  graduated  by  this 
June.) 


2.  To  graduate  well-trained  physicians. 
(Both  classes  have  performed  signifi- 
cantly above  the  national  mean  as  deter- 
mined by  such  objective  criteria  as  the 
National  Board  of  Medical  Examiners 
tests.  Both  classes  have  been  awarded  ex- 
cellent internships  attesting  to  the  com- 
petency of  the  graduates  and  the  national 
acceptance  of  the  Brown  Medical  Pro- 
gram.) 

3.  To  create  a program  in  medical  educa- 
tion designed  to  encourage  the  pursuit  of 
primary  medical  care  with  no  accompany- 
ing reduction  in  the  academic  standards 
established  at  Brown.  (The  overwhelm- 
ing majority  of  our  118  graduates  have 
stated  that  they  plan  to  enter  those  fields 
of  medicine  characterized  by  direct  pa- 
tient contact ; indeed  their  choices  of  res- 
idency training  programs  tend  to  verify 
this.) 

4.  To  undertake  the  necessary  undergradu- 
ate clinical  education  in  those  Rhode  Is- 
land health  care  institutions  willing  to 
participate  in  the  education  of  physicians 
thus  to  avoid  the  need  for  a University 
hospital. 

5.  To  increase  the  number  of  Rhode  Is- 

( Continued  on  next  page) 
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landers  matriculating  in  American  medi- 
cal schools.  (It  is  estimated  that  about 
50  per  cent  of  all  Rhode  Islanders  admit- 
ted to,  or  studying  in,  American  medical 
schools  are  presently  enrolled,  or  are 
about  to  enroll,  in  the  Brown  medical 
school.) 

6.  To  create  a pool  of  skilled  physicians  who 
will  ultimately  practice  medicine  in  the 
state  of  Rhode  Island.  (While  it  is  pre- 
mature to  predict  the  ultimate  geogra- 
phic sites  of  practice  for  our  graduates. 


it  should  be  pointed  out  that  about  one- 
third  of  all  Brown  medical  school  gradu- 
ates are  or  will  be  taking  their  residency 
training  in  the  hospitals  of  Rhode  Is- 
land.) 

The  Brown  University  Program  in  Medi- 
cine is  a flourishing  enterprise  truly  nurtured 
by  numerous  groups  in  the  public  and  private 
sector  of  Rhode  Island.  On  the  occasion  of  this 
second  graduation,  there  is  a deep  sense  of 
pride  and  satisfaction  which  we  may  all  jus- 
tifiably share. 

STANLEY  M.  ARONSON,  M.D. 

Dean  of  Medical  Affairs 

Brown  pniversity 


To  all  Physicians  and  Surgeons  with  Professional 
Liability  Coverage  in  the  Joint  Underwriting 
Association  (JUA) 

A large  majority  of  the  physicians  and  surgeons  insured  in  the  MMJUA  of 
R.  I.  will  find  their  policies  are  coming  up  for  renewal  June  30,  1976  or  some 
date  shortly  thereafter. 

A new  application  will  be  required  before  the  renewal  date.  Questions  con- 
cerning past  education  and  training  not  essential  to  proper  coding  will  be  omit- 
ted. This  application  must  be  returned  to  your  insurance  agent  together  with  a 
check  for  at  least  50%  of  the  annual  premium  prior  to  renewal  date  in  order  to 
avoid  a lapse  in  coverage. 

The  MMJUA  has  hired  an  independent  actuary  to  help  promulgate  the  re- 
newal data.  At  the  time  of  this  writing,  the  renewal  rates  have  not  been  set.  The 
check  for  the  premium  to  accompany  the  application  will  be  accepted  if  it 
is  at  least  50%  of  the  insurance  premium  on  the  expiring  policy.  There  will  be 
no  Stabilization  Reserve  Fund  payment  on  renewal  policies. 
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When  patients  like  these 
need  B & C therapy 

• The  patient  with  a chronic  disease 

• The  patient  with  a febrile  illness 

• The  problem  drinker 

• The  patient  with  a Gl  disorder 

• The  surgical  patient 


BEROCCA  TABLETS 

• Provides  the  needed 
nutritional  support 
•Available  on  ^only 

Balanced  high  potency  B-complex 
plus  500  mg  vitamin  C 

If  you  wish  to  receive  a complimentary  bottle  of  100  BEROCCA® 
Tablets,  simply  write  an  Rx  on  your  prescription  blank  (see 
sample  below).  Then  tear  out  this  page,  fold,  enclose  the  Rx  and 
mail— it  is  your  postage-paid,  pre-addressed  envelope. 


Virtually  no  odor  or  aftertaste 

Please  see  complete  product  information, 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  Bi)  ..  15  mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  Be)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  B12) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 


Indications;  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins  are 
required  prophylactically  or  therapeutically. 
Warning : Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with  pernicious 
anemia  who  receive  more  than  0.1  m_g  of  folic 
acid  per  day  and  who  are  inadequately  treated 
with  vitamin  B12. 


Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  1 00  and  500. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


FIRST  CLASS 
PERMIT 
NO.  1185 
NUTLEY,  N.  J. 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


Postage  will  be  paid  by 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
N Utley,  New  Jersey  07110 


Attn:  Professional  Services 


Invocation 

By  Rev.  Joseph  L.  Lennon,  O.P.^ 

O Lord  of  healers  and  of  healing,  we  ask  you  to  endow  phy- 
sicians with  a wholesome  sense  of  humor.  Rightly  or  wrongly,  they 
have  been  accused  of  taking  themselves  too  seriously,  of  being  de- 
pressingly  solemn.  This  may  be,  O Lord,  because  life  is  no  joke  to 
those  who  deal  daily  with  the  stark  reality  of  pain.  Physical  suffer- 
ing strips  a man  of  his  pretenses  and  make-believe.  It  reveals  the 
frailty,  the  vulnerability,  indeed,  the  ugliness  of  pain  unsanctified 
and  cursed. 

Help  doctors  acquire  the  knack,  O Lord,  of  detecting  what  is 
noble  and  uplifting  in  the  human  spirit  so  that  their  patients  may  be 
encouraged  to  search  for  meaning  in  their  bodily  distress  and  thus 
attain  the  vision  of  Job  on  the  dung  heap.  As  they  witness  the  best 
and  the  worst  in  the  human  condition,  may  they  be  more  inspired 
by  the  beauty  of  heroism  in  suffering  than  rej)elled  by  the  misery 
of  suffering,  unaccepted  and  reviled. 

Let  them  be  persuaded,  O Lord,  that  a doctor's  smile  is  good 
medicine,  that  a cheerful  tvord  routs  the  gloom  of  illness,  that  a 
happy  face  is  part  of  an  attractive  bedside  manner.  Conscious  that 
cheerful  patients  resist  disease  better  than  gloomy  Guses,  may  phy- 
sicians convince  their  clients  of  the  wisdom  in  the  adage:  the  surly 
bird  catches  the  germ. 

Mindful,  O Lord,  that  the  lot  of  the  M.D.'s  spouse  can  be  hard, 
that  it  is  fraught  with  untold  stresses  and  strains,  grant  the  doctor's 
wife  the  ability  to  laugh  things  off  as  a prophylactic  against  cutting 
out  paper  dolls,  an  antidote  to  loneliness  and  a defense  against  her 
husband’s  professional  pre-occupation. 

Indeed,  it  would  be  a good  idea  for  all  of  us  here  present  to 
pray  every  day: 

Give  me  a sense  of  humor.  Lord 
Give  me  the  grace  to  see  a joke 
To  get  some  pleasure  out  of  life 
And  to  pass  it  on  to  other  folk. 

*Vice  President  for  Community  Affairs,  Providence 
College.  Delivered  at  the  165th  Annual  Scientific 
Assembly  of  the  Rhode  Island  Medical  Society  on 
May  5,  1976. 
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Peripatetics 

VICTOR  W.  LEE,  of  the  Miriam  Hospital 
Nuclear  Medicine  staff,  was  married  on  Feb- 
ruary 11,  to  Doctor  Maisie  Tam.  After  a hon- 
eymoon in  Hawaii,  the  couple  I'eturned  to  New 
York  where  a reception  was  held.  The  entire 
staff  of  the  Division  of  Nuclear  Medicine  at- 
tended the  wedding  reception  at  Tom’s  Shan- 
gri-La Restaurant  in  New  York  City  on  Feb- 
ruary 28.  A twelve-course  dinner  with  cham- 
pagne and  tea  was  served. 

Aruong  17  persons  to  be  inducted  into  the 
Rhode  Island  Heritage  Hall  of  Fame  this  year 
is  ANTHONY  CORVESE,  veteran  physician 
and  fii’st  Italo-American  to  intern  at  Rhode 
Island  Hospital.  He  was  instrumental  in  or- 
ganizing the  first  free  children’s  dental  clinic. 
He  established  a gynecological  and  surgical 
clinic  at  the  House  of  the  Good  Shepard  and 

pioneered  in  the  use  of  spinal  anesthesia. 

❖ * 

DARIO  HERRERA  and  DUGALD  MUNRO 
were  among  a group  of  local  doctors  who  par- 


ticipated in  a jogging  relay  across  Rhode  Is- 
land to  help  kick  off  the  1976  Rhode  Island 

Heart  Association  fund-raising  drive. 

* * !): 

MARVIN  KERZNER  recently  addressed  a 
crowd  of  200  at  a community  program  on  the 
topic  of  Hypertension.  This  program  was  a 
part  of  a series  of  health  caie  programs  for 
the  community  which  are  being  sponsored  by 
The  Miriam  Hospital. 

^ ^ ^ 

BENCEL  L.  SCHIFF  recently  received  the 
Physicians  Recognition  Award  from  the 
AMA.  In  addition.  Doctor  Schiff  was  promoted 
to  Full  Professor  of  Medicine  at  Brown  Uni- 
versity effective  July  1,  1976. 

* * 

After  five  years  as  Medical  Director  for 
General  Electric  in  Rhode  Island,  GEORGE 
F.  MONAHAN  has  accepted  an  appointment 
as  Corporate  Medical  Director  for  The  Fox- 
boro  Company  in  Foxboro,  Massachusetts. 

(Continued  on  page  250) 


^ ^ 

New  from  Lilly/Dista  Research 


NALPON’ 

fenoprofen  cab'um 

300-mg.*  Pulvules® 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


♦Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


$00091 
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THE  RHODE  ISLAND  MEDIEAl  SOCIETY 

S.ee.,  P,ovide„«,  U.-d  02,03 

Tel.  331-3207 
(Area  Code  401) 


Dear  Doctor:  voted  to  approve  a 

IR  1975  the  Medical  Economics  „ ^v  the  Commercial 

rr“  "o  Von.«ss  S«ee.  Boston,  Massac  use  ^ 

Vouc  Co„...tee  ^ s^.e U 

fn'"s.«rn; 

and  Massachusetts  area^  Massachusetts  Dental  Society  since 

some  01  the  outstanding  teatucesol  out  Ke.Pto.tatnlncluaet 

1.  Guaranteed  Renewable; 

2.  Guaranteed  conversion  Privileges; 

3.  Low-rate  Premium  Schedule; 

4.  Special  Fracture  Benefit; 

5.  High-limit  Dismemberment; 

s qhort-term  Disability  Income  Plans. 

6 Both  Long-term  and  Short  term 

we  uree  you  to  return  the 
• c rvii.?  New  Program,  we  urge  y 


Sincerely, 


K^eth  Liffmi(in,M^D. 

• # . ji  1 M r*r 


m.S-. 


Kenneth  Li«m  ^ Economics  Committee 
Chairman,  Medicai 


Stephen  J.  Hoye,  M.D. 

President 


p.S.  For  members^ 

previous  admi^B 


..loi  lyaformation  because  of  coverage  with 


previouo 

ULIAM  J.  HARRINGTON,  Tice  Pres. 

□ rive  Warwick,  Rhode  Island  02886 


LB 


personal  service 
r since  1922  ^ 


ADMINISTRATORS  /O 

LESTER  L.  BURDICK.  INC. 

\ ^t<3u4a^zce 

^ 20  CONGRESS  STREET.  BOSTON,  MASSACHUSETTS  02109  O 

(617)742-2740 


MEDICAL  ELECTRONICS 

Experienced  Bio-Medical  Engineer 
Specializing  In: 

1.  Servicing  of  medical  equipment; 

2.  Periodical  testing  for  electrical  saf- 
ety as  required  by  AAMI,  OSHA, 
NFPA,  VA,  FDA,  UL,  and  lEC;  and 

3.  Consulting  and  design, 

CALL  944-6581  After  4:30  P.M. 


EAST  GREENWICH 


Spacious,  air-conditioned  Salt  Box  in 
Queens  Grant.  Extra  large  master  bedroom,  3 
twin  bedrooms,  baths,  2 fireplaces,  family 
room,  patio,  wall  to  wall  carpeting.  Call  for 
details  and  interior  inspection. 

W.HENRY  I 

coleman 

REALTORS 

19  First  Ave.,  East  Greenwich,  R.  I.  02818 

401-884-5522 


Are  you  a ph^ician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


US  AIR  FORCE  MEDICAL  RECRUITING  TEAM 

123  West  Main  Street 
Milford,  Connecticut  06460 
(203)  432-2460 

Name 

Address 

City 

State Zip 

Telephone 

Medicine.Not  Business. 
Air  Force  Physician 
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^AUHEwMiC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


Northern  and  Central  Europeans  must  obtain  their  vitamin  C 
primarily  from  cabbage  because  these  countries  don't  have 
a Florida  or  California  as  a source  of  citrus  fruits.  These 
inhabitants  get  about  twice  as  much  ascorbic  acid  when  they 


People  in  more  primitive,  less  commercialized 
societies  often  eat  better  balanced  diets  than 
affluent  Americans.  These  natives  instinctively 
choose  nourishing  foods  because  their  bodies  tell 
them  what  they  need.  The  dietary  habits  of  Ameri- 
cans are  often  influenced  by  television  commer- 
cials that  appeal  to  our  wants  instead  of  our  needs. 


Look  for  the  monogram 
"AHR"  on  every  Allbee 
with  C capsule.  It  is  your 
assurance  that  this  is  the 
original  and  genuine 
product  and  notan 
imitation. 


Available  on  your 
prescription  or 
recommendation 


MUEEiMiC 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee^withC 


MULTIVITAMINS 


EKfi  capsule  contains 
Thiamine  mononitrate  (Bi)  15  mg  1500^ 
Riboflavin  (8i)  10  mg  83*' 

pyndoiine  hydrochloride  (0.)5  mg  * 
Niacinamide  50  mg  500i 

Cakium  pantothenate  tOmg  *L 
Ascorbic  acid  (Vitamin  C)  300  mg  lOOO^ 


30  CAPSULES 


.\.U.  Rollins  Company.  Kichmoncl.  Va. 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

C23%  alcohol)  No  2 Extenlab 

hyoscyamine  sulfate  0.1037  mg.  0.1037  mg.  0.31 1 1 mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg  0 0582  mg 

hyoscine  hydrobromide  0.0065  mg  0.0065  mg  0 0195  mg. 

phenobarbital  (!4gr.)  16.2  mg  gr.)  32  4 mg  [%  gr]48  6 mg 

(warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions'  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample. bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or  | 
hypersensitivity  to  any  of  the  ingredients  , 

/1'H'POBINS  A H Robins  Company  Richmond  Virginia  23220  I 


Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


Atlractive  S Functional  Offices 


Division  of  National  Office  Supply  Co. 


□ □ 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  i 


Designers  & Suppliers  of  Offices 

156  Brancii  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


Gower  and  Co. 

Real  Estate 

Providence  751*8100  — Barrington  245-0100 


m 

REALTOR- 


FOR  SALE 

EAST  SIDE 

Architect  designed  brick  Queen  Anne.  Efegant,  spacious  home;  4 working 
fireptaces;  flowering  shrubs  on  !4 -h  acre  lot. 


May,  1976 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  efiFective- 
ness  and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  ir.^  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PM  A formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

I.  PM  A supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

l.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3* When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4»PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5»  PM  A recognizes  that  the  physician- 
investigator  has,  and  should  h.ave,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

€>.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

II.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  for?)ial  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

REAL  ESTATE 

We  believe  that  all  Members  who  had  been  insured 
under  policy  No.  l-A-5718  until  9-15-75,  now  have  re- 
placement insurance  with  us  or  Commercial  Casualty 
Company. 

LAND  - FARMS 

Also,  we  have  provided  personal  service  to  all  who 
have  informed  us  of  their  desire  to  file  claims  or  to 
have  their  insurance  continued  on  an  individual  basis 
— guaranteed  to  age  70. 

INVESTMENT  PROPERTIES 

To  date,  Continental  Casualty  Co.  has  paid  all  but 
two  claims  which  have  been  brought  to  our  attention. 
These  are  in  process  and  we  believe  Continental  Cas- 
ualty will  be  forced  to  pay. 

Andrew  C.  Smiley  Inc. 

It  is  my  hope  that  all  Members,  insured  or  otherwise, 
will  feel  free  to  continue  to  make  use  of  our  46  years 
of  professional  experience  in  personal  insurance  and 
financial  planning. 

628  Shippeetown  Road 

R.  A.  DEROSIER  AGENCY 

East  Greenwich,  R.  1. 

401-884-8831 

FOURDEE  AGENCY,  INC. 
FOURDEE  PLANNING  CORP. 
DEROSIER  PLAN  ADMINISTRATORS,  INC. 
(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 

Dollar  for  dollar^ 
a Lakeside  Pool 
is  a best  buy! 

Lakeside  has  built  thousands  of  pools, 
in-ground  and  above  ground.  We're 
swimming  pool  craftsmen  with  a solid 
reputation  for  the  highest  standards  of 
design,  construction  and  accessory 
equipment.  We  invite  you  to  compare  our 
pools,  both  in-ground  and  above  ground. 
Dollar  for  dollar,  a Lakeside  pool  is  your 
best  buy.  Callorvisit  us  before  you  make 
a decision  on  a pool. 


Financing  Available. 

4 POOLS  ON  DISPLAY, 
IN-GROUND  & ABOVE  GROUND 


NATIONAL 
SWIMMING  POOL 

iNsrmm 


SWIMMING  POOL  AND  SUPPLY  CO. 

RTE.  146,  NORTH  SMITHFIELD,  R,  I.  • OPEN  7 DAYS.  9 TO  9 • CALL  COLLECT  (401)  766-5040 
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NEW  DIMENSION  IN  MANAGEMENT 
OF  PRIVATE  PATIENTS 
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157A  WATERMAN  STREET  - PROVIDENCE.  RHODE  ISLAND  02906 
401  521  2633 


FOR  SALE 

Floor  type  American  Optical  Project  O Chart  with 
3 slides. 

Trial  case  for  refraction  with  all  lenses. 

Wappler  Cold  Cautery  — Scalpel.  Sterilizer. 

Dental  x-ray.  Ultra  violet  lamp.  Steel  cabinet  8 draw- 
ers. Collection  of  60  old  eye  glasses  with  display  cabinet 
for  4"  X 6”  cards.  Call 

DR.  ULYSSE  FORGET 
600  Main  Street,  Warren,  R.  I. 

245-6888 


Office  to  Sublet 

To  licensed  physician  interested  in  35-year 
old  practice. 

Office  all  new  and  fully  equipped,  carpeted, 
panelled,  and  air-conditioned. 

Convenient  location  at; 

178  Broadway,  Providence,  R.  I. 

CALL  751-9218 


Volunteer  Physicians 

"Israeli  dibbutz  doctors  (English  speak- 
ing) need  help  to  provide  primary  care, 
develop  patterns  of  care,  teach  medical 
students,  etc.  If  you  are  able  to  provide 
a week  or  more  of  your  time,  write  or 
call:  Paul  Drucker,  M.D.  799  Amboy 
Avenue,  Edison,  N.J.  08817  (201)  548- 
2656  or  Jerry  Abrams,  M.D.  190  Green- 
brook  Road,  N.  Plainfield,  N.J.  07060 
(201)  756-8513." 


We  have  a 
specialty  too. 

Office 

interiors. 

ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 

161  South  Main  Street. 

Providence,  Rhode  Island  02903 
Telephone  (401)  861-6010 

Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 
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Now  you  can  order  a profile  with  the  results  of 
the  12  tests  physicians  usually  request  - plus  8 new  ones.  Yet 
''  the  cost  is  the  same  or  lower.  How?  New  England  Medical  Laboratories 

has  installed  an  advanced,  new  third-generation  biochemical  blood  analyzer  that  is  computer- 
ized and  completely  automated.  You  get  a digital  print-out  that  is  easier  to  read,  more 
accurate  and  reliable,  and  contains  more  basic  diagnostic  information.  Right  now  it  is 
available  from  New  England  Medical  Laboratories,  one  of  the  largest,  full-service  laboratories 
in  this  area.  Courier  pickup  and  delivery  service  available.  For  detailed  information,  fill  out  and 
return  the  coupon,  or  call  toll  free  1-800-225-4603,  (Mass;  1-800-982-4700). 


Base  your  diagnosis 


on  a 

20-test  profile 

(for  the  price  of  the  old  12  tests) 


QPlease  send  complete  information  including  fee  schedule  for  the  following: 
ONew  SMAC  20-test  standard  profiles 
□ Special  Assay  and  RIA  Tests 
Ql  would  be  interested  in  a free  trial 
□ Have  Laboratory  Services  Representative  contact  me 


Name 


Address 


City  State  Zip 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  Street 
Holliston,  Massachusetts  01746 


lODE  ISLAND  LABORATORY  LOCATIONS:  ISIS  Smith  Street,  North  Providence,  02911 , Tel:  401-3S3-I  370;  333  School  Street,  Pawtucket,  02860,  Tel:  401-724-2970. 


One  contains  aspirin. 
One  doesn’t. 


Darvon’ 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Dorvocet-N"  KK) 

100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Brown  Medical  School  And  The  Rhode  Island 
Community--An  Arrangement  Of  Mutual  Beuefit? 


By  Carol  St.  Pierre 


“By  and  large  we  couldn’t  live  in  the 
world  today  were  it  not  for  the  medical 
profession,  and  I mean  just  that.  We’d 
plain  die,  masses  of  us,  tomorrow,  if  med- 
ical techniques  were  not  kept  up  no  mat- 
ter what  our  fractional  beliefs  may  be. 
On  the  other  hand,  we  may  be  populat- 
ing the  world  with  idiots.  No  one  knows 
the  answer.” 

William  Carlos  Williams 
Autobiography' 

A cynical  observation,  perhaps,  but  its  val- 
ue is  its  questioning  stance,  and  this  is,  hope- 
fully, the  tone  which  will  be  set  in  this  paper. 
Much  has  been  written,  in  both  glorifying 
and  highly  critical  terms,  about  the  impact 
of  the  Brown  Medical  Pz’ogram  on  both  the 
medical  and  lay  communities.  The  goal  here  is 
to  review  the  facts  of  the  medical  school’s 
“multi-level”  interaction  with  the  community 
and  their  implications. 

Mayor  Vincent  A.  Cianci,  Jr.  cited  the  med- 
ical school  as  a “people  generator,”  and  this 
has  certainly  been  the  case  in  the  medical 
realm.  As  was  observed  by  Doctor  Herbert 
P.  Constantine,  Director  of  the  Ambulatory 
Patient  Center  at  Rhode  Island  Hospital,  a 
medical  school  has  need  for  expertise  in  all 
disciplines  of  medicine,  creating  “islands  of 
excellence”  which  lead  to  a broadening  of  ex- 
pert services  to  the  area  as  a whole.  Few 

CAROL  ST.  PIERRE,  Class  of  1976,  Brown  Uni- 
versity Program  in  Medicine. 


([uestion  the  rather  obvious  value  of  this.  It 
is  also  true  that  the  particular  structure  of 
this  school,  as  contrasted  to  medical  schools 
possessing  their  own  hospitals,  has  promoted 
the  interlacing  of  Brown  with  the  Rhode  Is- 
land community.  Brown  faculty,  including 
housestalf,  and  students  are  now  involved  in 
patient  care  in  eight  area  hospitals.  But  what 
does  this  all  imply,  and  what  questions  should 
be  voiced  and  directions  taken  as  the  second 
offspring  of  the  Brown-Rhode  Island  experi- 
ence are  about  to  graduate?  The  subject  is 
complex,  and  it  seems  wise  to  order  it,  be- 
ginning with  the  more  global  perspectives  and 
honing  in  on  the  role  the  students  themselves 
may  play  in  this  production. 

THE  MACRO  LEVEL  - THE  STATE  AND  CITY 
HEALTH  COMPLEX 

This  section  proposes  to  reflect  upon 
the  nature  of  the  interactions  of  the  Brown 
Medical  Program  with  the  state  and  city  and 
various  of  their  institutions,  including  hospi- 
tals, and  to  discuss  briefly  some  economic  is- 
sues. Consideration  will  then  be  given  to  the 
effects,  negative  and  positive,  on  physicians 
not  closely  tied  into  the  Brown  system.  Last- 
ly, the  potentially  far-reaching  implications  of 
the  increasing  organization  of  health  care  in 
this  state  will  be  pondered. 

From  the  student  perspective  the  great 
openness  of  the  State  Health  Department  in 
terms  of  readiness  to  show  students  all  levels 
of  its  operation  reflects  its  eagerness  to  be  in- 
( Continued  on  next  page) 
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volved  with  the  medical  school.  This  is  cor- 
I'oberated  by  John  T.  Tierney,  Assistant  to 
the  Director  of  Health,  who  is  hopeful  that 
Brown  will  further  tie  into  state  institutions, 
such  as  the  Institute  of  Mental  Health,  there- 
by improving  the  quality  of  care  in  that  sector 
of  health  delivery.  The  current  trend  certain- 
ly seems  to  be  in  this  direction.  Another 
state-level  point  of  discussion  is  the  number 
of  health  care  personnel,  notably  doctors,  be- 
ing generated  by  the  existence  of  the  medical 
school.  In  the  last  few  years  the  number  of 
postgraduate,  i.e.  house  officer  and  fellow 
positions  in  local  hospitals  has  increased,  in 
part  attributable  to  the  attracting  feature  of 
the  university  affiliation  of  these  hospitals. 
Doctor  Constantine  pointed  out  that,  since 
statistics  show  that  house-staff  tend  to 
practice  where  they  train,  this  will  lead 
to  an  increase  in  the  number  of  new 
practicing  MDs  in  the  state.  Will  this  be  a 
good  thing?  A survey  published  in  this  Jour- 
nal last  year  indicated  that  roughly  383  new 
MDs  would  be  needed  in  this  state  within  the 
next  five  years.^  However,  the  breakdown 
showed  a need  for  approximately  256  primary 
care  physicians  and  only  half  that  number  of 
specialists.  The  1974-75  Annual  Report  to  the 
Corporation  of  Brown  University  compiled  by 
the  Medical  Education  Program  includes  a 
table  of  distribution  of  house  officers  among 
branches  of  medicine.  There  is  little  correla- 
tion with  the  assessed  needs.  Thus,  it  seems 
to  be  time  for  some  appropriate  persons  to  at- 
tempt to  obtain  an  overview  of  the  “product 
design”  of  the  state’s  residency  training  pro- 
grams — Is  the  rate  of  creation  of  specialists 
and  subspecialists  far  outstripping  that  for 
the  primary  care  types  ? 

Looking  at  the  situation  from  the  vantage 
of  Rhode  Island’s  hospitals,  those  other  than 
the  state  institutions,  many  issues  come  to 
the  fore.  In  a brochure  describing  its  reorgan- 
ization, Women  and  Infants  Hospital  stated 
that  “A  final  major  step  in  1970  was  the  for- 
mal affiliation  with  Brown  University’s  new 
School  of  Medicine  ...  a major  factor  in  its 
(the  hospital’s)  maturation. It  went  on  to 
state  that  “The  presence  of  a distinguished 
medical  teaching  staff  also  makes  it  possible 
to  attract  research  grants,  permitting  investi- 
gative work  which  may  bring  benefit  to  all 
mankind.”  Clearly,  in  the  view  of  this  hospi- 


tal, the  affiliation  with  Brown  was  a major 
factor  in  its  metamorphosis.  This  attitude 
may  reflect  well  on  both  Women  and  Infants 
and  the  other  affiliated  hospitals,  as  well  as  on 
Brown.  But  it  has  also,  as  was  pointed  out  to 
the  author  by  Doctor  Pierre  M.  Galletti,  Uni- 
\ersity  Vice  President  (Biology  and  Medi- 
cine), raises  the  question  of  what  discrepan- 
cies exist  between  the  non-affiliated  hospitals 
and  those  having  the  full  measure  of  Brown 
interest.  It  seems  that  few  strides  have  been 
made  in  answering  this  question.  Perhaps 
there  is  an  analogy  between  this  situation 
and  that  of  the  primary  care  physician  as 
compared  to  the  specialist. 

Those  who  have  not  “believed  in”  family 
practice/primary  care  would  say  it  is  de- 
meaning to  be  a glorified  triage  officer,  refer- 
ring all  cases  but  the  common  cold  and  living 
in  the  shadow  of  the  specialist  who  is  master 
of  his/her  field.  It  may  not  be  a wholly  differ- 
ent feeling  for  the  community  hospital  situ- 
ated within  minutes  of  a university-affiliated 
hospital.  But  the  cuirent  thinking  about  the 
well-trained  family  practitioner  is  toward  the 
view  that  he  can  and  should  handle  the  major- 
ity of  cases  he  sees  and  that  the  convenience 
to  the  patient  of  his  accessibility  and  the  in- 
terpersonal satisfaction  to  him  of  his  role  as 
coordinator-counselor  in  health  care  outweigh 
the  negative  features  of  the  need  to  refer. 
Viewing  the  community  hospital  as  the  insti- 
tutional analog  of  the  general  practitioner 
(GP),  care  should  perhaps  be  taken  to  pre- 
seiwe  the  unique  identity  of  such  hospitals  in 
Rhode  Island,  bearing  in  mind  the  special 
meaning  they  often  have  for  the  people  in 
their  localities.  It  seems  possible,  too,  that 
these  hospitals  could  house  selected  teaching 
experiences  as  in  student-preceptor  formats, 
since  they  are,  after  all,  with  their  “real- 
world”  approach  to  medicine  in  a good  posi- 
tion to  offer  students  enlightening  pi’imary 
care  experience. 

What  does  the  Brown  Medical  Program 
mean  for  the  City  of  Providence  besides  a 
rather  unusual,  large  building  on  the  East 
Side?  Mayor  Cianci  commented  that  it  “adds 
sophistication  to  the  city  and  hospitals”  and 
provides  an  added  dimension  to  the  intellect- 
ual life  of  the  city.  He  also  indicated  that  he 
found  the  school  “very  receptive”  to  estab- 
lishing a working  relationship  with  the  city 
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and  that  it  was  thus  an  active  contributor  to 
the  city’s  workings  rather  than  merely  a pas- 
sive one.  An  important  point  is  that  the  Med- 
ical Program  has  attracted  an  international 
assemblage  of  people  new  to  the  Rhode  Is- 
land community,  who  often  contribute  new 
and  stimulating  ideas.  This  leads  well  into  a 
discussion  of  economic  issues. 

Levi  C.  Adams,  Assistant  Vice  President 
for  External  Affairs,  described  the  medical 
school  as  a “high-wage,  labor-intensive  indus- 
try” which  acts  as  an  income  generator  for 
its  community  in  that  each  full-time  faculty 
member  employs  2.5  support  people,  i.e.  sec- 
retaries, laboratory  technicians,  and  others 
often  paid  from  out-of-state  funds.  Adams 
went  on  to  say  that,  overall,  the  Brown  Medi- 
cal Program  has  probably  had  a “subtle  eco- 
nomic impact”  on  the  state  in  that  these  med- 
ical personnel,  often  with  substantial  incomes 
do  indeed  reside  or  spend  most  of  their  time 
in  Rhode  Island  and  spend  their  money  here. 

The  comment  was  often  made  to  the  writer 
that  the  presence  of  the  medical  program  has 
increased  the  costs  of  medical  care  in  this 
state.  Many,  including  John  Tierney,  feel  that, 
even  if  this  is  true,  it’s  worth  it  since  the 
quality  of  medical  care  has  also  risen.  How- 
ever, it  seems  worthwhile  to  analyze  in  part 
where  the  costs  have  risen  and  what  sources 
have  felt  the  brunt  of  the  increase.  Levi  C. 
Adams  pointed  out  that  most  of  the  added 
costs  have  been  absorbed  by  third  party  pay- 
ers and  the  hospitals,  but  it  is  noteworthy 
that  the  increases  are  roughly  comparable  in 
both  the  Brown-affiliated  and  non-affiliated 
hospitals,  suggesting  that  it  is  the  greater 
availability  of  medical  care,  as  well  as  the  in- 
flationary process  which  has  been  primarily 
responsible.  Adams  also  pointed  out  that  the 
medical  program  has  generated  new  expertise 
in  Rhode  Island  and  that  services  for  which 
patients  formerly  had  to  go  outside  the  state 
are  now  provided  in  their  own  community.  An 
example  of  this  is  chronic  dialysis ; no  Rhode 
Island  resident  has  been  started  on  dialysis 
outside  the  state  since  1971.'*  There  is  also  the 
Radiation  Oncology  program  at  R I Hospital, 
which  meets  the  needs  of  most  of  the  state’s 
cancer  patients.  While  both  of  these  services 
go  on  the  books  as  cost  increases,  the  great 
convenience  for  the  individual  patients  would 


certainly  seem  to  make  them  worth  the  costs, 
which  may  in  part  be  counterbalanced  by  the 
fact  that  many  of  these  patients  can  now  con- 
tinue to  do  some  productive  work  in  the  state. 

Thus,  in  general,  many  do  feel  as  does  May- 
or Cianci  that  the  Brown  Medical  Program 
“reflects  positively  on  the  city  economically” 
and  that  there  are  consequences  of  its  pres- 
ence not  yet  in  full  bloom.  Adams  pointed  out 
that  the  impact  on  local  industry  has  not  yet 
been  felt.  He  believes  that  there  is  a certain 
consciousness  created  by  a new  medical  pro- 
gram and  that  it  will  be  called  upon  to  react 
to  new  medical  products  put  out  by  local  in- 
dustries. One  South  County  physician  felt  that 
a major  role  of  the  medical  program 
lay  in  providing  a closer  referral  center,  when 
this  does  have  economic  value  in  reducing 
transportation  costs  for  patients  and  families. 

The  meaning  of  the  medical  program  for 
this  community’s  physicians  and  some  of  its 
effects  on  overall  patient  care  is  another  im- 
l-'ortant  consideration.  It  is  important  to  note 
that  most  R.  I.  physicians  have  very  little  to 
do  with  the  Medical  Program  in  any  fonnal 
sense,  though  many  become  situationally  in- 
volved working  with  various  Brown  person- 
nel, including  students.  As  an  example  of  the 
former.  Doctor  Herbert  Constantine  pointed 
out  that,  of  the  approximately  380  members 
of  the  Rhode  Island  Hospital  Staff  Associa- 
tion, roughly  35  per  cent  are  clinical 
instructors  by  title.  It  is  true  that  the  change 
to  a four  year  school  generated  a greater 
number  of  clinical  appointments  which 
brought  more  of  the  community’s  practicing 
physicians  within  the  orbit  of  the  medical 
school.  But  the  question  of  which  physicians 
are  given  these  appointments  and  the  reasons 
behind  them  is  so  many-faceted  and  so  beset 
with  subtitles  that  it  is  best  left  unexplored 
here.  For  the  purposes  of  this  paper  the  es- 
sential point  is  that  many,  but  not  most,  of 
the  state’s  physicians  have  chosen  or  been 
chosen  for  teaching  roles  of  some  form  in  the 
medical  school. 

What  is  the  personal  value  to  the  practi- 
cing doctor  of  teaching  medical  students?  In 
some  senses  the  function  of  teaching  students 
is  a modified  form  of  peer  review  in  that  one 
must  justify  what  one  does  both  to  the  stu- 
dent and  to  oneself,  and  it  may  be  more  pala- 
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table  stimulus  to  keeping  up  one’s  own  stan- 
dard of  care  than  is  a Professional  Standards 
Review  Organization  (PSRO).  From  the  stu- 
dent perspective  at  least,  the  interpersonal 
component  of  the  teacher-student  exchange 
is  often  both  motivating  and  fun. 

Many  of  the  most  positive  aspects  of  the 
teaching  role  have  been  capitalized  upon  in 
the  Pediatric  Primary  Care  Unit  (PCU)  at 
Rhode  Island  Hospital,  whose  director  is  Doc- 
tor John  S.  O’Shea.  The  Department  of  Pedi- 
atrics and  the  PCU  have  shown  a sensible  ap- 
proach to  assessing  and  meeting  the  needs  of 
both  the  medical  and  lay  communities.  The 
PCU,  which  is  staffed  by  house  officers  and 
medical  students,  sees  all  non-emergency  pe- 
diatric cases  during  working  hours.  It  employs 
as  attending  physicians  on  a rotating  basis 
many  of  the  state’s  practicing  pediatricians. 
i\Iost  pediatricians  whom  the  author  spoke  to 
felt  this  was  a very  enjoyable  role  and  that 
the  contact  with  students  was  often  mutually 
beneficial.  The  Department  of  Pediatrics  has 
also  shown  a sensitivity  to  community  needs 
in  not  allowing  its  trend  toward  centraliza- 
tion to  deprive  various  localities  of  resources 
they’ve  come  to  depend  upon.  According  to 
Doctor  O’Shea,  while  the  ultimate  goal  is  for 
Rhode  Island  Hospital  to  become  the  inpatient 
referral  nucleus,  the  plan  is  also  to  increase 
ambulatory  activities  at  the  Paw'tucket  Me- 
morial and  the  Roger  Williams  General  Hospi- 
tals in  the  fashion  of  the  existing  PCU,  there- 
by allowing  families  who  identify  with  these 
hospitals  to  continue  doing  so.  The  Pediatrics 
Department  now  also  supeiwises  the  Mobile 
Van  which  has  acted  as  a form  of  mobile 
screening  clinic  throughout  rural  Rhode  Is- 
land. Doctor  O’Shea  sees  its  primary  function 
as  that  of  an  entry  point  into  the  health  care 
delivery  system,  and  his  hope  is  that  it  will 
ultimately  become  obsolete  as  most  of  the 
state’s  children  are  guided  to  sources  of 
health  care  in  their  own  localities. 

But  what  does  the  medical  school  mean  to 
those  physicians  not  intimately  involved  in 
teaching?  It  may  be  viewed  as  a threat  to  the 
status  quo  of  medical  practice.  In  this  respect 
there  is  little  use  in  denying  that  the  emerg- 
ence of  a medical  school  complex  will  effect 
many  changes  in  the  character  of  a commun- 
ity’s medical  care.  Even  if  the  prevailing  view 
is  that  most  of  the  changes  are  for  the  good. 


change  per  se  is  an  unsettling  influence  on 
many  individuals.  However,  granted  that  the 
writer  spoke  to  a very  biased  sample  group, 
it  does  seem  that  the  overall  feelings  about 
having  a medical  school  are  positive.  The 
prime  significance  of  the  school  to  the  practi- 
cing physician  is  that  its  prestige  value  at- 
tracts highly  trained  clinical  faculty  from 
elsewhere,  who  eventually  come  to  act  as 
physician  educators  by  way  of  conferences, 
research  efforts,  and  the  general  diffusion  of 
their  up-to-date  knowledge  and  theories 
among  those  involved  in  patient  care.  They 
are  the  tertiary  care  physicians  w'ho  are  aca- 
demically involved  in  clinical  work  and  whose 
roles  are,  in  part,  to  keep  the  primaiy  care 
doctors,  who  are  immersed  in  patient  care, 
abreast  of  important  developments  in  special- 
ized fields  in  as  time-saving  a manner  as  pos- 
sible. Along  these  lines  the  Brown  Medical 
Program  has  participated,  together  with  the 
Rhode  Island  Medical  Society  and  the  Rhode 
Island  Health  Science  Education  Council,  in 
formation  of  a committee  to  coordinate  and 
create  educational  vehicles  for  the  doctor  in 
practice. 

Nonetheless,  in  spite  of  all  of  the  changes 
which  have  been  wrought  as  a result  of  the 
itiedical  school’s  presence,  care  in  the  private 
sector  of  Rhode  Island  medicine  has  in  many 
ways  remained  untouched.  One  may  ask  if 
this  is  as  it  should  be  or  if  Brown  ought  to 
be  taking  a more  assertive  role  in  helping  to 
organize  care  in  Rhode  Island’s  private  medi- 
cal domain.  This  dichotomy  raises  many  ques- 
tions to  which  there  are  few  or  no  answers; 
namely,  what  new  directions  will  be  taken  by 
the  Rhode  Island  community’s  medical  care 
system  and  what  roles  may  the  medical  school 
play  in  the  various  issues  at  hand. 

One  of  the  State  Health  Department’s 
greatest  problems,  the  organization  of  health 
resources,  came  to  a head  with  the  arrival  of 
the  Brown  Medical  Program,  since  not  all  of 
the  area  hospitals  could  become  tertiary  re- 
ferral centers.  However,  this  principle  of  or- 
ganization seems  to  have  become  the  key  here, 
and  in  a state  such  as  R.  I.,  which  readily 
lends  itself  to  being  viewed  as  a single  com- 
plete entity,  the  growth  of  “Organization” 
may  in  some  ways  be  going  unchecked.  Some 
of  the  bases  for  suggesting  this  lie  in  various 
recent  developments  in  this  state. 
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In  early  March  the  reorganization  of  deliv- 
ery of  mental  health  care  was  discussed  by 
the  Providence  Journal-Bulletin  medical  writ- 
er, Selig  Greenberg,  in  those  newspapers.^  The 
plan  is  in  essence  a move  toward  deinstitu- 
tionalization of  Institute  of  Mental  Health  pa- 
tients. But  the  far  reaching  aspect  of  the  re- 
vamping affects  Butler  Hospital,  which,  while 
it  has  been  caring  for  patients  from  most 
socio-economic  levels,  has  remained  very 
much  a private  institution.  It  will  now  be  ac- 
cepting all  Providence  residents  needing 
short-term  psychiatric  care.  Those  patients 
not  having  the  ability  to  pay  will  be  treated 
as  though  they’d  been  admitted  to  IMH,  that 
is,  the  State  of  Rhode  Island  will  pay  Butler 
Hospital  for  the  care  of  these  patients.  In 
conjunction  with  this,  Butler’s  proposed  in- 
crease of  twenty-four  beds  was  approved.  This 
impresses  this  writer  as  a rather  significant 
compromise  between  a private  health  care  in- 
stitution and  the  state  government. 

Another  current  issue  with  highly  provoca- 
tive nuances  concerns  the  results  of  Governor 
Philip  W.  Noel’s  malpractice  study  commis- 
sion. Selig  Greenberg  noted  that  “doctors 
have  agreed  to  sweeping  state  controls  on 
medical  practice.”®  In  spite  of  a defeat  on  the 
lawyers’  contingency  fee  issue,  the  Rhode  Is- 
land Medical  Society  voted  to  support  the  pro- 
posed omnibus  bill.  The  controls  include  an 
every-three-year  relicensing,  contingent  upon 
completion  of  a continuing  medical  education 
course.  They  also  refer  to,  as  cited  in  a re- 
cent article  in  the  newspaper  East  Side,^  the 
fact  that  Rhode  Island  MDs  must  now  pur- 
chase malpractice  insurance  through  the  Joint 
Underwriters  Association,  this  being  the  only 
state  in  which  this  is  mandatory.  Another 
piece  of  legislation  under  consideration  is  in- 
teresting. It  is  designed  to  extend  the  licen- 
sure authority  of  the  state  to  various  health 
care  facilities  not  now  licensed  and  to  extend 
its  control  as  well  over  the  allocation  of  health 
resources.  The  preamble  begins:  “Whereas, 
the  public  health,  safety  and  welfare  of  the 
citizens  of  this  state  are  deemed  to  be  the 
prime  obligation  and  duty  of  government ; and 
whereas,  the  achievement  of  equal  access  to 
quality  health  care  at  a reasonable  cost  is  a 
priority  of  state  government. . .”  and  it  goes 
on  to  outline  the  particulars  of  the  proposed 
extension  of  state  authority. 


Doctor  Pierre  Galletti  expressed  concern  to 
the  writer  over  the  implications  of  such  legis- 
lation. The  statements  quoted  above  have 
the  distinct  tone  of  socialized  medicine.  Albeit 
in  an  indirect  manner,  the  state  seems  to  be 
taking  on  the  responsibility  for  the  provision 
of  quality  health  care  to  all  of  its  citizens. 
This  appears  to  imply  that  the  state  must 
put  itself  in  the  position  of  controlling  a sub- 
stantial portion  of  the  health  care  delivery 
system  in  order  to  accomplish  its  goals.  This 
bill  shows  a definite  tendency  toward  under- 
mining the  power  of  the  boards  of  trustees 
of  the  hospitals.  The  above  mentioned  exam- 
ples in  the  realms  of  mental  health  care  and 
malpractice  corrolDorate  these  observations 
in  that  they  reflect  state  government’s  in- 
creasing entry  into  the  private  sector  of  med- 
icine. These  comments  are  not  intended  to  be 
judgmental,  since  the  author  has  not  the  ex- 
perience to  decide  as  to  whether  the  seeming 
trend  would  be  harmful  or  beneficial  to  the 
Rhode  Island  community  as  a whole;  the  in- 
tent is  rather  to  provoke  thought  on  these 
matters. 

Rhode  Island  is  particularly  amenable  to 
centralization  and  organization  of  services.  In 
view  of  this  perhaps  the  state  could  begin  to 
serve  as  a national  model  of  a well-designed 
health  delivery  system  with  a large  measure 
of  government  control.  However,  the  partici- 
pants in  this  far-reaching  reorganization,  in 
particular  the  area  physicians,  ought  perhaps 
to  reflect  upon  what  this  may  mean  to  the 
state  and  to  their  own  styles  of  medical  prac- 
tice. While  such  a model  health  care  system 
may  indeed  be  very  successful,  thoughtful  and 
cautious  consideration  must  be  given  to  the 
overall  design  and  implications,  with  the  lat- 
ter being  discussed  and  acknowledged  by  all 
those  involved. 

An  important  consideration  in  the  context 
of  this  paper  is  the  meaning  for  the  Brown 
Medical  Program  of  the  current  drift  toward 
further  state  control  of  health  care.  In  many 
ways  Brown  University  has  been  a sort  of 
prototypical  private  institution  with  the  medi- 
cal school  being  its  first  large-scale  active 
venture  into  community  affairs.  The  fact  is 
that  most  of  the  medical  facilities  with  which 
Brown  is  involved  and  virtually  all  of  the 
University-attached  physicians  will  be  affec- 
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ted  by  the  proposed  legislative  changes.  How 
should  and  can  the  medical  school  respond  to 
this?  For  example,  the  school’s  greatest  con- 
trol of  its  teaching  as  a private  institution 
}’ests  in  the  undergraduate  and  preclinical 
years,  whereas  in  the  clinical  years  the  teach- 
ing of  medical  students  is  more  a function  of 
the  medical  community  at  large,  over  which 
Brown  has  varying  degrees  of  control.  Does 
this  suggest,  then,  that  the  undergraduate 
portion  of  the  Program  in  Medicine  be  care- 
fully nurtured  so  that  the  Browm  Medical  Pro- 
gram remains  unquestionably  a private  insti- 
tution? Were  the  school  to  eliminate  the  col- 
lege component  of  its  medical  program,  would 
it  ultimately  become  a state  institution?  Giv- 
en this  possibility  and  the  precarious  financial 
status  of  medical  schools  in  general,  the  fact 
that  Rhode  Island  must  have  certain  loyalties 
to  its  own  university  and  the  overall  eco- 
nomic picture  in  this  community  suggest  that 
the  medical  school  might  fall  into  rather  dire 
financial  circumstances  were  it  to  come  under 
primarily  state  control. 

While  much  of  this  discussion  contains 
highly  speculative  questions,  it  does  appear 
that  the  time  is  ripe  in  this  community  for 
some  imaginative  thinking  about  the  potential 
consequences  of  changes  in  the  health  care 
delivery  system ; whether  provoked  by  the 
emergence  of  the  new  Brown  Medical  Pro- 
gram or  by  the  current  national  consciousness 
of  the  need  for  changes  in  medical  care.  To 
summarize,  the  writer’s  general  impression  is 
that  the  medical  school  has  had  a positive 
and  stimulating  effect  on  the  Rhode  Island 
community,  but  it  and  the  community  have 
yet  to  come  to  grips  with  some  of  the  dynam- 
ics of  their  interactions. 

THE  MICRO  LEVEL  - THE  MEDICAL  STUDENTS 

Collecting  the  information  for  this  paper 
was  an  interesting  experience  for  the  author, 
as  a medical  student,  since  it  generated  sub- 
stantially more  modest  feelings  about  the  im- 
portance  of  one’s  role  than  the  author  had 
held  before.  As  one  local  physician  phrased  it, 
most  of  the  accoutrements  of  a medical  school 
are  necessary  for  high  quality  medical  care  in 
any  case,  so  one  might  as  well  train  medical 
students  in  the  process.  In  spite  of  acquiring 
this  realistic  view  that  most  medical  school 
functions  have  little  to  do  with  the  students, 
the  writer  has  arrived  at  the  feeling  that,  as 


creatures  of  still-great  novelty  in  the  com- 
munity, medical  students  do  have  some 
uniquely  valuable  attributes. 

Most  people  spoken  to  agreed  that  the  ma- 
jor impact  of  the  student  was  at  the  one-to- 
one  level,  either  in  a negative  or  positive 
sense.  Doctor  Herbert  Constantine  stressed 
that  the  value  of  students  lay  in  their  genera- 
tion of  increased  activity  surrounding  patient 
care  and  in  giving  patients  more  attention 
since,  by  and  large,  students  have  more  time 
to  give.  Though  it  was  generally  agreed 
that  the  average  patients  were  probably  un- 
aware of  the  arrival  of  the  medical  school, 
these  same  patients  might  well  come  to  bene- 
fit from  students’  involvement  in  their  care. 
The  debit  side  must  also  be  considered.  It 
would  be  pleasant  to  believe  that  all  students 
have  a caring  manner  and  are  primarily  con- 
cerned with  giving  patients  attention  which 
others  busier  than  themselves  have  little  time 
to  offer.  However,  in  reality,  there  are  stu- 
dents who  cause  patients  more  discomfort 
than  reassurance.  This  may  be  in  the  form  of 
an  extra,  impersonally  done  history  and  phy- 
sical examination,  or  from  a thoughtless  re- 
mark made  out  of  naivete  and  inexperience. 
The  problem  has  two  aspects.  In  the  first  in- 
stance, for  the  ultimate  good  of  all  concenied, 
the  medical  school  selection  process  should 
consider  carefully  the  candidate’s  interper- 
sonal abilities  to  insure,  insofar  as  possible, 
that  students  will  deal  well  with  the  intimacy 
of  the  doctor-patient  relationship.  Secondly, 
during  the  entire  training  process,  rather 
than  in  discrete  courses,  sensitivity  and 
thoughtfulness  should  be  emphasized  and  en- 
couraged. In  sum,  while  the  average  number 
of  the  community  has  little  or  no  contact  with 
either  the  Brown  Medical  Program  or  medical 
students  unless  he  or  she  becomes  a patient, 
there  are  certainly  activities  other  than  pa- 
tient care  through  which  students  become  in- 
volved in  community  affairs. 

This  discussion  would  be  incomplete  with- 
out consideration  of  the  medical  student  ex- 
perience which  has  the  greatest  community 
focus,  namely  the  six-week  clerkship  in  Com- 
munity Health.  Of  major  significance  in  this 
regard  have  been  the  following  so-called 
“Health  Planning  Projects’’:  1.  Centralization 

(Continued  on  page  236) 


202 


Rhode  Island  Medical  Journal 


Brown  University  Program  In  Medicine  Class  Of  197^ 
Postgraduate  Training  Plans: 


JOHN  FEMINO,  Brown  University,  Roger 
Williams  General  Hospital,  Medicine. 


RICHARD  SACKNOFF,  Brown  University, 
The  Miriam  Hospital,  Medicine. 


SHARON  PARNES,  University  of  Minnesota, 
University  Hospital,  Pediatrics. 
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RICHARD  LIVERNOIS,  University  of  South- 
ern California,  L.  A.  County  — U.S.C.  Med- 
ical Center,  Ophthalmology. 


JUDITH  STEIN,  Brown  University,  Roger 
Williams  General  Hospital,  Medicine. 


SANDRA  LEHRMAN,  Harvard  University, 
Massachusetts  General  Hospital,  Pediatrics. 


JOSEPH  PERLMAN,  Vanderbilt  University, 
University  Hospital,  Surgery. 
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MARK  NEMEROVSKI,  University  of  Cali- 
fornia, L.  A.  County-Harbor  General  Hos- 
pital, Medicine. 


LOUIS  MARTIN,  University  of  Washington, 
University  Hospital,  Medicine. 


IMARILYN  SARLES,  Brown  University, 
Roger  Williams  Hospital,  Medicine. 


RUSSELL  LAUDON,  University  of  Pitts- 
burgh, Montefiore  Hospital,  Medicine. 


(Continuel  on  page  209) 
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Brown  University  Program  In 
Medicine,  Class  of 

1976:  Some  Biographical  Observations 


By  Stanley  M.  Aronson,  M.D. 


On  June  7 of  this  year  Brown  University 
will  confer  the  MD  degree  upon  sixty  of  its 
medical  students.  These  men  and  women  rep- 
resent the  second  contingent  of  physicians  to 
emerge  from  this  campus  during  the  current 
century.  They  are  however  unique  in  that 
they  are  the  first  of  our  medical  classes  to 
have  begun  their  formal  medical  education 
at  Brown  University  knowing  that  the  Uni- 
versity was  fully  committed  to  a four  year 
MD  program.  This  institutional  commitment 
became  operative  only  after  the  Liaison  Com- 
mittee on  Medical  Education  had  issued  a 
favorable  accreditation  report  during  the 
summer  of  1972. 

The  medical  class  of  1976  during  its  tenure 
at  Brown  has  witnessed  the  resignation  of  a 
president,  the  beginnings  of  an  economic  re- 
cession, the  ending  of  the  conflict  in  Indo- 
China,  and  the  slow  but  persuasive  myelina- 
tion  of  a medical  school  in  Rhode  Island.  Dur- 
ing this  four-year  span  there  has  also  been 
public  discussion  and  imminent  enactment  of 
legislation  regarding  geographic  maldistribu- 
tion of  physicians  and  the  allegedly  excessive 
concentration  of  doctors  in  certain  specialties 
at  the  expense  of  the  primary  care  sector  of 
the  profession.  The  class  inaugurated  its  med- 
ical education  at  a time  when  a graduating 
physician  determined  his  own  specialty  and 
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site  of  practice  based  on  personally  deter- 
mined priorities  and  constraints.  It  will  grad- 
uate at  the  margins  of  an  era  when  societal 
concerns  will  impinge  upon  such  considera- 
tions. 

This  brief  class  biography  cannot  begin  to 
convey  the  unique  and  individual  character 
of  these  sixty  students,  their  growth  during 
these  past  four  years,  their  guiding  princi- 
ples, or  indeed  even  their  professional  and 
extracurricular  competencies  and  skills.  Nev- 
ertheless, both  custom  and  deep  pride  require 
us  to  record  a profile  of  this  class. 

Most  of  the  sixty  students  are  from  the 
New  England  region,  although  there  is  some 
nominal  representation  from  every  major  seg- 
m.ent  of  the  country,  including  17  states. 
When  the  class  began  its  education  at  Brown 
four  years  ago,  twelve  of  its  members  were 
from  Rhode  Island.  That  number  rose  to  thir- 
teen in  the  ensuing  years  as  the  result  of 
marriage.  Still  more  of  the  graduating  stu- 
dents have  expressed  a serious  interest  in 
transferring  their  permanent  residence  to 
this  state. 

Except  for  the  eight  students  from  the 
greater  Providence  region,  there  did  not  ap- 
pear to  be  any  notable  geographic  clusterings. 
Three  students  are  from  New  York  City  and 
two  are  from  Cleveland,  but  otherwise  no  two 
students  come  from  the  same  municipality. 
Of  the  60  senior  students  only  five  come  from 
cities  with  populations  exceeding  1,000,000; 
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TABLE  1: 

Class  of  1976:  Locations  of  Home-towns,  Places  of 
Internships  and  Likely  Places  for  Practice 
Region 

Hometown  Location  of  Internship  Place  of 
(as  of  1972)  Anticipated  Actual  Practice* 


New  England 

26 

26 

29 

21 

Rhode  Island 

12 

12 

17 

9 

Massachusetts 

10 

11 

7 

8 

Connecticut 

2 

1 

5 

0 

Other 

2 

2 

0 

4 

Middle  Atlantic 

20 

8 

8 

4 

New  York 

12 

5 

4 

2 

New  Jersey 

3 

0 

1 

0 

Pennsylvania 

5 

2 

3 

0 

Other 

0 

1 

0 

2 

South 

1 

5 

3 

1 

Mid  West 

7 

5 

8 

2 

Southwest 

3 

1 

1 

0 

Far  West 

3 

13 

11 

10 

Unknown 

0 

2 

0 

22 

Totals 

60 

60 

60 

60 

*An  additional  nine 

graduates  designated 

Rhode 

Is- 

land  as  a second  or  third  choice. 

TABLE  2: 

Medical  Specialties  which  the  Class  of  1976 
Graduates  Plan  to  Enter 


Medical  Specialty  When  Determined 

Upon  entrance  Upon  Graduation 

to  medical  school  from  medical  school 

internal  medicine 

* 30 

28 

family  medicine* 

10 

6 

surgery 

5 

5 

p.‘-ychiatry 

5 

2 

radiology 

2 

2 

pediatrics* 

1 

9 

obstetrics* 

1 

5 

other 

0 

3 

unknown 

6 

0 

Total 

60 

60 

*Internal  medicine,  family  medicine,  pediatrics  and 
obstetrics  are  conventionally  considered  to  be  the 
medical  areas  of  primary  care.  On  this  basis,  42/60 
(70%)  of  the  class  expressed  a preference  for  pri- 
mary care  on  entrance  to  medical  school;  this  num- 
ber rose  to  48/60  (80%)  at  time  of  graduation. 

25,  on  the  other  hand,  have  home  towns  with 
populations  of  less  than  25,000.  Only  a small 
number  of  these  towns  may  be  regarded  as 
rural,  since  most  are  within  50  miles  of  a 
major  metropolis. 

Table  1 lists  the  current  places  of  residence 
of  the  class  members.  At  a time  prior  to  the 
disclosure  of  the  internship  matching  pro- 
gram results,  the  members  of  the  class  were 
asked  to  indicate  where  they  wished  to  under- 
take their  graduate  medical  training.  Table  1 
identifies  these  aspirations  and  the  actual 
sites  where  the  class  will  receive  internship 
training.  The  differences  between  columns 
two  and  three  in  Table  1 are  not  very  great. 
The  class  were  asked  to  indicate  where  they 
hoped  ultimately  to  practice  (column  4,  Table 


1).  A little  over  one-third  of  the  students  (22 
men  and  women)  were  undecided;  but  of  the 
38  students  expressing  a geographic  prefer- 
ence, over  50  per  cent  signified  that  New 
England  was  where  they  wished  to  establish 
their  practices.  Nine  of  these  38  students  spe- 
cified Rhode  Island  (24  per  cent),  and  an  ad- 
ditional nine  students  identified  Rhode  Island 
as  a second  or  third  choice.  Of  the  18  senior 
students  listing  Rhode  Island  as  a preferen- 
tial or  likely  place  for  practice,  eight  hope  to 
specialize  in  internal  medicine  or  family  medi- 
cine, three  in  obstetrics,  two  in  psychiatry, 
two  in  pediatrics,  and  one  each  in  deiTnatol- 
ogy,  radiology,  and  surgery. 

We  asked  the  class  to  state  the  specialty  of 
medicine  which  they  plan  to  enter  following 
graduate  education.  The  question  was  first 
asked  when  the  class  entered  medical  school 
(1972)  and  then  again  shortly  before  grada- 
tion (1976).  Table  2 compares  the  two  sets  of 
answers.  The  number  of  students  expressing 
interest  in  pediatrics  and  obstetrics  increased 
considerably  from  the  first  to  the  fourth  years 
of  medical  education.  The  number  of  students 
identifying  with  other  specialties  did  not 
change  substantially.  One  should  not  assume, 
however,  that  this  represents  a steadfast 


TABLE  3: 

Electives  taken  (434)  by  the  Class  of  1976 
Medical  Students  during  their  Junior 
and  Senior  Years 


Medicine  225 

advanced  clerkship  16 

cardiology  36 

dermatology  22 

endocrinology'  18 

gastroenterology  16 

hematology  19 

infectious  disease  28 

nephrology  20 

neurology  25 

other  25 

Surgery  62 

general  surgery  9 

orthopedic  surgery  6 

pediatric  surgery  8 

thoracic  surgery  6 

anesthesiology  10 

other  19 

Obstetrics,  gynecology  9 

Pediatrics  30 

Ophthalmology  26 

Psychiatry  11 

Radiology  34 

Nuclear  medicine  2 

Pathology,  laboratory  medicine  9 

Emergency  room  20 

Laboratory  research  6 


(Continued  on  next  page) 
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TABLE  4: 

<>ut-of-State  Clinical  Electives  taken  by  Class 
of  1976  .4Iedical  Students 


I'nited  States 

Elsewhere 

California 

15 

England 

Colorado 

5 

Afghanistan 

Connecticut 

2 

St.  Lucia 

Florida 

1 

Canada 

Georgia 

2 

Haw’aii 

1 

Illinois 

3 

Maine 

1 

Massachusetts 

12 

Montana 

1 

New  Hampshire 

1 

New  Jersey 

1 

New  York 

10 

Nevada 

1 

Pennsylvania 

2 

South  Carolina 

1 

Texas 

1 

Washington 

3 

loyalty  to  the  disciplines  of  medicine.  For 
example,  the  five  students  who  upon  entrance 
to  the  medical  school  had  expressed  an  in- 
terest in  surgery  were  not  the  same  five  stu- 
dents who  listed  surgery  as  their  designated 
choice  at  the  time  of  graduation.  Indeed,  in 
only  23  of  our  60  students  was  there  con- 
cordance between  their  first  and  fourth  year 
decisions  regarding  choice  of  specialty.  Most 
of  our  students  seem  to  have  changed  their 
views  during  their  four  years  of  medical 
school  study.  In  the  case  of  18  of  the  students 
there  was  a dramatic  change  in  specialty 
preference  between  the  first  and  fourth  years 
of  medical  school. 

The  class  of  1976,  during  their  junior  and 
senior  medical  school  years,  received  academic 
credit  for  434  clinical  electives.  Over  one  half 
of  these  electives  were  supervised  by  the 
Section  of  Medicine  and  represented  precep- 
torial clerkships  in  the  defined  subspecialties 
of  medicine.  The  other  209  electives  were  dis- 
tributed among  surgery  and  the  other  con- 
ventional clinical  disciplines  (Table  3).  Over 
half  of  the  graduating  class  completed  elec- 
tives in  both  cardiology  and  radiology.  Other 
clinical  electives  selected  in  great  numbers  by 
the  class  included  infectious  disease,  neurol- 
ogy, opthalmology,  and  dennatology. 

Medical  students  at  Brown  University  are 
permitted  to  receive  elective  credit  for  pe- 
riods of  up  to  one  academic  quarter  spent  on 
out-of-state  medical  campuses  or  in  health 
care  installations.  Forty-five  of  the  60  stu- 
dents (75  per  cent)  elected  to  exercise  this 


privilege  and  were  accepted  for  out-of-state 
clinical  electives  in  18  states  and  four  foreign 
countries.  A total  of  70  elective  courses  were 
successfully  completed  by  these  45  students, 
with  about  half  (37)  in  the  states  of  Cali- 
fornia, New  York,  and  Massachusetts.  In  all 
instances  academic  evaluations  were  obtained 
upon  completion  of  these  educational  efforts. 
In  Afghanistan  and  St.  Lucia  our  students 
were  accompanied  by  members  of  the  Brown 
University  Program  in  Medicine  faculty.  Table 
4 lists  the  clinical  electives  taken  in  places 
other  than  Rhode  Island  by  the  medical  stu- 
dents of  the  class  of  1976. 

We  asked  the  students  to  indicate  the  kind 
of  practice  they  anticipated  for  themselves 
some  ten  years  hence.  Table  5 lists  these  pref- 
erences. The  total  number  in  Table  5 exceeds 
60  since  some  of  our  students  checked  off 
more  than  one  choice. 

The  students  were  asked  whether  they  saw 
themselves  as  members  of  a medical  school 
faculty  ten  years  after  graduation.  Only  one 
student  anticipated  no  role  in  medical  educa- 
tion. The  answers  of  the  remaining  59  are 
summarized  in  Table  6. 

We  asked  them  to  signify  how  old  they 
were  when  they  decided  definitely  upon  medi- 
cine as  a career.  Seven  of  the  students  stated 
that  they  were  convinced  of  their  professional 
(Continued  on  page  237) 


TABLE  5: 

Class  of  1976:  Anticipated  Type  of  Medical 
Practice  a Decade  from  Now 

Number  of 


Type  of  Practice  Students* * 

Individual  practice  7 

Group  practice  44 

Medical  school  faculty  (predominantly)  17 

Federal  employment  4 

City  or  state  employment  1 

Private  industry  1 


No  answer  1 

*Total  number  exceeds  60  since  some  of  the  students 
checked  more  than  one  category. 

TABLE  6: 

Class  of  1976:  Anticipated  Relationship  to  Medical 
Education  a Decade  from  Now 

Number  of 


Role  Students 

No  role  at  all  1 

Peripheral  role  (voluntary  faculty)  34 

Partly  salaried  by  medical  school  22 


Completely  salaried  by  medical  school 
Working  in  a research  capacity 
No  answer 


208 


Rhode  Island  Medical  Journal 


SUSAN  PAKULA,  Brown  University,  Rhode 
Island  Hospital,  Pediatrics. 


DAVID  THAYER,  Albany  College,  Berkshire 
Medical  Center,  Medicine. 


DAVID  GOLDEN,  Harvard  University,  Beth 
Israel  Hospital,  Medicine. 


STEVEN  MILLER,  Brown  University,  The 
Miriam  Hospital,  Medicine. 
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JAMES  REIMER,  Brown  University,  The  Mi- 
riam Hospital,  Medicine. 


ELIZABETH  GEORGE,  Rutgers  University, 
Overlook  Hospital,  Family  Practice. 


RICHARD  SMITH,  Brown  University,  Paw- 
tucket Memorial  Hospital,  Family  Practice. 


STEVEN  HAYNE,  Letterman  Anny  Medical 
Center,  Pathology. 
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JEFFREY  SUTTON,  State  University  of  New 
Yoi'k,  Kings  County  Medical  Center,  Medi- 
cine. 


RICHARD  SOLLENBERGER,  University  of 
California,  San  Francisco,  San  Francisco 
General  Hospital,  Flexible. 


R.  SCOTT  DYER,  University  of  Minnesota, 
University  Hospital,  Family  Practice. 


PAUL  PITEL,  Brown  University,  Rhode  Is- 
land Hospital,  Pediatrics. 


(Continued  on  page  218) 
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Care  Of  The  Chronically  111:  Planning  For  Progress 


By  David  S.  Greer,  M.D.  and  Marilyn  T.  Kaplan, 
M.A. 

Chronic  illness  and  long-term  physical  im- 
pairment are  major  health  problems  in  the 
United  States  today  as  a result  of  lower  mor- 
tality from  infectious  and  acute  illnesses,  in- 
creased longevity,  survival  of  the  physically 
handicapped,  and  other  related  factors.  Past 
and  present  approaches  to  these  problems 
have  been  less  than  adequate  as  is  evidenced 
by  the  pervasive  discontent  of  the  health  pro- 
fessions and  lay  public  with  the  facilities  and 
services  available  for  the  treatment  of  long- 
tenn  disabling  disease.^  The  rate  of  institu- 
tionalization of  individuals  with  chronic  in- 
firmity has  risen  progressively  in  the  last 
three  decades,  and  projections  indicate  that  it 
will  continue  to  rise  unless  new  approaches  to 
long-term  care  are  devised  and  implemented. 
Costs  have  skyrocketed,  with  most  of  the 
burden  being  placed  on  state  and  federal  tax- 
payers. The  health  care  establishment  which 
serves  this  population  is  the  most  fragmented 
and  poorly  integrated  of  all  health  care  sys- 
tems in  the  United  States.  Proprietary  nurs- 
ing homes,  chronic  disease  hospitals,  homes 
sponsored  by  nonprofit  organizations,  visiting 
nurse  associations  with  varying  programs, 
and  a diverse  group  of  community  service 


DAVID  S.  GREER,  IM.D.,  Associate  Dean  oj  Med- 
ical Afjairs,  Brown  University. 

MARILYN  T.  KAPLAN,  :\LA.,  Rehabilitation  Co- 
ordinator, Division  oj  Biological  and  Medical  Sci- 
ences, Brown  University. 


agencies  attempt  to  serve  this  population,  but 
the  services  they  provide  are  uncoordinated 
and  continuity  of  care  is  lacking.  Care,  wheth- 
er good  or  bad,  is  most  frequently  custodial 
rather  than  restorative  and  goal  oriented. 
Eventually,  most  of  these  patients  are  se- 
questered in  institutions  or  isolated  in  their 
homes,  no  longer  considered  “patients”  with 
short  and  long-term  therapeutic  goals,  but 
regarded  as  invalids  requiring  only  sup- 
portive care  with  occasional  crisis  inter- 
vention. Institutions,  agencies,  and  services 
generally  address  narrowly  defined  aspects  of 
the  problem;  there  has  been  no  unifying  or 
integrating  mechanism  to  rationalize  and  co- 
ordinate the  services  available. 

Chronic  disability  is  a major  national  pub- 
lic health  problem.  New  approaches  to  man- 
agement based  on  a therapeutic  philosophy 
vdiich  is  restorative,  rather  than  custodial 
and  merely  supportive,  should  be  attempted 
and  evaluated. 

NEED  FOR  SERVICES 

National  Estimates.  Estimating  the  number 
of  persons  requiring  service  for  chronic  im- 
pairment is  difficult;  there  is  lack  of  agree- 
ment concerning  methods  of  measuring  the 
population  at  risk  or  defining  what  consti- 
tutes impaiiTnent.^-®  However,  all  available  evi- 
dence indicates  that  the  number  of  persons 
affected  is  very  large.  Data  from  the  National 
Health  Survey  indicate  that  over  51  million 
Americans  were  impaired  in  1971 ; impair- 
ment being  defined  as  “. . . chronic  or  perman- 
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ent  defects,  usually  static  in  nature,  resulting 
from  disease,  injury,  or  congenital  malfonna- 
tion  . . . Decrease  or  loss  of  ability  to  perform 
various  functions  . . According  to  the  1965 
Social  Security  Survey  of  the  Disabled,  there 
were  10,739,000  civilian  noninstitutionalized 
persons  between  18  and  64  with  disabilities: 
8.6  million  were  classified  as  severe;  3.1  mil- 
lion were  occupationally  disabled;  and  4 mil- 
lion had  a work  limitation.®  Moss  has  observed 
that  “daily,  4 to  5 million  adults,  not  in  insti- 
tutions, are  temporarily  or  permanently  dis- 
abled for  work.  Nearly  half  this  number  have 
been  disabled  for  work  for  about  7 months  or 
longer  and  yearly,  about  350,000  adults  be- 
come sufficiently  disabled  to  incur  some  voca- 
tional handicap." 

The  National  Center  for  Health  Statistics 
conducts  periodic  nationwide  surveys  on  the 
disability  status  of  the  population.  Their  data 
indicate  that  in  1969-70,  there  were  more 
than  23  million  Americans,  or  11.7  per  cent 
of  the  population,  with  some  type  of  activity 
limitation  as  a result  of  a chronic  condition. 
The  1972  figures  indicate  almost  26  million 
or  12.7  per  cent  of  the  total  population,  with 
an  activity  limitation.  FurtheiTnore,  in  1972, 
more  than  19.5  million  persons,  or  9.6  per 
cent  of  the  population,  w'ere  identified  as  hav- 
ing chronic  conditions  and  impaiiTnents  that 
resulted  in  limitation  of  the  amount  or  kind  of 
major  activity  or  in  outright  inability  to  carry 
on  major  activities  of  daily  living.®'® 

A more  recent  study  conducted  by  the  De- 
partment of  Health,  Education,  and  Welfare 
in  1973  estimated  that  13.5  per  cent  of  the 
nation’s  noninstitutionalized  population  had 
some  limitation  of  activity  due  to  various 
chronic  conditions.  In  this  report  it  was  es- 
timated also  that  10.2  per  cent  or  20,938,000 
people  were  limited  in  major  activities  due  to 
chronic  health  problems. 

The  elderly  are  a highly  significant  group 
with  regard  to  rehabilitation  and  long-term 
care.  Although  health  status  in  the  aging 
population  does  not  fit  the  common  stereotype 
of  age  as  a condition  invariably  associated 
with  debility,  senility,  isolation  and  unhappi- 
ness, chronic  illness  is  more  prevalent  in  old- 
er persons.  About  80  per  cent  of  persons  over 
65  are  afflicted  with  one  or  more  chronic 
conditions;  12  per  cent  have  some  limitation 
in  mobility;  and  of  noninstitutionalized  per- 


sons, 6 per  cent  are  housebound. “ Shanas  has 
estimated  that  one-fourth  of  all  persons  65 
and  over  who  live  in  the  community  require 
home  care  services.'^  Pfeiffer’s  studies  indi- 
cate “significant  impainnent’’  for  an  overall 
total  of  41  per  cent  of  older  people  when  eco- 
nomic, social,  and  self  care  functioning  are 
included.'®  Preliminary  data  from  a local  sur- 
vey in  Philadelphia  place  the  percentage  of 
elderly  impaired  at  27  per  cent.''*  In  addition 
to  the  chronically  impaired  in  the  community, 
about  5 per  cent  of  older  persons  are  confined 
ill  institutions. 

It  has  been  demonstrated  repeatedly  that 
physical  impairments  and  service  needs  in- 
crease with  advancing  age.  As  longevity  in- 
creases, therefore,  long-term  care  service 
needs  will  also  increase.  A marked  increase  in 
the  population  age  75  or  over  has  been  pro- 
jected for  the  next  several  decades;  by  1990, 
it  is  anticipated  that  11  million  Americans 
will  be  over  age  75 ; therefore,  it  seems  likely 
that  long-term  care  needs  will  expand  pro- 
gressively in  the  intermediate  tei*m  future.'® 

Rhode  Island  Estimates.  In  1968  Greenleigh 
Associates,  in  a study  relevant  to  vocational 
rehabilitation,  forecast  that  9.8  per  cent  of 
Rhode  Island’s  population  would  be  classified 
as  disabled  in  1975.  Extrapolation  of  the  data 
from  the  1969-70  National  Center  for  Health 
Statistics  Survey  suggests  that  this  year 
there  will  be  23,640  Rhode  Island  residents 
unable  to  carry  on  any  major  activity  and  68,- 
370  residents  with  some  limitation  of  major 
activities,  a total  of  92,010  residents.  A sim- 
ilar figure  can  be  arrived  at  by  extrapolation 
of  the  1973  Department  of  Health,  Education, 
and  Welfare  estimate  to  the  population  of 
Rhode  Island  which  would  indicate  that  there 
are  currently  97,127  Rhode  Islanders  with 
limitation  of  major  activities.  In  the  1975 
Household  Survey  conducted  by  Rhode  Island 
Health  Services  Research,  Inc.  (SEARCH), 
35.1  per  cent  of  the  civilian  noninstitutional- 
ized population  interviewed  reported  long- 
standing health  conditions;  15.4  per  cent  re- 
ported some  physical  impairment  and  15  per 
cent  some  limitation  of  major  activities.  These 
surprisingly  large  figures  become  increasing- 
ly dramatic  when  the  older  population  is  con- 
sidered: in  the  same  survey  66.7  per  cent  of 
those  over  age  65  reported  long-standing  ill- 
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Desses;  moreover,  37.2  per  cent  of  those  over 
65  reported  some  physical  impairment  and 
3t.6  per  cent  reported  some  limitation  of  ma- 
jor activity.^® 

The  Household  Survey  also  indicates  that 
8.8  per  cent  of  the  interviewed  population  re- 
ported interference  with  activities  of  daily 
living.  This  percentage  also  increased  signifi- 
cantly in  the  older  age  groups.'"  The  percent- 
age of  people  over  65  years  of  age  in  Rhode 
Island  is  increasing  rapidly;  it  increased  by 
48  per  cent  from  1950  to  1970  and  projections 
indicate  that  by  1980,  there  will  be  132,905 
citizens  of  Rhode  Island  65  years  of  age  or 
older.  In  1980,  therefore,  it  is  anticipated  that 
the  over  65  age  group  alone  will  contain  50,- 
105  seriously  disabled  people  in  need  of  long- 
teiTO  services.'® 

COST  CONSIDERATIONS 

The  most  obvious  losses  incurred  by  society 
as  a result  of  disability  are  the  reduction  in 
national  and  state  income  and  the  expendi- 
ture of  resources  for  special  medical,  custo- 
dial, and  nursing  care.  There  are  also  eco- 
nomic losses,  which  will  not  be  re- 
alized until  future  years ; for  example,  chronic 
conditions  in  parents  may  impair  their  ability 
to  care  for  and  train  their  children  and  chron- 
ic conditions  in  children  often  impair  their 
learning  ability.  Finally,  there  are  many  in- 
direct costs  of  disability,  including  property 
losses,  personal  injury,  and  loss  of  productiv- 
ity by  caretaking  families. 

In  1965  Allan  stated  that  “Something  on 
the  order  of  75  billion  dollars  is  the  annual 
cost  of  disability  in  the  United  States  to  tax- 
payers, employers,  insurance  carriei’s,  and 
private  citizens.”'"  Berkowitz  and  Johnson  es- 
timated that  approximately  7 per  cent  of  the 
national  income  or  43  billion  dollars  was  lost 
as  a result  of  disabilities  in  1967.  In  that  year, 
they  estimated  that  aggregate  transfer  pay- 
ments for  disability  to  those  of  labor  force 
age  amounted  to  14  billion  dollars,  medical 
costs  totaled  more  than  20  billion  dollars,  and 
survivor  payments  were  about  3 billion  dol- 
lars.2" 

In  1971  observers  at  the  Levinson  Geronto- 
logical Policy  Institute  at  Brandeis  University 
noted  that  public  expenditure  to  nursing 
homes  nationally  amounted  to  1.8  billion  dol- 
lars. In  Rhode  Island  annual  Medicaid  pay- 
ments to  nursing  homes  and  inteiTnediate 


care  facilities  have  tripled  over  the  past  six 
years.  In  1971,  annual  payments  totaled  $9,- 

392.000  with  an  average  caseload  of  3,195. 
By  1975,  the  annual  payments  reached  $18,- 

225.000  with  an  average  caseload  of  3,784. 
The  projected  payments  for  1976  are  $21,- 

562.000  with  an  average  caseload  of  4,200  and 
the  projections  for  1977  are  $27,509,000  with 
a.  caseload  of  4,700.  The  increased  expendi- 
tures on  skilled  nursing  home  and  intermedi- 
ate care  facilities  have  contributed  signifi- 
cantly to  the  overall  increase  in  health  care 
expenditures  in  Rhode  Island.  Of  course,  in- 
stitutional care  does  not  constitute  the  entire 
financial  burden  of  care  for  persons  with 
chronic  illness  in  the  state  since  such  per- 
sons also  require  care  in  general  hospitals, 
community  agencies,  and  other  segments  of 
the  health  care  system."'’^^ 

INAPPROPRIATE  INSTITUTIONALIZATION 

Kisten  and  Morris  state  that  many  individu- 
als are  placed  in  nursing  homes  and  other  in- 
stitutions for  other  than  medical  reasons, 
principally  a lack  of  services  essential  to 
maintaining  them  in  their  own  homes  and 
communities.  They  noted  that  in  Massachu- 
setts “The  Department  of  Public  Health 
found  that  37  per  cent  of  100,000  patients  in 
licensed  nursing  homes  required  full-time 
skilled  nursing  care;  14  per  cent  needed  no  in- 
stitutional care ; another  26  per  cent  required 
minimal  supervised  living;  and  23  per  cent 
needed  only  limited  or  periodic  nursing  care.^® 
Reporting  on  studies  in  Monroe  County,  New 
York,  Berg  et  al.  found  peiwasive  misplace- 
ment of  chronic  and  elderly  patients  in  terms 
of  level  of  care  needed  as  between  institution- 
al care,  various  levels  of  nursing  home  care, 
and  home  care.^^ 

A survey  in  western  New  York  State  indi- 
cated that  27  per  cent  of  nursing  home  pa- 
tients did  not  require  nursing  home  services. 

In  Michigan  a federal  study  of  378  patients 
in  skilled  nursing  homes  reported  that  79 
per  cent  did  not  need  nursing  home  care.^® 

Similar  inappropriate  placement  in  Rhode 
Island  has  been  noted  in  a recent  Department 
of  Health  — SEARCH  study.  Review  of  all 
Title  XIX  patients  in  the  State’s  45  single  or 
multilevel  care  skilled  nursing  facilities  in 
1973-74  prompted  a recommendation  that  al- 
most 30  per  cent  be  transferred  to  a lesser 
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level  of  care.  The  Rhode  Island  report  con- 
cludes that  “There  has  not  been  a significant 
investment  of  resources  to  develop  alternative 
kinds  of  care  for  the  elderly  who  have  some 
limitations  and  some  need  for  an  array  of 
health  and  social  seiwices  but  who  do  not  re- 
Ciuire  intensive  supervision  or  skilled  care” 
and  that  “Programs  and  facilities  for  the  care 
of  the  elderly  will  be  needed  as  medical  re- 
view leads  to  recommendations  for  relocation 
of  patients  who  have  some  but  not  great 
health  and  social  seiwice  needs. 

LONG-TERM  CARE  ALTERNATIVES 

In  recent  years  there  has  been  increasing 
interest  in  programs  coordinating  individual- 
ized services  such  as  the  “day”  hospital,  shel- 
tered housing,  and  hospital-based  home  care 
teams,  as  well  as  community-based  personal 
care  and  home  service  programs.  There  has 
also  been  a proliferation  of  less  comprehen- 
sive, more  focused  services  such  as  transpor- 
tation to  outpatient  clinics,  visiting  nurse  ser- 
vices, homemaker  services,  meal  delivery  sys- 
tems, telephone  checks,  and  emergency  “hot 
line”  services.  Sheltered  care  in  noninstution- 
alized  congregate  facilities  is  increasingly  be- 
ing explored  as  a vehicle  for  returning  pa- 
tients to  the  community.  Day  hospitals,  half- 
way houses,  and  foster  homes  are  being  uti- 
lized to  assist  former  hospital  patients  to  re- 
turn to  independent  living. 

Day  hospitals  were  originally  designed  in 
England,  Canada,  and  Australia  to  aid  elderly 
psychiatric  patients  on  a semi-outpatient 
basis.  Recently,  some  have  been  explicitly  de- 
signed as  geriatric  facilities.  In  England  Lio- 
nel Cosin  has  used  the  day  hospital  as  a cen- 
tral facility  for  hospital-based,  comprehensive 
geriatric  programs  which  are  concerned  with 
total  long-term  patient  needs  as  well  as  fam- 
ily needs.^^  Recently,  American  nursing  homes 
have  become  interested  in  developing  day 
care  programs.  In  Honolulu,  two  day-care  pro- 
grams developed  as  part  of  a medical  complex 
have  reported  success  in  both  long-terai  care 
and  rehabilitation.  In  another  report  from  a 
day  care  program,^'  12  per  cent  of  the  pa- 
tients were  completely  rehabilitated  and  re- 
turned to  the  community  and  the  rate  of  de- 
cline was  decelerated  in  a substantial  portion 
of  the  patient  population;  expenditures  were 
substantially  below  those  in  conventional  res- 
idential care  facilities. 


Foster  home  care  has  recently  begun  to 
gain  acceptance  as  an  alternative  to  institu- 
tional care  for  the  aged  and  disabled.  The 
Benjamin  Rose  Institute  in  Cleveland  has  doc- 
umented the  success  of  large-scale  foster 
home  placement  for  the  elderly  and  there  have 
been  occasional  other  reports  of  successful 
programs,  but  there  have  been  very  few  pub- 
lished descriptions  of  these  programs  and  re- 
search on  the  subject  is  almost  nonexistent. 

Although  half-way  house  programs  are  not 
usually  considered  as  “long-tenn”  since  they 
usually  provide  only  transitional  accomoda- 
tions, they  also  seiwe  an  important  function 
in  enabling  aged  and  physically  impaired  pa- 
tients to  leave  institutions.  On  the  other  hand, 
special  housing  programs  can  be  an  important 
and  permanent  alternative  in  long-term  care. 
These  may  range  from  simple  apartment 
buildings  to  highly  protective  and  even  insti- 
tution-like  settings.  An  early  example  of  hous- 
ing specifically  aimed  at  the  provision  of  a 
noninstitutional  alternative  for  the  elderly, 
physically  impaired,  or  l)oth  is  Highland 
Heights  Apartments  in  Fall  River,  Massachu- 
setts. This  building  is  architecturally  adapted 
to  meet  the  needs  of  the  physically  impaired 
cind  provides  a variety  of  services  including 
outpatient  nursing  care,  congregate  dining 
facilities,  physical  therapy,  homemaker,  and 
visiting  nurse  services.  Data  derived  from  a 
study  of  Highland  Heights  residents  indicate 
that  they  are  much  less  likely  to  require  in- 
stitutionalization than  members  of  a matched 
control  group  in  the  Fall  River  community.^® 
The  mortality  rate  has  also  significantly  de- 
creased; costs  are  significantly  less  than  in- 
stitutional alternatives ; and  there  is  a signi- 
ficant increase  in  socialization  and  decrease  in 
depression  in  the  residential  population. 

Although  most  home  care  programs  are  pri- 
marily oriented  toward  post-hospital  continu- 
ing care,  these  programs  also  represent  an  al- 
ternative to  institutional  care.  As  noted  by 
Kahana  and  Coe,  “If  non-institutional  alter- 
natives were  made  available  so  as  to  provide 
at  least  some  support  for  the  family  in  help- 
ing to  care  for  the  patient,  aged  and  disabled 
family  members  might  be  cared  for  with  more 
willingness  at  home.”^^  A demonstration  home 
care  project  conducted  in  Worcester,  Massa- 
chusetts measured  the  impact  of  the  delivery 
(Continued  on  next  page) 
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of  individualized  packages  of  coordinated 
health,  social,  and  other  support  services  to 
elderly  residents  with  varying  levels  of  need 
for  long-tei-m  care.  The  study  showed  that 
“Experimentals  in  the  ‘High  Need,  In  Danger 
of  Institutionalization’  group  were  found  to 
have  spent  a significantly  smaller  percentage 
ot  the  impact  period  in  an  institutional  set- 
ting. That  is,  the  intervention  (home  care) 
seems  to  have  had  an  effect  on  how  much  time 
persons  in  danger  of  being  institutionalized 
actually  spend  in  a Long-Term  Care  Facil- 
ity.”3o 

Physicians  and  social  workers  participating 
in  a Florida  State  University  study  estimated 
that  16  to  18  per  cent  of  the  pa- 
tients admitted  to  nursing  homes  in  one  coun- 
ty in  one  month  could  have  had  admission 
postponed,  if  in-home  services  had  been  avail- 
able. Registered  nurses  involved  in  the  same 
study  estimated  that  as  many  as  30  per 
cent  of  the  patients  could  have  remained  at 
home  if  adequate  services  had  been  available. 
^Another  study,  conducted  by  the  Benjamin 
Rose  Institute  in  Cleveland,  compared  a group 
of  50  elderly  patients  who  received  home  aide 
service  after  hospitalization  with  50  who  re- 
ceived no  such  service  after  hospitalization. 
Results  indicated  that  those  who  received 
services  at  home  were  significantly  more  con- 
tented, had  significantly  fewer  admissions  to 
long-term  institutions  and,  even  when  admit- 
ted, had  significantly  fewer  days  of  post-hos- 
pital institutionalization.''^' 

In  March  of  1976,  the  Auditor  General  of 
Rhode  Island,  reporting  on  skilled  nursing 
homes  and  intermediate  facilities,  concluded 
that  there  is  “mounting  evidence  that  other 
health  delivery  systems  may  represent  more 
viable  choices  for  some  patients  for  social, 
economic,  and/or  medical  reasons.”  This  re- 
port recommended  that  “added  impetus  be 
given  to  the  current  interest  in  alternatives 
in  providing  long-term  care  seiwices  . . . in  . . . 
comprehensive  home  health  services,  day  care 
programs,  hospital-based  skilled  nursing 
services,  and  medically  oriented  housing.”^^ 
COST  BENEFITS  OF  A REHABILITATION 
PROGRAM 

The  economists’  technique  of  benefit-cost 
analysis  should  be  an  ideal  tool  for  determin- 
ing the  desirability  of  committing  community 
resources  to  an  innovative  long-tenn  care  and 


rehabilitation  plan.  Comparison  of  the  expec- 
ted benefits  against  the  expected  costs  of  a 
program  can  offer  a valuable  formal  struc- 
ture for  considering  an  investment  decision. 
Unfortunately,  serious  problems  arise  when 
one  attempts  to  utilize  this  technique.  -John  D. 
Worrall  notes  that:  “not  all  benefits  and  costs 
can  be  easily  quantified,  especially  those 
which  are  external.  Often  we  do  not  know 
the  time  flow  of  benefits  or  the  appropriate 
social  rate  of  discount.  Other  problems  can 
arise  because  of  the  inadequate  data  or  lack 
of  a control  group.  Finally,  results  are  quite 
sensitive  to  the  assumptions  employed.”  In 
his  studies  Worrall  was  unable  to  (luantify  ex- 
ternal benefits  or  costs.  He  observed  that  “The 
contributions  of  the  program  to  the  psychic 
well-being  of  the  patient,  his  family  and 
others  may  be  quite  large.  They  may  not  be 
measurable,  but  they  cannot  be  ignored. 

William  Kissick  also  has  noted  that  the  use 
of  cost-benefit  analysis  is  limited  in  the  health 
field  because  of  the  basic  concern  with  “what 
is  commonly  felt  to  be  unmeasurable  . . . basic 
suspicion  of  placing  a dollar  value  on  human 
life  and  a reluctance  to  use  a precise  method- 
ology when  we  harbor  the  conviction  that  the 
unknowns  vastly  outweigh  the  knowns. 

Since  1965  there  have  been  at  least  18 
benefit-cost  studies  of  Federal-State  Vo- 
cational Rehabilitation  Programs.  Most  of 
these  surveys  have  assumed  that  the  major 
benefit  of  a vocational  rehabilitation  program 
is  the  increase  in  output  that  can  be  expected 
from  the  productive  activity  of  the  rehabili- 
tants.  The  benefit-cost  ratios  do  not  take  into 
account  those  clients  whose  physical,  social, 
and  psychological  rehabilitation  may  be  to- 
tally successful,  enabling  them  to  remain  in- 
dependent and  free  of  institutional  care,  but 
whose  employment  opportunities  remain  lim- 
ited. Nor  do  the  figures  reflect  the  value  of 
work  performed  at  home  or  in  the  community 
for  no  money  wage.  Despite  these  limitations 
most  studies  have  derived  benefit-cost  ratios 
which  amply  justify  the  continuation  of  voca- 
tional rehabilitation  programs.  A 1975  review 
of  17  benefit-cost  studies  of  vocational 
rehabilitation  programs  reported  that  despite 
the  different  program  objectives,  model  for- 
mulations, and  data  bases  used,  all  of  the 
studies  report  favorable  benefit  to  cost  ra- 
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tios.’’^'*  In  1969  Ronald  Conley  reported  that 
the  program  he  studied  had  a total  benefit- 
cost  ratio  of  5 to  1 ; i.e.,  five  dollars  are  re- 
turned for  each  dollar  invested  in  vocational 
rehabilitation. A 1975  study  which  built 
upon  Conley’s  original  conceptual  work  con- 
cluded that  a cost-benefit  analysis  of  voca- 
tional rehabilitation  services  provided  to  “In- 
dividuals Most  Severely  Handicapped’’  (IM- 
SH)  provided  a retum  to  society  of  $9.14  for 
fiscal  year  1970  and  $9.13  for  fiscal  year  1972 
in  current  dollars  for  every  dollar  invested  in 
these  services.  Moreover,  the  study  points  out 
that  the  economic  returns  for  IMSH  are  less 
than  for  the  general  population.^®  Worrall’s 
1976  study  reports  a total  benefit-cost  ratio 
similar  to  Conley’s  while  also  noting  that  it 
is  more  efficient  to  rehabilitate  the  young,  the 
better  educated,  the  married,  and  the  non- 
white. However,  Worrall  cautions  that,  be- 
cause of  the  stated  limitations  of  the  tech- 
nique, the  decision-maker  should  not  utilize 
benefit-cost  estimates  as  his  only  criterion 
when  making  investment  decisions,  “but  he 
can  add  these  estimates  to  the  qualitative  in- 
puts in  the  decision  process. ’’®- 

The  Liberty  Mutual  Insurance  Company  has 
intensively  studied  the  cost-benefits  of  reha- 
bilitation programs  for  persons  wdth  spinal 
cord  injuries.  In  a study  of  103  workmen’s 
compensation  cases  from  1966  to  1970  and  85 
W'orkmen’s  compensation  cases  from  1971  to 
1974,  Liberty  Mutual  demonstrated  that  pri- 
viding  paraplegics  and  quadriplegics  with  a 
total  rehabilitation  program  resulted  in  a net 
estimated  loss  reduction  in  indemnity  and 
medical  cost  of  $1,148,562  in  1966-1970  and 
$1,237,404  for  1971-1974.  The  net  loss  reduc- 
tion per  case  w'as  $11,151  in  1966-1970  and 
$14,731  in  1971-1974.3^ 

DISCUSSION 

The  rising  cost  of  care  in  both  acute  and 
long-term  care  institutions  coupled  with  ap- 
parent improper  utilization  of  long-term  beds 
has  contributed  to  the  alarming  rise  in  Medi- 
care, Medicaid,  and  personal  health  expendi- 
tures. Escalating  private  and  governmental 
expenditures  have  resulted  in  public  concern 
for  the  exploration  of  more  economical  altern- 
atives to  institutionalization. 

However,  public  policy  often  seems  counter- 
productive. For  example,  third  party  payers 
frequently  provide  submarginal  support  for 


maintenance  of  disabled  persons  at  home  but 
readily  provide  lai’ge  scale  support  to  sustain 
the  same  people  in  institutions.  Governments 
frequently  pay  generously  for  active  treat- 
ment in  crisis  intervention  but  refuse  pay- 
ment for  rehabilitation  efforts  which  might 
reduce  or  eliminate  many  medical  crises.  As 
noted  in  a report  of  the  Massachusetts  De- 
partment of  Elderly  Affairs  discussing  a 
demonstration  project  for  the  delivery  of 
home  care  services,  “By  providing  services 
w'hich  postpone  or  prevent  commitment  to 
nursing  homes  and  state  hospitals,  the  pro- 
gram will  help  the  elderly  lead  more  pleasant 
and  rewarding  lives  at  home  and  avoid  the 
v/aste  of  scarce  tax  dollars  on  unnecessary  in- 
stitutionalization.”3® 

Institutionalization  frequently  may  be  in- 
appropriate or  unnecessary.  The  decision  to 
institutionalize  a patient  often  rests  on  fac- 
tors other  than  his  health  and  functional  sta- 
tus. The  likelihood  of  confinement  to  an  insti- 
tution depends  to  a significant  degree  on  the 
demographic,  social,  psychological,  and  eco- 
nomic characteristics  of  the  individual;  the 
intake  procedures  and  the  policies  of  the  long- 
term care  facilities  he  encounters;  the  avail- 
ability of  alternative  approaches  to  long-term 
institutional  care;  the  social  values  and  be- 
havior patterns  of  the  patient’s  family,  his 
physician,  and  other  providers  of  care;  the 
source  of  payment  for  the  care ; the  perceived 
function  of  institutional  care;  and  the  avail- 
ability of  family  or  caretaking  individuals  in 
the  community. 33  For  example,  Gottesman  and 
Brody*“  cite  evidence  from  a variety  of  sour- 
ces W'hich  indicates  that  childless  old  people 
and  those  with  only  one  surviving  adult  child 
are  over-represented  in  institutions  and  that 
the  most  common  events  precipitating  ad- 
mission in  their  study  were  the  deaths  or 
sudden  illnesses  of  close  relatives.  Levin  and 
Gurel  point  out  that  whether  or  not  a person 
is  institutionalized  can  be  seen  to  be  depend- 
ent upon  the  interaction  between  his  needs 
and  those  of  his  family Hobenstein  and  Bid- 
dle reveal  that  even  the  physician’s  role  in 
the  institutionalization  decision  appears  to  be 
related  to  situational  variables;  interviews 
w'ith  a sample  of  physicians  demonstrated  that 
they  took  different  positions  concerning  a 
recommendation  of  institutionalization  de- 
( Continued  on  page  238) 
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DENNIS  POLLOCK,  University  of  Miami, 
University  Hospital,  Medicine. 


ANDREW  SALNER,  University  of  Connec- 
ticut, Hartford  Hospital,  Medicine. 


GEORGE  CHUDOLIJ,  University  of  Connec- 
ticut, St.  Francis  Hospital,  Flexible. 


STEPHANIE  SPANGLER,  Yale  University, 
Yale-New  Haven  Medical  Center,  Obstetrics 
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DONN  WOLFSON,  University  of  Illinois,  Uni- 
versity Hospital,  Medicine. 


MARK  HODGMAN,  Tufts  University,  New 
England  Medical  Center,  Medicine. 


DAVID  BROOKS,  Harvard  University,  Peter 
Bent  Brigham  Hospital,  Surgery. 


EDWARD  OLCHOWSKI,  Brown  University, 
The  Miriam  Hospital,  Medicine. 
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LOUIS  COLAVECCHIO,  University  of  Mas- 
sachusetts, Memorial  Hospital,  Medicine. 


BRYANT  TOTH,  University  of  California, 
San  Francisco,  University  Hospital,  Surg- 
ery. 


CHARLES  MORIN,  University  of  Hawaii,  Un- 
iversity Hospital,  Medicine. 


ROBERT  BOJAR,  Harvard  University,  Mas- 
sachusetts General  Hospital,  Surgery. 
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A Bicentennial  View  Of  Childrearing: 
Notes  Of  An  Anthropologist 


By  Lucile  F.  Xewman,  I’h.D. 


Philippe  Aries  in  the  historical  review  Cen- 
turies of  Childhood^  pointed  out  the  immedi- 
ate participation  in  adult  life  of  children  in 
medieval  European  society  and  what  he 
termed  a lack  of  awai'eness  of  a particular 
nature  of  childhood.  In  contrast,  by  the  Eigh- 
teenth Century  Americans  not  only  noted  the 
nature  of  childhood,  but  appeared  obsessed  by 
the  physical,  moral,  and  sexual  problems  they 
perceived  as  characteristic  of  childhood. 

Dehnitions  of  the  nature  of  childhood  un- 
derlie modes  of  socialization  of  children  to 
their  own  culture  and  systems  of  education 
devised  by  adults  for  their  further  civilizing. 
Canons  of  advice  both  medical  and  moral  help 
the  unwary  parent  accomplish  these  ends  and 
become  a part  of  popular  culture. 

New  Englanders  entered  the  Eighteenth 
Century  an  agrarian  society  of  English  Puri- 
tans and  left  it  on  the  eve  of  becoming  an 
industrial  society  of  New  England  Yankees. 
The  implications  of  this  revolution  for  chil- 
dren and  childrearing  was  rather  more  pro- 
found than  those  of  the  other  (political)  rev- 
olution going  on  simultaneously.  Reviewed 
here  are  some  Puritan  Values,  some  A^ankee 
Values,  and  some  Continuities  in  relation  to 
socialization,  education,  and  the  definition  of 
the  nature  of  man  in  New  England. 

LUCILE  F.  NEWMAN,  Ph.D.,  Section  on  Com- 
munity Health,  Division  of  Biological  and  Medical 
Sciences,  Brown  University. 


PURITAN  VALUES 

The  Reverend  Benjamin  Wadsworth  speak- 
ing about  children  from  his  pulpit  stated: 

“The  Hearts  naturally,  are  a nest,  root, 
fountain  of  Sin,  and  wickedness;  an  evil 
Treasure  from  whence  proceed  evil  things, 
viz.  Evil  Thoughts,  Murders,  Adulteries  &c. 
Indeed,  as  sharer  in  the  guilt  of  Adam’s  first 
Sin,  they’re  Children  of  Wrath  by  Nature, 
liable  to  Eternal  Vengeance,  the  Unquench- 
able Flames  of  Hell.  But  besides  this,  their 
Hearts  (as  hath  been  said)  are  unspeakably 
against  Him,  eagerly  set  in  pursuing  Vani- 
ties, on  provoking  God  by  actual  Personal 
transgressions,  whereby  they  merit  and  de- 
serve greater  measures  of  Wrath.”  (Morgan,'^ 
p.  51) 

Certain  aspects  of  the  definition  of  man 
were  clear  and  understandable  to  children. 
They  required  conformity  and  were  therefore 
t)  ansmitted  early.  One  of  these  was  the  con- 
cept of  original  sin  — of  the  innate  depravity 
of  the  human  being  at  birth,  and  the  punish- 
ments of  hell  (spiced  with  an  active  demon- 
ology), that  befell  those  who  were  so  un- 
fortunate as  to  die  before  having  been  saved. 
The  newborn  infant  who  died  unsaved  (sav- 
ing was  a conscious  act)  received  the  dispen- 
sation according  to  Reverend  Michael  Wig- 
glesworth  of  the  “easiest  room  in  Hell,”  not 
much  of  a consolation  for  those  parents  who 
lost  many.  Infant  mortality  was  high.  In  this 
(Continued  on  next  page) 
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agrarian  society  fertility  was  high  and  large 
lamilies  were  the  rule.  A late  definition  of 
accession  to  humanity  is  characteristic  of 
societies  with  high  infant  mortality.  That  is, 
being  born  was  not  enough.  True  human  life 
began  gradually  over  the  first  several  years 
after  birth  as  the  child  himself  took  charge 
of  the  state  of  his  soul.  The  Puritan  newborn, 
then,  perceived  as  lacking  in  the  crucial  hu- 
man quality  of  godliness  had  to  achieve  hu- 
manity by  his  own  acts,  thereby  necessitating 
instruction  at  home  as  well  as  in  institutions 
of  education. 

The  child  was  also  perceived  as  having  a 
stubborn  will  which  must  be  broken.  “Surely 
there  is  in  all  children  (though  not  alike) 
a stubbornness  and  stoutness  of  minde  aris- 
ing from  naturall  pride  which  must  in  the 
first  place  be  broken  and  beaten  down  that  so 
the  foundation  of  their  education  being  layd 
in  humilities  and  tractableness  other  virtues 
may  in  their  time  be  built  thereon.”  (Miller,^'* 
p.  214) 

As  Poor  Richard  said,  “Teach  your  child  to 
obey  and  you  can  teach  him  anything.”  This 
process  began  at  home.  As  described  by  Cot- 
ton Mather  in  his  Diary 

“I  first  beget  them  a high  opinion  of  their 
father’s  love  to  them,  and  of  his  being  best 
able  to  judge,  what  shall  be  good  for  them. 
Than  I make  them  sensible,  tis  a folly  for 
them  to  pretend  unto  any  witt  and  will  of 
their  own.  . . . My  word  must  be  their  law. 
...  1 would  never  come  to  give  a child  a blow ; 
except  in  case  of  obstinacy  or  some  gross 
enormity.  To  be  chased  for  a while  out  of  my 
p-resence  I would  make  to  be  looked  up,  as  the 
sorest  punishment  in  the  family.  ...”  (Mil- 
ler,'^ p.  211) 

Not  quite  so  benign  in  acts  as  in  words  the 
Reverend  recorded  in  his  Diary  that  “when 
his  daughter  Kathy  reached  the  age  of  four 
. . . (he)  took  her  upon  his  knee  and  told  her 
what  every  girl  ought  to  know  about  Hell. 
Nor  did  he  conceal  from  her  opinion  that  un- 
less she  wholly  changed  her  nature  she  was 
assuredly  destined  for  that  place  of  eternal 
tonnent.”  (Miller,^^  p.  215) 

Education  was  under  these  circumstances 
perceived  by  the  Puritans  of  New  England 
not  as  a luxury  for  the  rich  but  as  a necessity 
for  the  redemption  of  all  erring  children. 


Therefore  it  must  be  free.  The  message  was 
the  same  at  school.  The  New  England  Primer 
begins  with  the  famous  A;  “In  Adam’s  fall, 
we  sinned  all.”  The  Primer  even  concurred  in 
the  assurance  that  death  could  come  at  any 
time,  this  fear  heightened  by  the  high  mor- 
tajity  that  meant  every  child  had  known  of 
the  death  of  friends  or  relatives  at  early 
ages. 

I in  the  burying  place  may  see 
Graves  shorter  there  than  I 
From  death’s  arrest  no  Age  is  free 
Young  children,  too,  must  die. 

One  way  of  redeeming  the  day  besides  being 
saved  (and  next  to  godliness)  was  work.  “The 
Reverend  John  Cotton  of  Boston  recommend- 
ed that  children  be  permitted  to  spend  the 
first  seven  years  at  ‘lawful  recreation’  but 
thereafter  work  must  begin  in  earnest  and 
the  choice  of  a ‘calling’  ought  not  be  post- 
poned beyond  the  twelvth  year.”  (Miller,  p. 
210)  Cotton  Mather  wrote,  “I  would  put  my 
children  upon  chusing  their  several  ways  of 
usefulness,  and  enkindle  in  them  as  Far  as  I 
can,  a mighty  desire  of  being  useful  in  the 
world  ...” 

In  terms  of  the  social  contract  the  defini- 
tion of  man  prevalent  in  New  England  of  the 
early  eighteenth  century  was  one  which 
stressed  first  innate  depravity  and  the  neces- 
sity to  conform  to  religious  values,  then  later 
stressed  individualism  and  the  value  of  work 
for  the  achievemient  of  salvation. 

YANKEE  VALUES 

The  latter  half  of  the  Eighteenth  Century, 
characterized  by  increasing  commercialization 
and  a beginning  of  industrialization,  began 
also  to  reject  values  derivative  of  either  the 
colonial  experience  or  its  origins.  The  Rever- 
end Enos  Hitchcock,  writing  from  Providence 
in  1790  the  Memoirs  of  The  Bloomsgrove 
Family  Containing  Sentiments  on  a Mode  of 
Domestic  Education,'®  summed  up  some  of  the 
changes : 

“Hitherto,  education  has  been  so  conducted 
as  to  contract  the  powers  of  the  mind,  by  di- 
}’ecting  the  current  of  intelligence  in  a nar- 
row channel:  the  object  of  it  has  been  to 
teach  WHAT  TO  THINK,  rather  than  HOW 
TO  THINK.  The  end  of  education,  is,  to  un- 
fold the  latent  powers  of  the  human  mind, 
direct  them  to  suitable  objects,  and  strength- 
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en  them  by  exercise:  it  is  the  art  of  prepar- 
ing children  for  the  duties  of  life.”  (Hitch- 
cock/°  p.  15) 

The  definition  of  infant  depravity  had 
changed  to  a definition  of  childhood  inno- 
cence, but  still  required  careful  instruction 
and  direction: 

“The  first  foiTnation  of  children’s  minds 
being  impressions ; and  their  first  actions  the 
notices  of  impressions,  it  will  follow  that  chil- 
dren are  capable  of  considerable  progress  in 
falsehood,  before  they  can  learn  the  use  of 
words.  An  ignorant  or  careless  nurse,  not 
distinguishing  the  different  tones  of  pain 
and  hunger,  will  soon  teach  a child  to  deceive 
in  those  sensations.  Hence  it  is  that  parents, 
who  do  not  attend  carefully  to  their  offspring, 
are  astonished  that  the  first  use  of  speech  is 
to  deceive.  This  they  ascribe  to  an  unhappy 
perversion  in  the  nature  of  their  children ; or 
to  any  but  the  true  reason  — their  own  crim- 
inal negligence.  Under  an  apprehension  that 
their  children  were  born  with  a lie  in  their 
mouth,  or  with  lying  constitutions,  they  at- 
tempt beating  it  out  by  stripes.  The  disorder 
will  only  be  increased  by  these  means.  Proper 
management  would  have  prevented  it.  A very 
cautious  and  tender  usage  is  necessary  to 
remedy  the  evil.”  (Hitchcock,’®  p.  292) 

The  duties  of  life  included  also  genteel 
adult  manners: 

“A  child  cannot  be  said  to  be  unfaithful  in 
not  fulfilling  engagements  w'hich  he  makes, 
before  he  is  capable  of  undei-standing  the 
nature  of  such  obligations.  No  such  promises, 
therefore,  should  ever  be  extorted  from  them. 
The  obligation  does  not  exist  in  nature,  but 
in  contract  or  agreement.  If  the  nature  of  the 
obligation  is  not  so  far  understood,  as  that 
the  moral  sense  of  right  and  wrong  will  exert 
itself  in  producing  a fulfillment,  from  what 
cause  do  we  look  for  it?”  (Hitchcock,’®  p.  294) 

As  the  hold  of  Puritanism  on  the  New  Eng- 
land mind  relaxed,  the  value  on  individualism 
and  the  value  on  work  remained,  such  that 
Doctor  William  Ellery  Channing  in  the  be- 
ginning of  the  nineteenth  century  could  speak 
of  child  labor  as  a benefit,  keeping  children 
off  the  streets  and  out  of  trouble,  and  teach- 
ing them  the  value  of  labor  and  the  urge  to 
excellence. 

CONTINUITIES 

Erik  Erikson  speaks  for  the  Twentieth  Cen- 
tury in  Childhood  and  Society:® 


“Man’s  childhood  learning,  which  develops 
his  highly  specialized  brain-eye-hand  coordi- 
nation and  all  the  intrinsic  mechanisms  of  re- 
flection and  planning,  is  characterized  by  pro- 
longed dependence.  Only  thus  does  man  de- 
velop conscience,  that  dependence  on  himself 
which  will  make  him,  in  turn,  dependable; 
and  only  when  thoroughly  dependable  in  a 
number  of  fundamental  values  (truth,  justice, 
etc.)  can  he  become  independent  and  teach 
and  develop  tradition.”  (p.  361) 

The  definitions  of  man  most  cogently  ex- 
pressed  in  the  twentieth  century  have  been 
those  originating  from  the  Freudian  hypoth- 
eses — derived  from  and  defining  relation- 
ships in  the  nuclear  family.  They  offer  a bal- 
ance of  the  innate  and  the  acquirable,  stres- 
sing the  importance  of  accumulated  early  ex- 
perience to  ultimate  personality,  postulating 
a developmental  procedure  common  to  all. 
We  set  great  store  by  the  develop- 
ment of  attachment,  and  the  parents  in  the 
pervasive  nuclear  family  are  charged  with 
and  accept  responsibility  for  the  inevitable 
dissonances  and  discontinuities  of  early  life. 

A most  dramatic  change  in  the  objective 
circumstances  of  children  has  occurred  in  the 
last  two  hundred  years.  That  is  the  invention 
of  the  developmental  stage  of  extended  child- 
hood — adolescence,  the  simultaneous  devel- 
opment of  what  James  Coleman'  calls  the  era 
of  “infoiTnation  rich,  action  poor”  youth  (p. 
75).  Although  Cotton  Mather  was  declaring 
that  by  twelve  a child  should  have  chosen  his 
calling  and  be  actively  involved  in  the  world, 
the  twentieth  century  twelve-year-old,  sur- 
feited with  information  about  a complex 
world,  is  considered  a child  until  at  least 
eighteen,  perhaps  twenty  or  more  as  he  lives 
the  anomalous  role  of  “student”  or  adolescent. 

Another  major  difference,  then,  is  the  post- 
ponement of  direct  experience  and  an  explo- 
sion of  vicarious  or  semidirect  experience 
through  television  competing  with  the  influ- 
ence of  educational  institutions  or  families, 
leaving  persons  in  this  life  stage  overstimu- 
lated and  underchallenged. 

A definition  of  man  emerging  for  the  Twen- 
tieth Century  stresses  dependence  on  others 
— family,  educational  institutions,  mass 
media  — although  the  literature  and  value 
of  individuality  and  the  work  ethic  still  pre- 
vail. 

(Continued  on  page  241) 
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MARK  CHALEM,  University  of  Wisconsin, 
University  Hospital,  Medicine. 


CAROL  ST.  PIERRE,  University  of  Hawaii, 
Queens  Hospital,  Flexible. 
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LOUISE  KIESSLING,  Brown  University, 
Rhode  Island  Hospital,  Pediatrics. 


KEITH  BAKKE,  University  of  Minnesota, 
University  Hospital,  Medicine. 
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WILLIAIVI  KAYE,  Brown  University,  Roger 
Williams  General  Hospital,  Medicine. 


JOSEPH  KAGAN,  University  of  Colorado, 
University  Hospital,  Medicine. 


JANICE  ALLEN,  University  of  Pennsylvania, 
Pennsylvania  Hospital,  Medicine. 


SANDRA  DAVIS,  University  of  Connecticut, 
University  Hospital,  Obstetrics. 
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JOHN  McCUE,  Universitj^  of  Connecticut, 
New  Britian  Hospital,  Medicine. 


CHRISTOPHER  BADGER,  Brown  University, 
The  Miriam  Hospital,  Medicine. 


SUELLEN  BALESTRA,  Brown  University, 
The  Miriam  Hospital,  Medicine. 


ALAN  COLE,  Case  Western  University,  Mt. 
Sinai  Hospital,  Medicine. 
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Medical  Education  Abroad 


By  Judi  Ehrenfeld,  B.A.,  M.A. 

Of  the  thousands  of  students  not  accepted 
by  American  medical  schools,  many  chose  as  I 
did  to  go  overseas  to  pursue  their  goal  of 
becoming  a doctor.  I hope  a partial  account  of 
my  experiences  after  one  year  at  the  Faculte 
de  Medecine,  Universite  de  Montpellier  will 
prove  interesting. 

The  course  of  study  in  the  French  medical 
school  takes  seven  years,  during  which  time 
the  student  studies  the  premedical  sciences  as 
well  as  the  basic  sciences.  Clinical  training  is 
restricted  to  a few  hours  a day,  three  days  a 
week  in  the  last  two  years.  It  is  not  unusual 
for  the  course  to  take  eight  to  ten  years,  de- 
pending on  whether  or  not  the  student  passes 
the  exams  the  first  time.  Each  student  can 
opt  to  repeat  any  and  all  years. 

The  curriculum  at  Montpellier,  which  is  the 
same  throughout  the  French  system  of  medi- 
cal education,  is  quite  different  from  that  in 
the  United  States.  Chemistry,  physics,  phy- 
siology, history,  cellular  biology,  genetics,  an- 
atomy, and  embryology  are  all  given  in  the 
first  year.  No  laboratory  courses  are  given, 
and  these  courses  extend  into  the  second  and 
third  years.  Pediatrics,  obstetrics  and  gyne- 
cology, surgery,  cardiology,  and  pathology  be- 
gin in  the  fourth  year  and  continue  into  the 
fifth.  Pharmacology  is  given  in  the  fifth  year 
as  well.  Sixth-year  students  have  neurology, 
deiTnatology,  psychiatry,  and  anethesiology. 

Reprinted  from  The  Student’s  Corner,  The  Mount 
Sinai  Journal  of  Medicine,  Vol.  42,  No.  6,  November, 
December,  1975,  with  the  permission  of  the  author 
and  publisher. 


The  seventh  year  is  devoted  to  thesis  re- 
search, radiology,  orthopedics,  and  medicine. 

Classes  are  approximately  four  hours  daily, 
there  is  a two-hour  lunch  break,  and  few  stu- 
dents attend  the  optional  discussion  groups. 
The  medical  libraiy  facilities  at  Montpellier 
are  extremely  small,  limited  to  French  publi- 
cations, open  only  for  very  limited  hours  and 
only  certain  days,  and  students  are  not  per- 
mitted to  check  out  materials. 

For  the  first  year  of  anatomy,  only  one 
session  of  laboratory  was  offered  for  one  and 
a half  hours.  Dissection  is  reserved  for  the 
second-year  students  at  which  time  twenty 
students  are  assigned  to  a single  cadaver  and 
then  are  split  into  five  teams  of  four  each. 
Each  team  is  allowed  to  work  on  its  cadaver 
once  a week  only,  from  2:00  to  6:00  P.M. 
Therefore,  one  team  can  dissect  only  20  per 
cent  of  the  cadaver,  80  per  cent  being  done  by 
the  other  teams. 

The  composite  grades  on  the  two  examina- 
tions yearly  determine  whether  a student  is 
promoted  into  the  next  year.  If  the  student  is 
not  promoted  and  has  done  that  year  for  the 
first  time,  that  student  can  repeat  the  year 
once  in  order  to  advance.  Testing  of  students 
is  written  for  the  first  two  years,  written  and 
oral  afterwards  only  if  the  committee  has 
some  doubt  as  to  whether  a student  should  be 
promoted  based  upon  the  written  exam,  and 
in  the  sixth  and  seventh  years,  the  exams  are 
exclusively  oral.  In  addition,  the  student  is  re- 
( Continued  on  page  242) 
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INDEPENDENCE,  PROFESSIONAL  UNITY,  AND 
GOVERNMENTAL  BUREAUCRACY 


by  Stephen  J.  Hoye,  M.D. 


I believe  that  it  is  particularly  fitting  on 
this  day  after  the  first  celebration  of  Rhode 
Island  Independence  Day,  when  the  colonial 
assembly  renounced  their  allegiance  to  the 
king,  that  we  should  discuss  a few  of  the 
problems  that  face  Rhode  Island  medicine, 
and  the  chief  one  is  the  intrusion  of  the  gov- 
ernmental bureaucracy  upon  our  everyday 
practice  of  medicine. 

As  I look  back  on  this  long  year  — and  it 
has  been  a long  year,  not  just  because  it 
seemed  that  way  to  me,  but  because  the  ac- 
tual scheduling  of  the  annual  meetings  gave 
me  a term  of  nearly  13  months  — I’ve  been 
proud  to  do  my  best  to  represent  the  Rhode 
Island  Medical  Society,  not  only  locally  but 
regionally  and  nationally,  and  I thank  you 
for  this  broadening  experience.  The  one  mes- 
sage that  has  consistently  come  across  loud 
and  clear  in  my  discussions  with  other  medi- 
cal society  presidents  is  that  bureaucratic 
regulation  of  medicine  is  on  the  increase  and 
that  we  must  unite  and  be  heard  both  in  the 
state  and  nationally  — in  the  words  of  Ben 
Franklin  “If  we  don’t  hang  together,  we’ll 
hang  separately.’’ 

Just  observe  the  Federal  Trade  Commis- 
sion and  its  suits  against  the  AMA  with  re- 


*Delivered at  the  165th  Annual  Scientific  Assembly 
of  the  E.  I.  Medical  Society,  at  the  Marriott  Inn, 
Providence,  RI,  May  5,  1976. 


gard  to  “advertising”  and  “restraint  of  medi- 
cal manpower,”  and  the  Federal  Drug  Admin- 
istration and  its  stranglehold  on  drugs.  No- 
where is  this  monstrous  regulatory  compul- 
sion of  the  Government  in  the  name  of  “bet- 
ter health  care  for  all  Americans”  better  il- 
lustrated than  in  the  Department  of  HEW 
where  the  Secretary  is  in  the  process  of  im- 
plementing Federal  Law  93-641,  which  sets 
up  a nationwide  policing  of  the  costs  of  health 
care  in  this  country.  In  the  fiscal  year  1976 
HEW  will  spend  over  $118  billion  dollars  — 
more  than  all  spending  for  military  defense, 
more  than  all  the  profits  after  taxes  of  all  the 
corporations  in  America,  more  than  all  the 
savings  of  all  the  people  in  the  United  States. 
And  just  200  years  ago  yesterday,  Rhode  Is- 
land attained  the  greatest  degree  of  self-gov- 
ernment of  any  colony  of  the  British  Empire ! 
Ironic,  isn’t  it? 

But  how  can  we  as  a profession  shape  the 
future  of  the  health  care  delivery  system  in 
this  country  and  in  this  state?  There  is  only 
one  way  — by  uniting  and  getting  involved. 
We  must  not  sit  back  and  let  “George  do 
it”!  If  we  can’t  actually  speak  out  ourselves, 
we  must  support  our  elected  leaders  and  give 
them  the  necessary  financial  support  to  en- 
able them  to  do  the  job  for  us.  The  AMA  has 
influenced  national  legislation  in  several  ways 
in  the  past  year,  the  notable  one  in  filing 
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a court  suit  and  winning  thus  preventing 
HEW  from  imposing  unacceptable  utiliza- 
tion review  policies  upon  the  medical  profes- 
sion, which  would  have  affected  every  one  of 
our  hospitalized  patients  here  in  Rhode  Is- 
land. This  cost  exceeded  $100,000.  But  what 
has  been  our  thanks  and  support  as  a state? 
— a falling  off  of  our  state  membership  in 
the  American  Medical  Association.  By  the  first 
of  May,  479  MDs  had  paid  their  AMA  dues  as 
compared  to  575  a year  ago!  What  a sad 
commentary  on  involvement ! 

We  have  to  be  involved  in  the  political  proc- 
ess by  which  our  laws  are  made,  or  our  ex- 
pertise is  wasted.  We’re  the  ones  who  are 
trained  to  take  care  of  people,  but  we  can’t 
influence  the  legislative  process  from  the  iso- 
lation of  our  offices.  I received  a letter  yester- 
day from  a member  of  this  society,  which  in- 
dicated that  he  was  paying  his  dues  to  both 
the  Rhode  Island  Medical  Society  and  the 
American  Medical  Association  reluctantly.  I’m 
pleased,  however,  that  he  paid.  One  of  his  ob- 
jections to  the  way  the  society  is  being  run 
was  expressed  in  this  way:  “I  feel  that 
the  major  issues  that  come  up  for  considera- 
tion by  the  Medical  Society  that  pertain  to 
the  members  should  be  put  to  a vote  by  the 
full  membership,  rather  than  have  any  deci- 
sions decided  only  on  the  basis  of  the  dele- 
gates.” I will  point  out  to  this  doctor  that  all 
ihe  issues  are  major  in  this  day  and  age, 
that  we  had  a special  meeting  of  the  en- 
tire membership  called  less  than  two  weeks 
ago  on  the  hottest  subject  that  has  faced  this 
Society  in  the  17  years  I’ve  been  a member  — 
m.alpractice  legislative  reform — and  that  less 
than  200  members  showed  up!  If  we  tried  to 
run  this  Society  by  mail  ballots,  we’d  spend 
all  our  time  voting  and  making  the  Postal 


Service  rich,  while  the  national  and  state 
regulatory  agencies  would  be  busily  doing, 
acting  and  legislating. 

In  closing,  my  final  thought  is  that  we 
must  unite  and  pull  together  for  the  common 
good  of  our  patients  and  the  people  of  Rhode 
Island.  We  can’t  afford  the  luxury  of  being 
divided.  In  the  next  few  days  every  one  of 
us  can  do  something  positive  toward  this  goal 
by  calling  his  state  representative  or  senator 
and  urging  passage  of  the  Malpractice  Legis- 
lative Reform  Bill  H 7796,  which  is  now  be- 
fore the  General  Assembly.  To  be  truly  effec- 
tive in  shaping  decisions  that  affect  medicine 
Rhode  Island  physicians  must  continue  to  or- 
ganize, to  work,  and  to  contribute.  We  must 
build  a new  sense  of  mutual  cooperation  as 
well,  a cooperation  that  will  ensure  a rational 
medical  system  in  this  state  and  this  nation. 

I should  like  to  thank  the  Executive  Office 
and  the  staff  of  this  Society  for  their  hard 
work  during  this  past  year.  In  Tim  Norbeck 
and  Jim  Clarkin  I think  we  are  particularly 
rich  in  executive  talent,  and  nobody  appreci- 
ated it  during  the  past  year  more  than  I.  As 
I turn  over  the  reigns  to  Doctor  Herbert  F. 
Hager  with  mixed  emotions,  I thank  you  for 
the  privilege  of  leading  you.  I’ve  done  my 
best,  and  no  man  can  ask  or  give  more  . 

I think  this  year  is  epitomized  by  the  First 
Aphorism  of  Hippocrates  as  I used  to  read  it 
carved  in  marble  in  the  quadrangle  of  Har- 
vard Medical  School: 

Life  is  Short 
The  Art  is  Long 
The  Occassion  Fleeting 
Experience  Fallacious 
Judgment  Difficult. 

Thank  you  and  God  Bless! 


t 
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Remarks  Upon  Assuming  The  Presidency  Of  The 
Rhode  Island  Medical  Society* 


by  Herbert  F.  Hager,  M.D. 

Thank  you  for  the  expression  of  confidence 
in  me  that  you  have  shown  by  electing  me 
President  of  the  Rhode  Island  Medical  Soci- 
ety. Through  the  years,  the  needs  of  the 
physicians  of  R.  I.  have  changed,  and  conse- 
quently this  Society  has  also  changed.  We  are 
an  entirely  different  type  of  organization  now 
than  we  were  when  most  of  us  joined.  With 
the  changing  environment  in  which  we  prac- 
tice a new  type  of  leadership  is  expected  by 
the  members.  I hope  that  I can  fulfill  the  ex- 
pectations of  at  least  a majority  of  the  so- 
ciety’s membership. 

When  you  elect  one  of  your  members  to 
this  office,  you  place  him  in  service  for  a full 
seven  years;  as  President-Elect,  President, 
Immediate  Past  President,  and  then  for  four 
more  years  of  service  on  the  Council.  During 
that  time  he  must  often  speak  for  the  ma- 
jority, and  for  the  policies  as  voted  by  the 
House  of  Delegates  and  the  Council,  even 
though  those  policies  and  positions  may  differ 
from  his  own  beliefs  and  inclinations.  I ask 
you  to  remember  this  and  not  vent  your  dis- 
pleasure on  any  of  your  past  or  future  elected 
officers.  Do  not  revert  to  the  old  uncivilized 
practice  of  destroying  the  bearer  of  bad  news 
simply  because  it  was  his  duty  to  deliver  it. 

I am  sure  that  each  Past  President  has  felt 
on  assuming  this  office  that  he  was  unfortu- 
nate in  being  selected  at  a particularly  diffi- 
cult time,  a time  when  more  controversial  is- 
sues were  pressing  for  solution  than  ever  be- 
fore. This  certainly  seems  to  be  true  to  me 
today.  However,  if  the  challenges  to  us  are 
greater  today,  then  so  also  are  the  opportun- 
ities. We  are  at  war  with  bureaucracy.  We  can 
win  our  battles  in  that  war  if  we  are  united 
in  our  common  objectives.  Our  goals  are  the 
same  ones  as  were  envisioned  when  this  Soci- 
ety was  incorporated  in  February  1812.  They 
were  and  are  to  promote  the  science  and  art 
of  medicine,  the  bettei-ment  of  the  public 
health,  to  promote  friendly  intercourse  among 
physicians,  and  to  enlighten  and  direct  public 
opinion  in  regard  to  the  problems  of  medicine. 

♦Delivered  at  the  165th  Annual  Scientific  Assembly 

of  the  R.I.  Medical  Society,  May  5,  1976. 


In  our  “Ocean  State’’  we  have  a strong 
seafaring  heritage,  but  I do  not  visualize  us 
as  going  to  war  in  a great  Polynesian  war 
canoe  of  a Roman  galley  with  all  members 
stroking  in  unison  on  command.  I would  ra- 
ther consider  the  analogy  of  a giant  fiotilla 
of  various  types  and  sizes  of  vessels,  each 
with  its  own  command  and  crew.  Those  in 
sailboats  could  certainly  proceed  toward  the 
common  goal  on  different  tacks,  while  the 
power  boats  could  steer  a more  direct  course. 
All  vessels  would  proceed  at  their  own  speed, 
including  those  who  chose  to  paddle  their  own 
canoes. 

The  Society  would  have  to  assume  the 
many  roles  necessary  to  guard  the  armada 
from  destruction  or  defeat.  The  general  di- 
rection must  be  chosen  based  on  reconnais- 
sance, on  reports  of  enemy  activity,  on  weath- 
er forecasts,  and  on  knowledge  learned  by 
those  who  have  studied  the  problems  ahead. 
There  would  be  need  for  instruction  in  the 
aids  to  navigation,  and  help  for  those  lost  in 
the  fog,  caught  in  the  whirlpools,  and  aground 
on  the  rocks  and  shoals. 

The  armada  would  have  to  rendezvous  from 
time  to  time  to  exchange  experiences  and 
views  and  to  chart  a new  course  based  on 
common  consent.  In  the  storms  ahead,  and 
through  certainly  troubled  and  uncharted 
waters,  this  is  no  time  for  any  of  us  to  aban- 
don ship,  leave  the  fleet,  or  to  try  to  go  off 
swimming  alone. 

If  there  was  ever  a time  for  a strong  medi- 
cal society  it  is  now,  with  every  physician 
and  every  student-physician  in  R.  I.  a mem- 
ber. 

The  Society  is  not  the  officers,  nor  is  it  at 
the  Medical  Library  on  Francis  Street  in 
Providence.  The  Society  is  its  indivdual  mem- 
bers, and  its  location  is  in  each  and  eveiy 
office  of  those  members.  I am  proud  of  the 
physicians  of  R.  I.  and  of  this  Society.  We  all 
have  an  enviable  heritage  to  live  up  to,  and 
future  generations  will  find  that  the  present 
membershap  has  fulfilled  its  trust  through 
service  to  the  people  of  Rhode  Island. 


MANUEL  S.  FARBER,  University  of  Pitts- 
burgh, Montefiore  Hospital,  Medicine. 


DEBORAH  ALBERT,  University  of  Califor- 
nia, Los  Angeles,  University  Hospital,  Sur- 
gery. 
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DELPHINE  HO,  University  of  California,  San 
Francisco,  San  Francisco  General  Hospital, 
Flexible. 


WILLIAM  STONE,  Brown  University,  The 
Miriam  Hospital,  Medicine. 


JOHN  D.  ABRAMSON,  University  of  North 
Carolina,  North  Carolina  Memorial  Hospi- 
tal, Family  Practice. 


VIRGINIA  PARKER,  Brown  University, 
Rhode  Island  Hospital,  Medicine. 
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MICHAEL  NICHOLS,  Washington  Univer- 
sity, St.  Louis  Childrens  Hospital,  Pedi- 
atrics. 


PHOTOS  NOT  AVAILABLE : 

THEODORE  BASS,  Mayo  Graduate  School, 
Mayo  Clinic,  Medicine. 


FRANCIS  DOMURAT,  State  University  of 
New  York,  Edward  J.  Meyer  Hospital,  Med- 
icine. 


JOHN  FERR,  Columbia  University,  Presby- 
terian Hospital,  Pediatrics. 


H.  STEVEN  NELSON,  Loma  Linda  Univer- 
sity, San  Bernardino  Medical  Center,  Flex- 
ible. 


Brown  University  Class  of  1976— Postgraduate  Training  Plans 
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CLASS  OF  1976 


For  the  second  year  in  succession  we  are 
devoting  the  entire  issue  of  the  Journal 
to  the  graduating  class  of  the  Medical  Pro- 
gram in  Brown  University.  A year  ago  we 
honored  the  first  class  in  almost  150  years  to 
be  awarded  the  ]\1.D.  Degree  by  Brown.  This 
year  we  salute  the  first  class  to  have  entered 
the  Program  with  the  assurance  that  its 
members  could  obtain  their  degrees  at  the 
University. 

The  Medical  School,  an  excellent  institution, 
is  now  firmly  established  in  our  midst.  Sev- 
eral hospitals  in  the  metropolitan  area  have 
l^ecome  first-rate  teaching  centers  through 
their  affiliation  with  the  University.  The  full 


gamut  of  medical  care,  almost  without  ex- 
ception, is  now  available  within  the  confines 
of  our  small  state.  Resident  training  programs 
in  all  specialties  equal  to  the  best  are  offered. 
The  graduates,  many  of  whom  plan  to  stay 
in  Rhode  Island  for  their  postgraduate  train- 
ing and  many  to  practice  here  as  well,  have 
generally  been  admitted  to  top  quality  train- 
ing programs. 

In  this  Bicentennial  Year  it  is  flitting  that 
our  Medical  School  has  come  of  age.  We  are 
proud  to  welcome  the  class  members  to  our 
pages  and  congratulate  them  upon  entering 
the  ranks  of  our  beloved  profession.  We  wish 
them  every  success. 


t 


UNNECESSARY  SURGERY 


In  January  of  this  year  The  New  York 
Times  ran  a widely  quoted  series  of  articles 
“exploring  the  problem  of  incompetent  doc- 
tors” and  challenging  the  medical  profession 
to  prove  its  overall  competence.  Based  on  a 
single  study  by  a Cornell  University  group 
published  in  1974,^  the  Times  concluded  that 
nearly  2.4  million  unnecessary  operations  are 
performed  each  year.  This  includes  260,000 
hysterectomies  and  500,000  tonsillectomies, 
resulting  in  11,900  deaths  yearly.  The  study 
on  which  these  projections  are  based  was  car- 
ried out  by  McCarthy  and  Widmer^  and  pub- 
lished in  the  New  England  Journal  of  Medi- 
cine. If  true,  of  course,  these  statistics  would 
represent  a scandal  of  major  proportions.  Mc- 
Carthy, in  testimony  before  the  House  Com- 
mittee on  Oversight  and  Investigations,  al- 
leged that,  based  on  their  study,  there  was  an 
incidence  of  24  per  cent  of  unnecessary  surg- 


ery in  the  United  States.  It  was  by  extrapola- 
tion from  this  percentage  that  the  Times  rea- 
ched the  figure  of  2.4  million. 

Ralph  Emerson,  President  of  the  Medical 
Society  of  the  State  of  New  York,  states  cat- 
egorically that  the  figure  of  24  per  cent  is  a 
myth.  McCarthy’s  study  was  based  on  a re- 
port for  the  Storeworkers’  Health  and  Wel- 
fare Fund  Locals  2,  3,  and  5,  and  District 
Council  37  of  New  York  prepared  in  1972.  In 
this  study  consultations  were  required  on 
elective  surgical  procedures  within  two  weeks 
prior  to  scheduled  hospitalization.  If  the 
Storeworkers’  Union  member  did  not  comply 
by  sending  in  a pre-surgical  form  to  the  Union 
office  followed  by  a surgical  consultation, 
their  plan  would  not  pay  the  surgical  or  hos- 
pital bill.  The  District  Council  37  plan  was 
voluntary.  The  consultant  disagreed  with  the 
original  physician  in  24  per  cent  of  cases  and 
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an  additional  2.1  per  cent  allegedly  did  not 
require  hospitalization.  The  conclusion  that  24 
per  cent  of  surgery  is  unnecessary  because  of 
a differing  opinion  in  that  percentage  of  cases 
is  based  on  a false  premise  and  is  therefore  il- 
logical and  unscientific.  As  pointed  out  by 
Emerson,  the  peer  consultation  concept  has 
been  discredited  as  a method  of  quality  evalu- 
ation of  medical  and  surgical  care.  A study 
by  Richardson‘S  of  Rochester,  New  York  re- 
vealed a 33  per  cent  difference  of  opinion 
when  done  on  a single  consultation  basis,  a 
disagreement  of  such  magnitude  as  to  pro- 
vide “a  poor  base  on  which  to  build  any  final 
correct  judgment  system.” 

The  Commissioner  of  Health  of  New  York 
State  requested  assistance  from  the  Medical 
Society  of  the  State  of  New  York.  In  response 
to  this  request  a study  under  the  chaiiTnan- 
ship  of  Emerson  was  carried  out.  Participat- 
ing in  the  study  were  the  State  Society,  the 
Brooklyn-Long  Island  Chapter  of  the  Ameri- 
can College  of  Surgeons,  and  several  state 
specialty  societies,  with  assistance  from  the 
area  medical  schools.  The  project,  completed 
in  1974,  embraced  1,900  diagnoses  and  3,800 
procedures.  Officials  of  the  U.  S.  Department 
of  HEW  characterized  the  study  as  the  most 
comprehensive  thus  far  carried  out. 

The  preliminary  phase,  based  on  carefully 
planned,  statistically  sound,  and  sophisticated 
methods,  was  conducted  in  12  hospitals  and 
involved  the  retrospective  review  of  833  oper- 
ations in  13  categories,  but  excluding  at  this 


time  tonsillectomies  and  hysterectomies.  The 
incidence  of  unjustified  surgery  in  these  833 
consecutive  cases  was  less  than  one  per  cent. 

When  the  review  of  hysterectomy,  tonsillec- 
tomy, and  other  common  operative  procedures 
is  added,  according  to  Emerson,  the  incidence 
of  unjustified  surgery  will  probably  increase 
a few  percentage  points.  Emerson  cautions 
that  this  study  should  not  be  used  as  a na- 
tional average,  anymore  than  should  the  study 
of  McCarthy  and  Widmer. 

Emerson  states:  “We  will  not  know  the 
true  incidence  of  unjustified  surgery  if  we 
depend  on  the  unscientific  difference  of  opin- 
ion concept  as  the  criterion  for  unjustified 
surgery,”  as  quoted  so  extensively  in  the  news 
media. 

What  is  needed  are  more  carefully  con- 
ceived studies,  such  as  that  of  Emerson.  While 
his  results  have  not  had  the  mass  news  im- 
pact of  others  producing  horror  stories,  how- 
ever unfounded,  it  is  only  through  the  care- 
ful accumulation  and  sound  analysis  of  data 
that  the  truth  will  emerge.  We  can  be  thank- 
ful for  this  study  and  hope  that  it  will  con- 
tinue and  that  others  will  follow. 

REFERENCES 

I'rhe  New  York  Times,  26  Jan  76 
^McCarthy  EG,  Widmer  GW : Effects  of  screening  by 
cossultants  on  recommended  elective  surgical  pro- 
cedures. N Engl  J Med  291:1331-5,  19  Dec  74 
•■’Emerson  R:  Unjustified  surgeiy,  fact  or  myth?  NY 
State  J Med  76:454-60,  Mar  76 
^Richardson  F MacD:  Peer  review  of  medical  care. 
.Aled  Care  10:29-39,  Jan-Feb  72 


CANCER  AND  CAUTION 


It  has  become  a custom  of  the  American 
Cancer  Society  to  report  to  the  press  the 
fruits  of  its  research  support  each  Spring. 
This  year  there  are  optimistic  announcements 
of  combined  therapeutH  resimens  which  at 
least  preliminarily  offer  hope  for  the  cure  of 
early  breast  cancer  by  lumpectomy,  grouped 
chemotherapeutic  agents,  and  intensive  radio- 
therapy. Also  there  is  exciting  news  of  sig- 
nificant improvement  in  the  treatment  of  the 
undifferentiated  oat  cell  carcinoma  of  the 
lung,  using  a similar  approach. 

Yet,  one  must  express  concern  that  the 
reading  public  become  prematurely  overly  op- 
timistic and  choose  minimal  surgery,  thus 


avoiding  stress  and  disfigurement,  and  resist 
the  recommendations  of  their  doctors.  Pref- 
erably, decisions  for  treatment  should  be 
made  by  well-trained  and  experienced  physi- 
cians, and  it  would  seem  sensible  to  continue 
with  established  procedures  until  there  is  sta- 
tistically convincing  proof  of  improved  results 
by  combined  therapy. 

Indeed,  should  the  initial  obseiwations  sub- 
sequently prove  misleading  and  disappointing, 
the  deleterious  effects  on  the  health  of  our 
people  and  to  the  reputation  of  our  scientists 
would  be  ruinous.  Caution  appears  to  be  the 
better  part  of  wisdom. 

Herbert  Fanger,  M.D. 
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Editor’s  Mailbox 


To  the  Editor: 

I felt  I should  share  this  with  our  readers : 
Dear  Helen: 

I want  to  congratulate  you  on  the 
well-deserved  tribute  in  this  month’s 
Journal  (March  1976).  I,  of  course, 
read  my  little  sketch.  I am  not  proud 
of  it  and  think  it  didn’t  deserve 
printing. 

I have  lived  nearly  5 years  more. 

If  I reach  100,  I will  send  you  an 
experiment  report.  For  over  10 
years  I have  taken  a little  B12  every 
day  as  it  has  a little  growth  pro- 
moting power  and  because  the  disso- 
lution of  old  age  is  due  to  failure  of 
cells  to  grow  to  replace  the  old  ones 
that  die.  With  best  wishes, 

Harold  G.  Calder  (M.D.) 

Helen  E.  DeJong 


BROWN  MEDICAL  SCHOOL  AND 
THE  RHODE  ISLAND  COMMUNITY 

(Continued  from  page  202) 

of  Obstetrical  Services,  2.  Alcoholism  in  the 
Hospital,  3.  Alcoholism  in  the  Young,  4.  Cur- 
riculum Design  of  a Medical  Student  Course 
on  Alcoholism,  5.  Death  and  Dying  in  the 
Rhode  Island  Community,  6.  Care  of  Stroke 
Victims  in  Rhode  Island,  7.  Mental  Health 
Services  for  Children  in  the  State,  8.  Medical 
Malpractice,  9.  Hypertension,  10.  Long-term 
Care  of  Adults  and  Children,  and  11.  Drug 
Addiction  in  Rhode  Island. 

Each  of  these  group  projects,  most  reports 
of  which  are  available  through  the  Section  of 
Community  Health,  was  designed  to  motivate 
the  student  toward  involvement  with  agencies 
and  individuals  in  the  community.  Oftentimes, 
this  might  be  an  agency’s  first  contact  with 
the  Brown  Medical  Program,  and  in  many  in- 
stances, the  student  (s)  would  serve  a cata- 
lytic role  in  provoking  new  thinking  or  merely 
in  showing  outside  interest  in  the  agency’s 
function.  According  to  Doctor  Albert  F.  Wes- 
sen.  Chairman  of  the  Section  of  Community 
Health,  the  impact  of  these  projects  on  the 
Rhode  Island  community  is  difficult  to  evalu- 


ate. Attempts  have  been  made  consistently  to 
send  project  reports  to  potentially  interested 
individuals,  but,  according  to  Doctor  Wessen, 
it  has  not  yet  become  possible  to  obtain  for- 
mal follow-up  on  the  utilization  of  these  re- 
ports. It  may,  however,  become  feasible  to 
attempt  such  follow-up  in  the  not-too-distant 
future.  In  any  event,  these  projects  have  cer- 
tainly served  the  function  of  making  large 
numbers  of  people  aware  of  the  medical 
school’s  interest  in  the  community  with  the 
students  acting  as  representatives  of  the 
school. 

A final  potential  role  of  medical  students 
still  in  its  early  development  stages,  is  that  of 
direct  public  service  outside  of  patient  care 
and  includes  education  of  the  lay  public  in 
health-related  matters.  Several  examples  of 
this  may  be  cited,  including  various  student- 
coordinated  blood  drives,  a hypertension 
screening  effort  held  at  the  Opportunities  In- 
dustrial Center  (OIC),®  and  the  large  turn-out 
of  student  volunteers  during  the  strike  at  the 
Rhode  Island  Medical  Center.  Illustrative  of  a 
purely  educational  function  was  a seminar  on 
venereal  disease  given  by  a group  of  medical 
students  to  the  junior  class  at  LaSalle  Acad- 
emy. This  was  a day-long  project,  which  util- 
ized films  from  the  State  Health  Department. 
The  Academy  expressed  interest  in  calling  on 
the  medical  school  again  for  such  a function. 
Another  pair  of  students  spoke  to  a group  of 
Explorer  Scouts  who  had  expressed  interest 
in  pursuing  health-related  careers.  One  stu- 
dent spoke  to  a senior  English  class  at  Cran- 
ston West  High  School  as  part  of  a class  proj- 
ect on  aspects  of  death  and  dying.  These  ex- 
periences appear  to  be  not  only  valuable  to 
the  community,  but  also  extremely  worthwhile 
for  the  medical  school  and  the  individual  stu- 
dents in  that  they  have  an  opportunity  to 
teach. 

In  light  of  this,  it  may  be  of  value  to  con- 
sider setting  up  a speakers’  bureau  of  medi- 
cal students  who  are  interested  in  speaking 
on  health  concerns  to  various  groups  in  the 
community.  Is  seems  that  any  encouragement 
of  student  involvement  in  community  proj- 
ects of  this  nature  can  only  serve  to  breed 
physicians  with  sensitivity  to  community  con- 
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cerns.  This  sort  of  personal  contact  will  re- 
flect the  medical  school’s  interest  in  the  Rhode 
Island  community  in  health  as  well  as  illness. 
Thus,  in  sum,  while  the  value  of  medical  stu- 
dents is  not  readilj^  visible  to  the  state  at 
large,  their  individual  worth  in  interpersonal 
interactions  with  members  of  the  community 
has  seemingly  limitless  potential  both  educa- 
tionally and  in  the  sense  of  community  serv- 
ice. 

SUMMARY 

It  is  difficult  to  summarize  an  article  which 
is,  in  most  ways,  a set  of  summaries  of  very 
complex  matters. 

While  it  is  true  that  students  usually  come 
to  mind  when  one  thinks  of  a medical  school 
and  they  are  indeed  basic  to  it,  most  of  the 
activities  of  such  an  institution  do  not  re- 
volve around  the  students.  However,  it  is  the 
total  production  of  the  “learning  experience’’ 
which  has  impact  in  stimulating  organization 
of  care  which  yields  greater  ability  to  provide 
high  quality  service.  Acknowledging,  as  did 
William  Carlos  Williams,  that  we  could  not 
live  without  medicine,  this  paper  is  an  at- 
tempt to  study  the  potent  interdependence 
which  has  developed  between  the  Rhode  Island 
community  and  the  Brov/n  Medical  Program, 
to  tiy  to  analyze  the  direction  in  which  this 
is  going,  and  their  relative  merits.  There  is 
no  pretense  of  completeness,  since  many  sub- 
tleties have  been  touched  only  lightly  and 
many  factual  details  have  not  been  included 
for  the  sake  of  space.  Rather  the  intent  is  to 
offer  an  overview  of  and  feeling  for  the  many 
interfaces  between  the  medical  school  and  the 
community,  and  this  has  hopefully  been,  in 
part,  accomplished. 

Sincere  thanks  for  their  time  and  thoughts 
are  extended  to  Mr.  Levi  C.  Adams,  Mayor 
Vincent  A.  Cianci,  Jr.,  Doctor  Herbert  P.  Con- 
stantine, Doctor  Pierre  M.  Galletti,  Doctor 
John  S.  O’Shea,  Mr.  John  T.  Tierney,  and  Doc- 
tor Albert  F.  Wessen. 
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BROWN  UNIVERSITY  PROGRAM  IN 
MEDICINE,  CLASS  OF  1976 

(Continued  from  page  208) 

goals  when  they  were  younger  than  ten  years 
of  age.  An  additional  31  students  reached  this 
decision  prior  to  entrance  to  college.  The  re- 
maining 21  students  remained  apparently  un- 
decided until  their  early  years  of  undergradu- 
ate college. 

They  were  also  asked  whether  they  had 
ever  seriously  considered  alternative  careers. 
Twenty-two  members  of  the  class  said  that 
medicine  was  the  only  career  which  they  had 
seriously  considered,  while  38  students  ac- 
knowledged that  they  had  indeed  considered 
(or  had  actually  entered)  other  professions. 
The  latter  students  listed  such  varied  fields 
as  psychology,  teaching,  ballet,  forestry,  cre- 
ative writing,  music,  cabinet-making,  law, 
biological  research,  journalism,  and  social 
work.  Members  of  the  class  had  been  gain- 
fully employed  in  teaching,  biomedical  engi- 
neering, sociology,  psychology,  and  printing 
prior  to  their  matriculation  in  the  Brown 
University  Program  in  Medicine. 

The  class  of  60  men  and  women  represents 
the  convergence  of  many  groups.  Some  came 
to  Brown  seven  years  ago  to  enter  the  Master 
of  Medical  Science  program ; this  brave  cadre 
had  no  assurance  in  1969  that  an  MD  program 
would  ever  be  instituted  at  Brown.  Another 
contingent  entered  in  1972  following  conven- 
tional baccalaureate  education  completed  at 
a variety  of  campuses.  One  student  joined  the 
class  in  1973,  transferring  from  another  med- 
ical school  in  New  England;  eleven  were  ac- 
cepted in  1974  as  advanced  standing  transfers 
to  complete  the  class  as  finally  constituted. 

(Continued  on  next  page) 
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The  class  of  1976  has  contributed  substan- 
tially to  the  committee  activities  of  the  medi- 
cal school  and  to  the  sound  relationships 
which  prevail  between  the  faculty,  students, 
and  administration.  This  class  has  indeed  left 
its  imprint  upon  the  prevailing  philosophy  at 
the  Brown  medical  school.  They  will  be  truly 
missed. 


CARE  OF  THE  CHRONICALLY  ILL: 
PLANNING  FOR  PROGRESS 

(Continued  from  page  217) 

pending  upon  whom  they  perceived  as  the  pa- 
tient, the  elderly  chronically  ill  person  or  the 
disrupted  family  member.^^  The  sum  of  these 
vectors  in  our  society  is  towards  custodial  in- 
stitutionalization, as  Kastenbaum  and  Candy 
have  pointed  out,"*^  the  likelihood  of  an  older 
person  entering  an  institution  of  some  type 
during  his  life  is  at  least  one  in  five. 

Discharge  rates  from  long-term  care  insti- 
tutions are  very  low.  In  part  this  is  a result  of 
a lack  of  alternative  modes  of  service  delivery 
but  the  small  number  of  people  who  emerge 
from  these  facilities  reflects  also  the  custodial 
and  supportive  focus  of  most  institutions 
which  encourages  patient  dependency.  Restor- 
ative goals  and  a rehabilitative  philosophy, 
supported  by  appropriate  personnel  and  pro- 
gramming, might  result  in  more  dynamic 
care  and  higher  discharge  rates  to  the  com- 
munity. Proper  organization  and  expansion 
of  community-based  human  seiwice  systems 
would  make  it  possible  to  avoid  institutionali- 
zation in  many  instances  and  would  enable 
communities  to  support  larger  numbers  of  pa- 
tients discharged  from  institutions. 

Although  there  have  been  some  studies 
which  have  demonstrated  economic  benefits 
to  be  derived  from  rehabilitation  programs, 
it  would  be  difficult  to  justify  a more  dynamic 
restorative  approach  to  long-term  care  on  the 
basis  of  benefit-cost  methodology  alone.  Be- 
yond the  vocational  model,  it  is  impossible  to 
place  a dollar  value  on  many  of  the  outcomes 
of  rehabilitation  programs.  If,  in  some  in- 
stances, it  becomes  apparent  that  costs  ex- 
ceed material  returns,  it  would  be  helpful  to 
have  prior  agreement  among  payers,  provid- 
ers, and  patients  on  program  objectives  and 
goals.  Cost  effectiveness  analysis,  in  which 


there  is  prior  agreement  on  specific  program 
objectives  or  outcomes  and  the  effectiveness 
of  the  program  is  measured  against  these  ob- 
jectives, might  ensure  efficient  utilization  of 
funds  expended.  Outcome  evaluation  could  be 
a valuable  tool  in  monitoring  the  effectiveness 
of  therapy ; methods  for  conducting  such 
evaluation  have  been  developed. 

SUMMARY 

Chronic  illness  and  long-teiTn  physical  im- 
pairment are  major  and  expanding  health 
problems  in  the  United  States.  The  response 
of  the  health  care  system  to  these  problems 
has  been  based  principally  on  custodial  care 
in  long-term  institutions.  The  cost  of  this  type 
of  care  has  increased  progressively,  and  si- 
multaneously satisfaction  with  the  system  of 
care  and  its  results  has  declined. 

Long-term  care  involves  a multiplicity  of 
institutions,  agencies,  and  programs  which 
are  poorly  coordinated.  A coordinating  mech- 
anism is  needed. 

Long-term  care  has  been  principally  custo- 
dial and  crisis  interventionist.  As  long  as  it 
remains  thus,  institutional  populations  will 
rise,  and  the  long-term  care  “system”  will  fail 
fulfill  its  potential  in  the  treatment  of  per- 
sons with  chronic  illness  and  functional  limi- 
tation. 

A reorganization  of  the  “system”  toward 
community-based  services  with  a rehabilita- 
tive orientation  should  be  worth  any  addi- 
tional initial  investment  it  might  entail  and, 
in  the  long  run,  could  be  more  economical. 
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As  potent  as  the  pain  it  reiieves 


e.g.  the  pain  or 
surgical  convalescence 


■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

(m  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  'A 

Each  tablet  also  contains:  aspiringr  3'/2,  phenacetin  gr2!^, caffeine  gr  'A.  ‘Warning-may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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HOME  and  PROFESSIONAL 
OFFICE  FOR  SALE 

FOR  DOCTOR,  DENTIST  OR  LAWYER 

4 Bedrooms  — Sunken  Dining  Area  — Den  — Library 
— 2 Fireplaces  — Utility  Room  — Attached  Heated 
Greenhouse  — 1st  Floor  Air  Conditioned  — 2 Car  Ga- 
rage — Corner  Location  — Excellend  Condition.  $78,000. 

Shown  by  Appointment  by  Owner 
942-0050  or  944-1469 
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Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows; 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine  hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G I.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia):  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis):  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon) 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied;  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 


' \ Roche  Laboratories 

ROCHE  y Division  of  Hoffmann- La  Roche  Inc 

^ Nutley  New  Jersey  07110 
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When  pain 

complicates  acute  cystitis* 

AzoGantanoI 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  andlOO  mg  phenazopyridine  HCI. 

fiSTthepain  for  the  pathogens 


□ Early  relief  of  painful  symp 
toms  such  as  burning  and 
discomfort  associated  with 
urgency  and  frequency. 

□ Effective  control  of  sus- 
ceptible pathogens  such  as 
E.  coli,  Klebsiella-Aerobac- 
ter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  fre- 
quently, Proteus  vulgaris. 


□ Appropriate  antibacterial 
therapy:  up  to  three  days  with 
AzoGantanoI,  then  11  days 
with  Gantanol®  (sulfamethox- 
azole). 


<^R0CH^ 


*nonobstructed;  due  to 
susceptible  organisms 


UmXDE 

MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension, Edema  or  n/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
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ingly. check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide'  regularly  for  possible  blood 
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in  patients  receiving  Dyrenium  (triamterene, 
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reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  wornen  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
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Necrotizing  vasculitis,  paresthesias,  icterus, 
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A BICENTENNIAL  VIEW  OF 
CHILDREARING 

(Continued  from  page  223) 

AUTHOR'S  POSTSCRIPT 
Some  things  in  New  England  do  not 
change.  I was  struck  with  this  when  discus- 
sing this  review  with  a student  research  as- 
sistant. She,  of  this  generation,  remembered 
her  father’s  daily  greeting,  “Good  morning, 
my  dear,  another  day  in  which  to  excel.”  And 
1 from  an  earlier  generation,  recalled  the  all 
too  familiar  words  that  began  the  day  in  my 
grandfather’s  house,  “Let  us  then  be  up  and 
doing  With  an  eye  to  any  fate.  Still  achiev- 
ing, still  pursuing  Learn  to  labor  and  to 
wait.” 
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MEDICAL  EDUCATION  ABROAD 

(Continued  from  page  227) 

quired  to  do  a thesis  on  original  research  in 
order  to  graduate. 

Most  Americans  studying  within  the 
French  medical  system  take  the  E.C.F.M.G. 
exam  in  the  fifth  or  sixth  year.  Approximate- 
ly 60  per  cent  of  the  students  pass  this  the 
first  time,  and  almost  all  pass  it  the  second 
time.  This  is  the  exam  that  allows  graduates 
of  foreign  medical  colleges  to  practice  medi- 
cine in  the  United  States.  Americans  try  to 
transfer  back  into  the  American  system  after 
the  third  year  by  taking  the  COTRANS 
exam.  As  far  as  I know,  not  one  American 
from  Montpellier  has  succeeded  in  transfer- 
ring because  study  of  the  basic  sciences  is 
not  yet  completed. 

Many  factors  easily  can  lengthen  the  seven- 
year  period  for  a foreigner.  Most  Americans 
do  not  speak  the  French  language  fluently 
and  are  not  accustomed  to  the  cultural  differ- 
ences. Adapting  oneself  to  this  new  culture 
where  very  few  people  speak  your  language 
and  do  things  the  way  that  you  do  is  no  easy 
matter.  As  a first-year  student,  you  very 
quickly  find  out  that  there  are  about  2,000 
others  in  your  class  competing  for  350  places 
in  the  second  year.  If  you  don’t  speak  the 
language  and  have  trouble  taking  care  of  day- 
to-day  living,  your  chances  are  not  high,  es- 
pecially when  you  consider  that  a large  pro- 
portion of  the  class  is  made  up  of  those  who 
have  not  been  promoted  from  the  year  before. 

Studying  overseas  is  a tremendously  trying 
experience.  Of  course  there  are  schools  in 
other  countries  that  are  not  like  this  one,  but 
I would  strongly  urge  anyone  considering  this 
course  to  investigate  thoroughly  all  aspects 
of  the  particular  schools  involved.  When  I 
questioned  the  French  consulate  in  New  York 
about  the  curriculum  and  student  life,  I was 
given  only  a small  pamphlet  describing  the 
curriculum  in  the  most  general  terms. 

My  advice  to  anyone  considering  going 
overseas  to  study  medicine  is  to  be  fully 
aware  of  the  sacrifices  required  to  get  a for- 
eign medical  degree.  I would  suggest  choosing 
a school  with  a somewhat  large  American 
population  of  students,  because  they  will  help 
you  enonnously  with  your  initial  period  of 
adaptation.  Moreover,  the  administration  of 
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Report  Of  The  House 
Of  Delegates 

A special  meeting  of  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society 
was  held  at  the  Medical  Society  auditorium 
in  Providence  on  Wednesday,  March  31,  1976. 
The  meeting  was  called  to  order  by  the  speak- 
er of  the  House,  Doctor  Thomas  F.  Head,  at 
8 :15  p.m. 

Delegates  in  attendance  were : Doctors 
Peter  Baute,  Jacobo  J.  Fijman,  Joseph  R.  Pel- 
tier,  H.  Gerald  Rock,  William  F.  Varr,  Os- 
waldo  R.  Velis,  Edward  Asprinio,  Charles  P. 
Shoemaker,  Robert  Burroughs,  David  Hall- 
mann,  Nathan  Sonkin,  Richard  Kraemer, 
Erwin  Siegmund,  Erancis  L.  Scarpaci,  Leon- 
ard S.  Staudinger,  Stephen  J.  Hoye,  Herbert 
F.  Hager,  Charles  B.  Round,  Frank  W.  Sulli- 
van, Orlando  M.  Armada,  Alphonse  R.  Cardi, 
Joseph  E.  Caruolo,  George  E.  Charon,  George 
N.  Cooper,  Dominic  L.  Coppolino,  John  E. 

(Continued  on  next  page) 
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the  school  is  apt  to  be  more  responsive  to  the 
needs  of  the  American  population.  You  must 
also  be  aware  that  graduating  from  a foreign 
school  does  not  guarantee  that  you  will  be 
able  to  practice  medicine  in  the  United  States. 
The  prospect  of  going  back  in  October  to 
spend  another  six  years  in  Montpellier  is  very 
distasteful,  and  I have  many  hopes  and  plans 
that  1 will  be  able  to  complete  my  education 
at  an  American  school.  That  dream  is  some- 
thing that  I certainly  share  with  all  American 
students  in  my  situation. 


ONE  SENTENCE  ESSAY 

Every  man  has  a right  to  his  opinion,  but 
no  man  has  a right  to  be  wrong  in  his  facts. 

. . . Bernard  Baruch 

(Courtesy,  N Y State  Journal  of  Medicine) 
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Farley,  Jr.,  Donald  P.  Fitzpatrick,  Serafino 
Garella,  Melvyn  M.  Gelch,  iMilton  Ilamolsky, 
Thomas  F.  Head,  Charles  L.  Hill,  Melvin  D. 
Hoffman,  Edward  lannuccilli,  Robert  Indeglia, 
Henry  Litchman,  William  J.  MacDonald, 
Peter  L.  Mathieu,  Jr.,  Joseph  B.  May,  H.  Ray- 
mond McKendall,  Daniel  Moore,  P.  Joseph 
Pesare,  Ralph  F.  Pike,  James  A.  Reeves, 
Henry  Robidoux,  Richard  P.  Sexton,  William 
Q.  Stnrner,  Hugo  Taussig,  Richard  L.  Testa, 
Vvhlson  F.  Utter,  Seebert  J.  Goldowsky,  John 
J.  Cunningham,  Royal  Hudson  substituting 
for  Robert  Fortin,  Paul  Metcalf  substituting 
for  Richard  Kuhn,  and  John  Elliott  substitut- 
ing for  Louis  Morrone. 

Delegates  absent  were : Doctors  David 
Newhall  (excused),  George  Lewis,  Richard 
Zuerner,  Robert  Fortin  (excused),  Paul  J.  M. 
Healey,  Richard  Kuhn  (excused),  James  Mc- 
Grath, Louis  Morrone  (excused),  Patrick  Le- 
vesque, Philip  J.  Morrison,  Nathan  Chaset 
(excused),  Paul  Calebresi  (excused),  George 
V.  Coleman,  Frank  DeLuca,  John  A.  Dillon 
(excused),  William  Klutz,  Joseph  Lombar- 
dozzi,  Vincent  I.  MacAndrew,  Raul  Nodarse, 
and  Joseph  E.  Cannon. 
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Commissioners  in  attendance  were;  Doc- 
tors Leonard  S.  Staudinger,  Thomas  F.  Head, 
Kenneth  Liffmann,  Joseph  E.  Caruolo,  and 
Melvin  Hoffman. 

The  Specialty  Society  representatives  in 
attendance  were:  Doctors  Daniel  Moore,  Mar- 
shall Taylor,  Henry  Litchman,  James  B. 
Leach,  Wilson  F.  Utter,  William  F.  Varr,  Guy 
A.  Settipane,  Arthur  I.  Geltzer,  Charles  L. 
Hill,  Joseph  E.  Caruolo,  David  M.  Barry, 
Simon  Blumen  substituting  for  Charles  E. 
Millard,  Hisaschi  Tamura  substituting  for 
James  R.  Kurtis,  and  Louis  A.  Fragola,  Jr. 
substituting  for  Bencel  L.  Schiff. 

Specialty  Society  representatives  absent 
were:  Doctors  Kenneth  Nanian  (excused), 
Charles  E.  Millard  (excused),  James  T.  Kur- 
tis (excused),  Louis  V.  Sorrentino,  Richard 
Peters,  and  Bencel  L.  Schiff  (excused). 

Also  present  were : The  Honorable  J,  Joseph 
Garrahy,  Lieutenant  Governor  of  the  State 
of  Rhode  Island,  Dan  Crane,  Mike  Ryan,  At- 
torney Charles  L.  Clapp,  Attorney  Charles 
Butterfield,  Jr.,  Joseph  Shanley,  Robert  E. 
Liguori,  Director  of  Business  Regulation,  Tim 
Norbeck,  and  Jim  Clarkin. 

APPROVAL  OF  MINUTES  OF  PREVIOUS 
MEETING 

The  speaker  noted  that  the  minutes  of  the 
March  10  meeting  of  the  House  had  been 
printed  and  distributed  by  the  secretary. 

Action : A motion  was  made,  seconded, 

and  voted  that  the  minutes  of  the  March  10 
meeting  be  approved  and  placed  on  record. 

RECOMMENDATIONS  OF  THE  COUNCIL 

1.  Woman’s  Auxiliary 

The  Council  recommended  to  the  House 
that  the  word  “Woman’s”  be  dropped  from 
the  name  ‘ Woman’s  Auxiliary  to  the  Rhode 
Island  Medical  Society.” 

Action : A motion  was  made,  seconded 

and  voted  that  the  name  of  the  Woman’s 
Auxiliary  to  the  Rhode  Island  Medical  Society 
be  changed  to  the  Rhode  Island  Medical  So- 
ciety Auxiliary. 

2.  Noting  that  Commissioner  Thomas  F. 
Head,  M.D.  would  continue  service  on  the 
Council  of  the  Rhode  Island  Medical  Society 
by  virtue  of  his  recent  election  as  President- 
Elect,  the  Council  recommended  that  the 
House  approve  the  appointment  of  Donald  P. 
Fitzpatrick,  M.D.  to  replace  Doctor  Head  as 
the  new  Commissioner. 
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Action:  A motion  was  made,  seconded  and 
voted  that  Donald  P.  Fitzpatrick,  M.D.  be 
named  as  the  new  Commissioner  replacing 
Thomas  F.  Head,  M.D.,  President-Elect. 

President  Hoye  announced  that  the  purpose 
of  the  special  meeting  was  to  formalize  the 
Society’s  position  on  the  recommendations  of 
the  Governor’s  Commission  on  Malpractice. 
Copies  of  the  legislative  proposal  had  been 
distributed  to  the  delegates.  Remaining  cop- 
ies were  made  available  to  other  members  of 
the  Society  present.  The  President  announced 
that  the  Lt.  Governor  had  requested  permis- 
sion to  address  both  the  Council  and  House 
meetings  regarding  this  proposal. 

President  Hoye  gave  a complete  resume  of 
the  workings  of  the  Governor’s  Commission 
on  Malpractice  using  a blackboard  chart  he 
had  devised  to  indicate  what  he  considered  as 
gains  and  losses  to  the  medical  profession  in 
the  final  legislative  package.  He  stated  that 
in  his  opinion,  considering  the  make-up  of  the 
Commission  (medical,  hospital,  insurance, 
consumer,  and  legal  representatives)  the 
make-up  of  the  General  Assembly,  and  the  po- 
litical climate  in  the  state,  the  medical  panel 


had  succeeded  in  obtaining  some  of  the  im- 
portant changes  the  profession  wanted.  It  was 
recognized  while  all  the  changes  desired  and 
fought  for  were  not  obtained,  overall,  the  en- 
tire package  represents  an  acceptable  and 
workable  beginning  which,  hopefully,  can  be 
improved  upon  in  coming  years. 

Lt.  Governor  Garrahy,  Chaiiman  of  the 
Governor’s  Commission  on  Malpractice,  was 
introduced  to  the  House.  He  praised  the  work 
of  the  physicians  on  the  Commission,  noting 
that  opposition  to  many  of  their  proposals 
was  unmoving,  but  felt  that  there  had  finally 
resulted  a final  recommendation  with  a little 
bit  of  “castor  oil”  for  all  parties.  He  recog- 
nized, as  did  others,  it  would  not  solve  all 
problems  nor  guarantee  the  return  of  insur- 
ance companies  to  the  state,  or  result  in  im- 
mediate reductions  in  malpractice  insurance 
premiums.  In  his  opinion,  however,  this  pack- 
age if  passed  by  the  General  Assembly  with- 
out substantive  changes  represented  a base 
upon  which  further  improvements  could  be 
made.  He  was  emphatic  in  stating  that  if  sub- 
stantive changes  were  made  in  the  proposal 
(Continued  on  next  page) 
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by  the  General  Assembly  he  would  withdraw 
his  support  of  the  package.  In  the  event  this 
happened,  he  could  not  guarantee,  but  would 
urge  the  Governor’s  veto  of  the  bill.  He  an- 
nounced that  he  did  not,  as  of  this  moment, 
anticipate  any  great  difficulty  in  its  passage 
through  the  House  of  Representatives.  How- 
ever, he  could  not  guarantee  as  to  any  action 
the  Senate  might  take,  and  for  this  reason 
strongly  recommended  that  every  physician 
begin  immediately  contacting  his  senator, 
by  phone,  in  person,  or  by  mail  and  urging 
their  patients  to  do  likewise  to  pass  this  bill 
as  it  was  presented.  In  closing  he  urged  the 
House  of  Delegates,  representing  the  Rhode 
Island  Medical  Society,  to  formally  endorse 
this  legislative  package.  The  Lt.  Governor 
spent  over  three  hours  either  addressing  or 
answering  questions  posed  by  the  delegates 
and  other  members. 

Following  the  departure  of  the  Lt.  Gover- 
nor, President  Hoye  introduced  Robert  Li- 
guori.  Director  of  Business  Regulation  for  the 
State  of  Rhode  Island.  Mr.  Liguori  announced 
that  he  was  seriously  considering  making  the 
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JUA  non-e.xclusive.  He  could  not  guarantee 
that  this  would  happen  since  much  work  is 
required  to  determine  what  effect  such  an  ac- 
tion would  precipitate  rates,  the  Director  re- 
plied that  no  prediction  could  be  made  at  this 
time,  although  he  felt  that  there  would  be  no 
decrease.  He  emphasized  that  if  the  JUA  seeks 
a rate  increase,  a public  hearing  would  be  held 
and  justification  for  such  increase  must  be 
made. 

Doctoi’  Rock  presented  slides  proposing  an 
alternative  method  of  providing  malpractice 
insurance.  Under  this  proposal  each  physician 
would  purchase  coverage  of  100/300  thousand 
based  on  occurrence  and  all  insured  physi- 
cians would  guarantee  payment  in  excess  of 
these  amounts.  It  was  agreed  that  this  me- 
thod appeared  attractive,  but  concern  was  ex- 
pressed by  many  as  to  whether  the  appeal  of 
only  having  to  purchase  100/300  thousand 
might  greatly  diminish  or  even  vanish  if  the 
insureds  were  required  to  contribute  to  an 
award  exceeding  this  amount. 

The  President  asked  the  House  of  Dele- 
gates to  take  a position  on  the  Commission’s 
bill.  Questions  were  raised  as  to  other  avail- 
able options.  The  President  advised  that  the 
only  option  was  this  bill  or  nothing  during 
this  session  of  the  General  Assembly.  Sug- 
gestions were  made  that  modifications  to  the 
bill  be  forwarded  to  the  General  Assembly. 
Consensus,  however,  was  that  any  attempt  to 
change  this  bill  would  result  in  the  legal  panel 
presenting  changes  which  would  be  drastic  to 
the  medical  profession.  Regret  was  expressed 
that  nothing  was  accomplished  in  the  area  of 
contingency  fees  and  non-economic  losses. 

Action:  A motion  was  made,  seconded  and 
voted  that  the  House  adopt  the  following 
Resolution : 

“The  House  of  Delegates  of  the  Rhode  Is- 
land Medical  Society  endorses  the  legislative 
proposal  of  the  Governor’s  Commission  on 
Malpractice,  while  recognizing  that  the  meas- 
ures has  some  shortcomings.  The  Society 
urges  all  members  to  work  for  passage  of  this 
legislation  as  it  stands.  As  stated  by  Lt.  Gov- 
ernor Garrahy  in  his  letter  of  transmittal  to 
the  General  Assembly,  any  substantive 
changes  contrary  to  the  objectives  of  the 
Commission  will  nullify  the  consensus  achiev- 
ed. Such  action  would  necessarily  result  in 
the  withdrawal  of  support  by  the  Rhode  Is- 
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land  Medical  Society.  The  House  of  Delegates 
is  fully  cognizant  that  an  ongoing  study  of 
the  problem  is  urgently  required  in  order  to 
meet  the  needs  of  the  people  of  Rhode  Is- 
land.” 

The  vote  was  nearly  unanimous,  and  the 
above  resolution  was  adopted  as  the  position 
of  the  Rhode  Island  Medical  Society  regard- 
ing the  legislative  proposal  of  the  Governor’s 
Commission  on  Malpractice. 

ADJOURNMENT 

There  being  no  further  business  the  meet- 
ing was  adjourned  at  12:00  p.m. 

Respectfully  Submitted, 

CHARLES  B.  ROUND,  M.D. 

Secretary 

Rhode  Island  Medical  Society 

t t t 
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Book  Review: 

TALK  BACK  TO  YOUR  DOCTOR  by  Arthur 
Levin,  M.D.  New  York,  Doubleday  & Co., 
Inc.  1975.  245  pages.  $7.95 

Doctor  Levin  couldn’t  make  up  his  mind 
whether  to  write  a medical  care  manifesto 
(from  the  Left)  or  a patient’s  handbook.  His 
second  book,  but  doubtless  not  his  last,  em- 
bodies the  overripe  fruit  of  that  indecision. 
TALK  BACK  tried,  but  alas,  failed  to  con- 
vince this  layman  that  doctors  are,  in  general, 
anything  but  above-average  human  beings 
doing  an  above-average  job  with  above-aver- 
age results. 

The  relatively  few,  ostensibly  true,  case 
studies  cited  as  examples  of  how  physicians 
misdiagnose,  mistreat,  and,  above  all  else,  mis- 
relate  to  individual  patients  provide  less  than 
convincing  evidence  that  doctors  aren’t  doing 
their  job.  Nor  was  I altogether  impressed  by 
the  matter-of-fact  way  in  which  Levin  pro- 
motes the  implied,  innate  superiority  of  large, 

(Continued  on  next  page) 
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medical  school-affiliated  teaching  hospitals  or 
group  practice  arrangements. 

The  basic  premise  of  the  book  is  that  pa- 
tients: A.  don’t  know  enough  about  what  con- 
stitutes high  quality  care  and  B.  don’t  have 
the  nerve  to  ask  direct  questions.  Maybe  what 
inhibits  patients  from  asking  direct  questions 
(B)  is  A.  But  why  speculate?  Consider  this 
brief  excerpt,  exemplifying  enlightened  pa- 
tient and  progressive  physician,  a la  Levin: 

Principle:  You  should  ask  your  doctor  about 
the  need  for  every  x-ray  examination.  You 
should  ask  him  about  the  dosage  involved. 
“Are  these  x-rays  really  necessary?”  This 
query,  on  your  part,  will  convey  to  your  phy- 
sician your  concern  about  unneeded  x-ray 
examination.  It  will  make  him  reconsider  his 
decision  to  obtain  x-ray  films.  It  will  make 
him  think  twice. 

I mean,  really!  Earlier  in  the  book.  Levin 
tells  us  in  painful  detail  how  to  go  about  se- 
lecting a doctor:  on  the  basis  of  his  board 
status;  academic  training;  type,  length  and 
location  of  residency;  minimum  of  three  jour- 
nal subscriptions;  compassionate  or  no;  and 
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more  of  the  same.  On  top  of  that.  Levin  also 
forwams  us  to  have  x-ray  studies  carried  out 
and  read  only  by  board-certified  or  board- 
eligible  radiologists. 

Assuming  we  read  all  this  advice  on  how  to 
choose  a doctor,  one  would  be  paranoid  to 
stop  everybody  in  the  radiology  department 
to  ask  what  genuinely  amounts  to  dumb  ques- 
tions about  the  need  for  examination  and  the 
qualifications  of  the  radiologist.  And  I shud- 
der to  think  what  caliber  of  physician,  would, 
at  that  point,  seriously  reconsider  the  need 
for  x-ray  film. 

The  author  does  rehash  some  oft-heard  and 
apparently  true  arguments  against  unneces- 
sary surgery,  citing,  as  do  others,  hemor- 
rhoidectomy, tonsillectomy,  dilation  and  cur- 
retage  of  uterus,  and  hysterectomy.  He  also 
points  to  the  fast-shuffle  given  some  female 
patients  by  some  male  physicians.  And,  of 
course,  he  implies  doctors  should  do  a lot 
more  hand-holding. 

I am  pretty  much  skipping  any  extended 
reference  to  Levin’s  generous  offering  of 
“tables”  and  “lists”  of  what  constitutes  a 
good  physical  exam,  or  how  babies  should  be 
cared  for,  or  which  diagnostic  tests  are  risky 
and  which  aren’t.  Personally,  I defer  greatly 
to  physicians  — good  physicians  — when  the 
crunch  is  on.  As  physicians,  however,  you 
may  like  (or  dislike)  some  of  the  configura- 
tions. 

As  physicians,  you  will  no  doubt  be  greatly 
interested  in  Levin’s  suggestion  that  there  be 
government-mandated  “audits”  of  how  you  do 
your  job,  in  your  own  office,  on  your  own 
patients.  These  “audits”  are  to  be  done  first 
hand,  even  by  non-physician  observers,  who 
can  “do  this  kind  of  thing  quite  well.”  Oh  yes, 
Levin  will  give  your  blood  pressure  a boost, 
doctors. 

But  I would  urge  you  in  other  directions 
than  toward  this  book.  Consider  for  example, 
a plainly  printed  profession  of  your  faith  in 
medicine  and  ethics,  a framed  statement  for 
your  waiting  room,  maybe.  It  could  say  some- 
thing like: 

Dear  patients : 

If  at  any  time  there  is  a question  you 

would  like  to  ask  — about  my  training  or 

about  the  care  I am  providing,  please  ask. 

I am  not  perfect  and  I do  not  have  answers 
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to  every  question,  but  I try  my  best.  So 
please  — don’t  hesitate. 

You  might  even  jot  any  questions  you 
have  on  a piece  of  paper  before  we  meet. 
And  remember:  there  is  no  such  thing  as 
a “foolish”  or  a “dumb”  question  when  it 
comes  to  your  health  or  the  health  of  some- 
one you  love. 

Sincerely, 

Doctor’s  Signature 

If  Levin’s  book  does  anything,  and  I’m  ob- 
viously not  sure  it  does,  it  may  serve  to  re- 
mind busy,  clinically-oriented  physicians  that 
patients  are  feeling,  fearing  people,  a dose- 
and-a-half  more  than  they  are  complex,  liv- 
ing organisms.  Otherwise,  this  is  a tedious 
book. 

Wally  Pickford 


TEXTBOOK  OF  BASIC  EMERGENCY  MED- 
ICINE. Edited  by  Robert  H.  Miller,  M.D., 
in  collaboration  with  James  Cantrell,  M.D. 
Saint  Louis,  The  C.  V.  Mosby  Company, 
1975,  233  pages,  $6.95 

Emergency  department  visits  have  in- 
creased at  an  approximate  rate  of  10  per  cent 
a year  for  the  past  twenty  years.  At  the 
present  time  almost  one  third  of  the  United 
States  population,  or  70  million  people  a year, 
are  seen  in  hospital  emergency  rooms.  With 
this  rapid  proliferation  of  emergency  serv- 
’'^es,  the  end  of  which  is  not  yet  in  sight, 
there  has  been  a parallel  increase  in  the  pub- 
lication of  textbooks  on  this  recently  accepted 
new  medical  specialty,  emergency  medicine. 
Almost  every  aspect  of  emergency  services 
from  design,  organization,  and  administration 
to  the  minutest  detail  in  the  diagnosis  and 
treatment  of  all  the  ills  of  emergency  pa- 
tients is  now  available  in  print. 

This  publication,  edited  by  an  internist  in 
collaboration  with  a surgeon,  is  directed  pri- 
marily toward  the  emergency  paramedic.  As 
is  stated  in  the  preface,  because  of  the  em- 
phasis on  the  pathology  of  emergency  disease 
processes,  the  contents  are  of  value  also  to 
the  medical  student,  nurses,  and  physicians 
as  well  as  the  paramedics. 

(Continued  on  next  page) 
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The  text  is  a paperback  consisting  of  233 
pages  of  easily  readable  print  with  184  illus- 
trations. 

Part  I consisting  of  sixty-six  pages  and 
seven  chapters  is  devoted  to  “Emergencies 
Involving  the  Heart.”  In  the  first  chapter  the 
gross  and  microscopic  anatomy  of  the  heart 
and  lungs  is  reviewed  as  are  the  dynamics  of 
the  circulatory  and  respiratory  systems. 

The  remaining  six  chapters  in  Part  I in- 
clude the  pathophysiology  of  congestive  heart 
failure  and  myocardial  infarction,  the  physi- 
cal diagnosis  of  the  cardiopulmonary  system 
including  the  basics  of  electrocardiography, 
the  arrhythmias,  and  lastly  specific  therapy 
of  cardiovascular  emergencies.  As  a surgeon 
perhaps  I feel  that  the  book’s  emphasis  on 
cardiopulmonary  problems  is  out  of  propor- 
tion to  all  other  clinical  emergencies.  These 
are  discussed  in  Part  II,  which  includes  the 
other  common  medical  problems  as  well  as 
surgical,  pediatric,  orthopedic,  gynecological, 
ui'ological,  neurological,  ophthalmological,  and 
psychiatric  emergencies.  A chapter  on  acci- 
dental ingestion  and  poisonings  and  a chapter 
on  triage  and  disaster  management  conclude 
the  text. 

Emergency  department  staffing  varies  from 
hospital  to  hospital.  In  most  university  affili- 
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ated  emergency  departments  house  officers 
assume  this  responsibility.  In  many  commun- 
ity hospitals  the  attending  staff  including  spe- 
cialists are  assigned  on  a rotation  basis.  More 
and  more  emergency  rooms,  however,  are 
staffed  by  contract  or  salaried  physicians 
trained  in  emergency  medicine.  Whichever  of 
the  above  patterns  of  staffing  prevails  it  is 
still  most  essential  to  have  readily  available 
in  the  emergency  room  a small  library  for 
reference,  as  no  physician  can  know  all  the 
answers  in  a specialty  which  requires  knowl- 
edge of  all  the  other  specialties  and  subspe- 
cialties in  the  field  of  medicine.  “BASIC 
EMERGENCY  MEDICINE”  would  be  an  as- 
set in  any  emergency  department  library  as 
a reference  which  undoubtedly  would  appeal 
primarily  to  the  emergency  staff  personnel 
below  the  physician’s  level.  Because  the  text 
describes  in  some  depths  the  pathophysiology 
of  emergency  conditions,  the  emergency  de- 
partment physician  who  has  the  responsibil- 
ity for  training  these  individuals  would  also 
find  it  a useful  teaching  resource. 

For  those  readers  interested  in  an  emer- 
gency department  library  a sample  reference 
library  for  the  emergency  department  has  re- 
cently been  published  in  the  “Journal  of  the 
American  College  of  Emergency  Physicians 
and  the  University  Association  for  Emergen- 
cy Medical  Services”  Volume  5,  Number  3, 
March  1976. 

Arnold  Porter,  M.D. 

^ 

PERIPATETICS 

(Continued  from  page  186) 

On  April  25,  1976  SEEBERT  J.  GOLDOW- 
SKY  was  elected  to  serve  as  President  of  the 
League  of  Rhode  Island  Historical  Societies. 
He  had  formerly  served  as  Vice  President  of 

that  organization. 

* * * 

To  honor  FRANCIS  B.  SARGENT  for  his 
services  as  a medical  consultant,  a member  of 
the  board  of  directors  and  president  for  six 
years,  the  Hearing  and  Speech  Services  of 
Rhode  Island,  Inc.,  changed  its  name  to  the 
Francis  B.  Sargent  Rehabilitation  Center  for 
Communication  Disorders.  The  Hearing  And 
Speech  Services  began  fifty  years  ago  as  a 
small  operation.  Under  the  leadership  of  Doc- 
tor Sargent  it  grew  into  a statewide  agency 
that  services  all  people  with  hearing  and 
speech  disorders. 


Before  prescribing,  please  consult  com- 
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agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
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require  increased  dosage  of  standard  ai 
convulsant  medication;  abrupt  withdrav 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ii 
gestion  of  alcohol  and  other  CNS  depre; 
sants.  Withdrawal  symptoms  (similar  tc 
those  with  barbiturates  and  alcohol)  ha 
occurred  following  abrupt  discontinuan 
(convulsions,  tremor,  abdominal  and  m 
cle  cramps,  vomiting  and  sweating).  Ke 
addiction-prone  individuals  under  caret 
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longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
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complete  mental  alertness. 
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ciated depressive  symptoms 
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restful  night’s  sleep. 
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pregnancy,  lactation  or  women  of  child- 
pearing age,  weigh  potential  benefit 
sgainst  possible  hazard. 
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j;hotropics  or  anticonvulsants,  consider 
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spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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LEGISLATION  CREATES  NEW  RESPONSIBILITIES 


By  Herbert  F.  Hager,  .M.I). 


The  Rhode  Island  General  Assembly  ad- 
journed its  1976  session  on  Friday,  May  28, 
1976.  Among  the  hundreds  of  bills  intro- 
duced and  the  uncounted  amendments  con- 
sidered were  many  of  interest  to  the  medical 
fraternity.  Those  bills  were  sent  to  the  Gov- 
ernor’s office  for  his  study,  acceptance,  or 
veto.  The  bill  that  will  effect  us  most  is  the 
Medical  Malpractice  Act  76  H7796.  After  a 
year  of  study,  discussion,  dissent,  debate,  and 
testimony  at  committee  hearings,  the  final 
vote  was  ovei'whelmingly  in  favor  of  this 
bill.  It  has  now  been  signed  by  the  Governor 
and  will  take  effect  September  1,  1976. 

Upon  further  analysis  of  this  act,  es- 
pecially compared  to  the  actions  taken  in 
other  states,  I am  convinced  that  we  have 
been  more  successful  than  most  other  medi- 
cal societies.  The  Rhode  Island  law  was  for- 
mulated to  avoid  constitutional  defects  and 
to  prevail  against  court  challenges.  Many 
state  medical  societies  worked  long  and  hard 
to  pass  laws  and  achieve  certain  apparently 
desirable  goals.  These  same  states  have  now 
seen  those  laws  declared  null  and  void.  The 
legality  of  impeding  in  any  way  the  right 
of  the  plaintiff  to  a jury  trial  must  always 
bt  considered  in  planning  tort  reform. 
The  physicians  in  those  unfortunate  states 
must  now  continue  to  practice  medicine  in 
an  environment  of  ever-increasing  litigation, 
ever-higher  settlements,  and  increasingly 
burdensome  premiums  for  professional  lia- 
bility insurance. 


The  dust  has  settled  and  the  Rhode  Island 
Medical  Society  will  now  be  required  to  as- 
sume new  responsibilities.  These  include  pro- 
viding expert  manpower  for  the  Board  of 
Medical  Review  which  will  be  composed  of 
four  licensed  physicians,  one  hospital  admin- 
istrator, two  public  members  not  associated 
v.ith  the  medical  field  (one  of  whom  shall 
be  an  attorney),  and  the  Director  of  the 
Department  of  Health  or  his  designee  who 
shall  serve  as  an  ex-officio  member  without 
the  right  to  vote. 

There  will  be  even  greater  need  for  expert 
manpower  from  all  medical  specialties  to 
provide  the  one  physician  member  to  serve 
along  with  the  “special  master’’  and  one  other 
attorney  to  make  up  each  three-man  Medical 
Liability  Mediation  Panel.  This  physician 
must  be  licensed  to  practice  medicine  in  this 
state  and  will  be  selected  at  random  from 
lists  submitted  by  the  Rhode  Island  Medical 
Society.  It  is  visualized  that  several  panels 
will  be  convened  simultaneously  as  each  case 
may  require  a physician  from  a different 
specialty  or  from  general  practice.  If  it  is 
at  all  possible,  the  physician  selected  to  sit 
on  the  panel  shall  be  a practitioner  of  the 
same  specialty  of  medicine  as  the  physician 
against  whom  the  action  is  being  brought. 
Now  that  the  bill  has  been  signed  the  Execu- 
tive Director  of  the  Medical  Society  will  be- 
gin compiling  lists  of  those  members  of  the 
(Continued  on  Next  Page) 
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Society  willing  to  share  in  this  important 
function  and  duty  with  appropriate  compen- 
sation. The  costs  of  the  panels’  proceedings 
shall  be  borne  by  the  state. 

In  an  effort  to  keep  the  membership  in- 
foiTned  on  the  important  issues  of  the  day, 
the  President’s  Page  of  this  Journal  will  be 
utilized  from  time  to  time  to  supplement  and 
reinforce  other  lines  of  communication  such 
as  special  bulletins  devoted  to  a single 
subject.  When  the  1976  General  Assembly 
was  in  session  and  throughout  the  past  j'^ear 
the  Rhode  Island  Medical  Society  was  “where 
the  action  was.’’  I should  like  to  thank  all 
the  officers,  members  of  commissions  and 
committees,  and  individual  society  members 
who  set  personal  interests  aside  to  devote 
their  time  to  serving  the  health  care  inter- 
ests of  the  people  of  Rhode  Island. 

I am  most  concerned  that  in  this  year, 
v/hen  the  Rhode  Island  Medical  Society  and 
the  American  Medical  Association  have  work- 
ed diligently  and  successfully  in  the  interests 
of  the  medical  fraternity,  a number  of  physi- 
cians have  failed  to  pay  the  special  assess- 


ment voted  by  the  House  of  Delegates  for  the 
purpose  of  seeking  tort  reform  and  otherwise 
alleviating  the  malpractice  crisis.  It  is  even 
more  disturbing  that  a number  of  physicians 
may  be  dropped  from  the  state  and  national 
organizations  for  failure  to  pay  dues.  Organ- 
ized medicine  speaks  for  all  the  physicians  in 
this  country  whether  they  are  members  or 
)iot.  Anyone  who  is  not  a member  cannot  ex- 
pect to  keep  updated  on  the  medical,  socio- 
economic, and  legal  aspects  of  contemporary 
medical  practice.  Anyone  who  does  not  pay 
his  assessment  and  dues  obliges  his  colleagues 
who  are  members  to  pay  increased  dues  and 
to  bear  that  portion  of  the  burden  which  is 
rightfully  his. 

It  should  be  apparent  to  all,  especially  dur- 
ing these  trying  times,  that  animosities  and 
apathies  existing  wdthin  our  organization 
should  be  cast  aside.  In  their  place  all  of  us 
must  be  willing  to  contribute  our  time,  en- 
ergies, and  financial  support  to  ensure  a 
strong  and  united  Rhode  Island  Medical  So- 
ciety. 


ATTENTION:  MEMBERS  OF  THE 
PROVIDENCE  MEDICAL  ASSOCIATION 

Recently  a letter  was  sent  to  your  office  asking  you  to  contribute 
to  the  Medical  Student  Scholarship  Fund. 

Some  of  you  have  responded,  and  at  present  almost  $200  has 
been  received. 

For  those  of  you  who  may  have  forgotten,  please  send  your  dona- 
tion to  the  Medical  Student  Scholarship  Fund,  c o Rhode  Island  Medi- 
cal Society,  106  Francis  Street,  Providence,  Rl  02903. 

Sincerely, 

Belle  Calenda 

Chairman,  Scholarship  Committee 
Woman's  Auxiliary 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


US  AIR  FORCE  MEDICAL  RECnUITJE^G  TIAM 
123  Wast  Main  Sfreet 
Milford,  Connecticut  06460 
(203)  432-2460 

N ame 

Address 

City 

State Zip — 


Telephone^ 


Medicine.Not  Business. 
Air  Force  Physician 
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We've  got 

new 

visiting  hours. 

We're  adjusting  our  visiting  hours  effective  Tuesday,  june  1 . Our  new 
hours  will  improve  patient  comfort  and  add  a convenience  for  visitors 
who  can  now  see  friends  and  relatives  on  their  lunch  break.  It's  a new 
system  that's  good  for  you.  The  hospital.  And  most  of  all  our  patients. 


Our  New  Hours 

General  Nursing  Units 

1 2 noon  to  2 p.m. 

5 to  8 p.m. 

Intensive  Care/Coronary  Care 

1 to  1 ;30  p.m. 

4 to  4:30  p.m. 

7 to  7:30  p.m. 

Pediatrics 

1 2 noon  to  8 p.m. 

(parents) 

1 2 noon  to  2 p.m. 

5 to  8 p.m. 

(others  over  1 4) 


O’ Roeer  Williams 
general 
Hospital 


Roger  Williams  General  Hospital,  825  Chalkstone  Ave.,  Providence,  Rhode  Island 

PLEASE  CLIP  AND  SAVE  THIS  AD  FOR  FUTURE  REFERENCE. 


Gower  and  Co. 

Real  Estate 

Providence  751-8100  — Barrington  245-0100 


REALTOR’ 


FOR  SALE 


EAST  SIDE 

Elegant  Colonial,  second  floor  study,  four  bedrooms,  3’/2  baths.  Nifty  kitchen. 
Burglar  alarm  system.  Three  zone  heat.  200  amp.  circuit  breakers.  Beautifully 
decorated. 


Dollar  for  dollar^ 
a Lakeside  Pool 


is  a best  buy! 


Lakeside  has  built  thousands  of  pools, 
in-ground  and  above  ground.  We're 
swimming  pool  craftsmen  with  a solid 
reputation  for  the  highest  standards  of 
design,  construction  and  accessory 
equipment.  We  invite  you  to  compare  our 
pools,  both  in-ground  and  above  ground. 
Dollar  for  dollar,  a Lakeside  pool  is  your 
best  buy.  Call  or  visit  us  before  you  make 
a decision  on  a pool. 

Financing  Available. 


4 POOLS  ON  DISPLAY, 
IN-GROUND  & ABOVE  GROUND 


MATIONAL 
SWIMMING  POOL 
iNsrmm 


SWIMMING  POOL  AND  SUPPLY  CO. 

MIL.  I4t),  NUMIM  SMimi-itLL),  R.  I.  • OPEN  7 DAYS,  9 TO  9 • CALL  COLLECT  (401)  766-5040 
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Famous  Fighters 


NEOSPORirr  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5.000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in; 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it.^  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  tlie  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

I.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
?ral  Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
Jrug  and  device  innovation. 

4. PMA  proposes  that  an  appropri- 
itely  qualified  medical  organization  be 
mcouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
:ian  when  company-sponsored  clinical 
research  is  performed  by  independent 
rlinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  tiiat  the  sponsor  of  tlie  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  tlie 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  tacts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

In  the  case  of  children,  the  sponsor 
must  require  that  informed  con.sent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  a.ssessed 
in  adult  populations  prior  tO  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  ca.se  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manulacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  .Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advi,sory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
re.search  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
A.ssociation 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


J^ojjLlnd 


Profile  "20" 

Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 


PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 


ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

We  believe  that  all  Members  who  had  been  insured 
under  policy  No.  l-A-5718  until  9-15-75,  now  have  re- 
placement insurance  with  us  or  Commercial  Casualty 
Company. 

Also,  we  have  provided  personal  service  to  all  who 
have  informed  us  of  their  desire  to  tile  claims  or  to 
have  their  insurance  continued  on  an  individual  basis 
— guaranteed  to  age  70. 

To  date,  Continental  Casualty  Co.  has  paid  all  but 
two  claims  which  have  been  brought  to  our  attention. 
These  are  in  process  and  we  believe  Continental  Cas- 
ualty will  be  forced  to  pay. 

It  is  my  hope  that  all  Members,  insured  or  otherwise, 
will  feel  free  to  continue  to  make  use  of  our  45  years 
of  professional  experience  in  personal  Insurance  and 
financial  planning. 

R.  A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 
(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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Pediatrician  Needed 

PEDIATRICIAN  to  join  two  other  Board 
pediatricians  in  busy  neighborhood 
health  center  network.  Board  certifica- 
tion or  eligibility  necessary.  Salary  com- 
petitive. Send  resume  to  Roswell  D. 
Johnson,  M.D.,  Acting  Medical  Director, 
Providence  Health  Centers,  Inc.,  469  An- 
gell  Street,  Providence,  Rhode  Island 
02906. 

AN  EQUAL  OPPORTUNITY  EMPLOYER 


DeFdice 

No.  Providence,  Rhode  Island  (401)  353-1400 

FOR  SALE 
SCITUATE  “''yS 

Executive  French  Country  Manor  with  water 
view  on  sculptured  one  acre,  4 bedrooms,  for- 
mal dining,  large  applianced  country  kitchen, 
family  room,  3'/2  baths,  fireplaces,  second  kit- 
chen to  service  family  room,  in-ground  pool, 
garages.  Prestigious  area!  Many  extras. 

$125,000.00  . . . 


MALPRACIIGE 

QUESTIONS 

Depend  on  Staricweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


June,  1976 
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MEDICAL  ELECTRONICS 

Experienced  Bio-Medical  Engineer 
Specializing  In: 

1.  Servicing  of  medical  equipment; 

2.  Periodical  testing  for  electrical  saf- 
ety as  required  by  AAMI,  OSHA, 
NFPA,  VA,  FDA,  UL,  and  lEC;  and 

3.  Consulting  and  design, 

CALL  944-6581  After  4:30  P.M. 


REAL  ESTATE 

LAND  - FARMS 
INVESTMENT  PROPERTIES 

Andrew  C.  Smiley  Inc. 

628  Shippeetown  Road 
East  Greenwich,  R.  I. 

401-884-8831 


Dc  You  Need  an  Rx,  Sugar-Free  Liquid  Hematinic  Specialty? 


- ® 
0 — 


d.= 


S 3 


c 
— o 

o ^ 


r.  C 


O Cv 


^ 5‘ 


^ o c 


NDC  37J- 0021 


yiTA-pms  H 


(HEMATINIC) 
SUGAR  - FREE 


Eo(t)  leoipoonufut  (S  ct  ) <onloini 
1 — lysine  Monohyd'Ochloride  100 

Vitowim  8 1 (Thiomme  Hydrochloride]  10  mgm 
V.lomin  B U (Cobolomin  Concentrole)  25  mcgm 
Vitomin  B 6 (Pyridoxne  Hydrochloride)  5 mgm 
Iron  Pyrophoiphole  tolvble  100  mgm 

in  o pololobic  Sorbitol  Bote 
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For  your  R.  I.  Welfare  Rx.:  Vita-Plus  H half-strength,  Pint.  Well  stocked  in 
Southern  New  England  pharmacies! 


For  personalized,  honest,  prompt  service  and  low  prices  for  all  your  surgical 
supply  needs,  place  your  order  with  us! 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 

SCOT-TUSSIN  SURGICAL  SUPPLY  DIV.:  942-8555  or  944-1254  anytime! 
50  Clemence  and  Transit  Sts.  (off  Rte.  5)  Cranston,  R.  I.  02920 
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profile 


20-test 


{for 


the  price  of  the  old  12  tests) 


Now  you  can  order  a profile  with  the  results  of 
the  12  tests  physicians  usually  request  - plus  8 new  ones.  Yet 
''  the  cost  is  the  same  or  lower.  How?  New  England  Medical  Laboratories 

has  installed  an  advanced,  new  third-generation  biochemical  blood  analyzer  that  is  computer- 
ized and  completely  automated.  You  get  a digital  print-out  that  is  easier  to  read,  more 
accurate  and  reliable,  and  contains  more  basic  diagnostic  information.  Right  now  it  is 
available  from  New  England  Medical  Laboratories,  one  of  the  largest,  full-service  laboratories 
in  this  area.  Courier  pickup  and  delivery  service  available.  For  detailed  information,  fill  out  and 
return  the  coupon,  or  call  toll  free  1-800-225-4603,  (Mass:  1-800-982-4700). 


QPlease  send  complete  information  including  fee  schedule  for  the  following: 
ONew  SMAC  20-test  standard  profiles 
DSpecial  Assay  and  RIA  Tests 
□ l would  be  interested  in  a free  trial 
(ZlHave  Laboratory  Services  Representative  contact  me 


Name 


Address 


City  State  Zip 


New  England 
Medical 

Laboratories,  Inc.  . 

1750  Washington  Street 
Holliston,  Massachusetts  01746 


RHODE  ISLAND  LABORATORY  LOCATIONS:  ISIS  Smith  Street,  North  Providence,  0291  1,  Tel:  401-3S3-I  370;  333  School  Street,  Pawtucket,  02860,  Tel:  401  •724-2970. 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N'^100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon® 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request, 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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An  Approach  To  The  Treatment 
Of  Patients  With  Hypertension 


Since  The  Mortality  And  Morbidity  As- 
sociated With  Hypertension  Can  Be 
Altered  By  Antihypertensive  Therapy^ 
Detection  Is  Important 


By  Joseph  A.  Chazan,  M.D.,  F.A.C.P. 

The  purpose  of  this  paper  is  to  review 
briefly  the  evaluation  and  treatment  of  pa- 
tients with  hypertension.  Since  available 
t]  eatment  can  decrease  mortality  and  reduce 
m.orbidity,  it  is  imperative  that  we  take  a 
fresh  look  at  our  approach  to  patients  with 
hypertension. 

DEFINITION 

In  a larp-e  population  blood  pressure  levels 
are  distributed  in  a bell-shaped  normal  dis- 
tribution curve.  Thus  hypertension  can  be 
defined  arbitrarily  as  those  values  which  are 
beyond  two  standard  deviations  of  the  mean. 
These  arbitrary  criteria  do  not  easily  identify 
borderline  values,  especially  when  consider- 
ing- the  multiple  factors  which  can  affect 
blood  pressure,  such  as  age,  sex,  and  weight. 
Taking  these  general  factors  into  considera- 
tion it  is  safe  to  say  that  in  adults  blood 
pressures  of  130/80mm  Hg  or  below  are 
clearly  normal  and  that  the  systolic  pressure 
t('iids  to  rise  with  age  and  may  be  as  high  as 
160mm  Hg  in  the  elderly  (older  than  65  years 
of  age)  without  necessarily  implying  disease 


JOSEPH  A.  CHAZAX.  M.D..  F.A.C.P.,  Medical 
Director,  Artijicial  Kidney  Center  oj  Rhode  Is- 
land; Clinical  Associate  Professor,  Brown  Univer- 
sity; Clinical  Associate  Professor,  University  of 
Vermont. 

Sponsored  by  the  Rhode  Island  Heart  Association. 


or  requiring  therapy.  In  general,  diastolic 
pressure  is  affected  much  less  by  age,  and 
recordings  above  95-1 00mm  Hg  are  generally 
considered  to  be  elevated  regardless  of  age, 
although  investigation  and  therapy  (which 
will  be  discussed  subsequently)  may  be  al- 
tered by  the  patient’s  age. 

In  infants  and  children  normal  values  have 
not  been  well  defined,  in  part  because  of 
technical  difficulties  in  obtaining  accurate 
data.  Therefore,  absolute  levels  of  blood  pres- 
sure which  are  abnormal  cannot  be  accu- 
rately identified,  but,  since  this  field  of  study 
is  currently  receiving  much  attention  normal 
values,  it  is  hoped,  will  be  better  defined  in 
the  near  future. 

CLASSIFICATION  OF  HYPERTENSION 

Patients  with  elevated  blood  pressure  as 
defined  above  can  be  divided  into  three  cate- 
gories: those  with  labile  hypertension,  those 
with  mild  but  sustained  hypertension,  and 
those  with  sustained  moderate  to  severe  hy- 
pertension. 

Labile  hypertension : Patients  in  this  group 
r,re  found  at  times  to  have  a normal  blood 
pressure,  while  at  other  times  an  elevated 
blood  pressure  is  observed  (usually  when  the 
patient  is  under  increased  anxiety  and 
stress).  The  prognosis  is  usually  excellent 
with  the  lability  of  blood  pressure  persisting 
indefinitely.  In  some  cases,  however,  sus- 
( Continued  in  Next  Page) 
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TABLE  I 


Frequent  Causes  of  Hypertension  and  Indicated  Diagnostic  Procedures 


CAUSES 

Intrinsic  Renal  Disease 
Renal  Arteiy  Disease 
Coarctation  of  the  Aorta 
Pheochromocytoma 
Primary  Aldosteronism 
Essential 


DIAGNOSTIC  PROCEDURES 

Senim  creatinine,  urine  culture  and  colony  count,  IVP,  24  hour  urine  protein 
IVP,  aortography.  Renin  (peripheral  and  renal  vein) 

Chest  X-ray,  aortogi’aphy 
Urinaiy  catecholamines,  VMA 
Serum  electrolytes,  renin,  aldosterone  secretion 
Combination  of  above  as  indicated 


tr.ined  elevation  of  blood  pressure  develops. 
It  is  important  therefore  to  follow  such  pa- 
tients periodically  and  evaluate  and  treat 
them  if  they  develop  sustained  hypertension. 

Mild  sustained  hypertension : Such  patients 
have  persistently  elevated  blood  pressure,  al- 
though the  absolute  values  may  be  only 
slightly  to  mildly  above  “normal”  (diastolics 
of  95-lOOmm  Hg).  It  is  difficult  to  generalize 
about  these  cases,  but  factors  such  as  age, 
weight,  and  end-organ  involvement  (cerebral 
vascular,  cardiac,  and  peripheral  vascular 
disease)  should  be  utilized  in  determining 
how  far  to  evaluate  and  how  vigorously  to 
treat  such  patients.  There  is  evidence  that 
patients  with  sustained  hypertension  in  this 
range  have  a decreased  mortality  and  less 
morbidity  if  their  blood  pressure  is  lowered. 

Moderate  to  severe  hypertension:  In  vir- 
tually all  patients  with  diastolic  blood  pres- 
sures greater  than  110mm  Hg  complete  in- 
vestigation and  appropriate  treatment  are 
indicated.  Parenthetically,  a sub-group  with 
Uialignant  hypertension  (diastolic  blood  pres- 
sure 120mm  Hg  or  greater  with  fundal 
changes  consisting  of  hemorrhages,  exudates, 
and  papilledema)  warrants  separate  discus- 
sion. Prior  to  treatment  all  of  these  patients 
were  dead  within  six  months.  Now  that  anti- 
hypertensive treatment  is  effective  the  pro- 
nosis  for  these  patients  has  greatly  im- 
proved, although  morbidity  is  still  substan- 
tial. 


ETIOLOGY  AND  EVALUATION 

The  common  causes  of  hypertension  and 
the  diagnostic  procedures  to  facilitate  classi- 
fication are  outlined  in  Table  I.  Although 
identifiable  and  treatable  causes  of  hyper- 
tension represent  only  about  10  per  cent 
of  the  patients,  it  is  important  to  identify 
such  patients  because  of  the  possibility  of 
complete  cure.  Patients  with  primary  aldos- 
teronism, pheochromocytoma,  and  coarcta- 
tion of  the  aorta  are  the  most  uncommon 
and  in  the  general  population  of  hyperten- 
sives together  account  for  less  than  1 per 
cent  of  the  total  patients.  Patients  with  renal 
disease,  usually  with  renal  functional  im- 
pairment, account  for  several  per  cent.  Since 
renal  failure  can  be  accelerated  by  the  ele- 
\-ated  blood  pressure,  it  is  doubly  important 
to  identify  and  treat  such  patients.  Patients 
with  renal  aiTery  stenosis,  which  is  respon- 
sible for  the  elevated  blood  pressure,  com- 
prise the  majority  of  patients  with  reversible 
causes  of  renal  failure.  It  is  important  to 
recognize  that  lenal  artery  stenosis  occurs 
with  increasing  frequency  as  a function  of 
age  and  progressive  atherosclerosis  and  in 
many  cases  is  not  responsible  for  the  ele- 
vated blood  pressure.  Thus  the  finding  of 
renal  artery  stenosis  must  be  evaluated  with 
other  findings  before  deciding  upon  the 
necessity  for  surgery. 

(Continued  on  Page  279) 


TABLE  II 

Diagnostic  Evaluation  of  Patients  with  Hypertension 
History  Family  history,  duration,  trauma  to  flanks 

Physical  examination  Bimit  over  renal  arteries,  peripheral  pulses,  cardiac  status,  fundal  vessels 

Radiology  Chest  X-ray,  rapid  sequence  IVP,  aortography 

Laboratory  Serum  creatinine,  24  hour  urine  for  protein,  urine  culture  and  colony  count/ 

urinary  catecholamines,  VMA,  peripheral  and/or  renal  vein  renin,  plasma  elec- 
trolytes, aldosterone  secretion 

TABLE  III 
Therapy 

Mild  Hypertension  Diuretics  and/or  Alphamethyldopa 

(Thiazides)  (Aldomet) 

Moderate  Hypertension  Propanalol  and  Hydralazine 

(Inderal)  (Apresoline) 

and/or 

Alphamethyldopa  (Aldomet) 

Severe  Hypertension  Any  of  the  above  plus  Guanethidine  (Ismelin) 


Measurement  Of  Blood  Pressure  In  Children 


Measurement  Of  Blood  Pressure  In 
Pediatric  Patients  May  Provide  Insights 
Into  Adult  Hypertension 


By  Pediatric  Cardiology  Council,  Rhode  Island 
Heart  Association* 

This  paper  is  concerned  with  the  measure- 
ment of  blood  pressure  in  children  beyond 
the  age  of  two  years.  The  detennination  can 
be  made  by  a physician  but  perhaps  more 
frequently  by  nurses  or  partimedical  person- 
nel. 

Almost  1 in  10  adults  exhibits  mild  per- 
sistent hypertension  making  this  a most 
common  chronic  disease  in  the  older  popu- 
lation. Hypertension  necessitating  treatment 
should  be  considered  end  stage  disease  with- 
out the  possibility  of  cure.  Unlike  other  dis- 
eases hypertension  presents  no  symptoms. 
Patients  feel  well  until  a major  complication 
occurs,  such  as  malignant  hypertension, 
stroke,  congestive  heart  failure,  dissecting 
aortic  aneurysm,  or  renal  damage. 

Since  the  age  of  onset  of  hypertension  is 
not  known,  blood  pressure  measurements 
should  be  a part  of  every  physical  examina- 
tion. It  is  implied  that  essential  hypertension 
in  the  adult  population  is  no  longer  a curable 
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disease  and  that  prevention  should  now  be 
our  concern  by  earlier  recognition  in  the 
pediatric  age  group. 

Observations  by  clinicians  and  epidemiolo- 
gists indicate  that  when  essential  hyperten- 
sion is  found  in  an  adult,  his  siblings’  blood 
pressure  levels  are  more  like  his  than  that 
of  the  general  population.  Recent  longitu- 
dinal studies  of  blood  pressure  in  childhood 
suggest  that  variance  of  blood  pressure  with- 
in families  is  significantly  less  than  among 
all  children  in  this  age  group.  The  concept 
of  the  “child  at  risk’’  based  on  a family  his- 
tory where  one  or  more  members  have  de- 
veloped hypertension  is  being  actively  inves- 
tigated. 

CURRENT  STANDARDS  OF  SYSTEMIC  BLOOD 
PRESSURE  IN  CHILDREN 

Table  I gives  the  50th  and  95th  percentiles 
for  systolic  and  diastolic  pressures  for  chil- 
dren and  teen-agers.  A single  detennination 
should  not  be  considered  valid.  Multiple  de- 
terminations over  months  to  years  may  be 
necessary  and,  if  abnormal,  should  then  lead 
to  a thoughtful  appraisal  of  the  problem. 

Severe  or  striking  elevation  of  pressures 
warrants  early  diagnostic  consideration. 

TECHNIQUE 

The  patient  should  be  supine,  relaxed,  and 
comfortable.  The  inner  rubber  bag  (not  the 
fabric)  must  be  wide  enough  to  cover  two- 
thirds  of  the  length  of  the  upper  arm  or 
thigh. 

(Continued  on  Next  Page) 
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TABLE  I 

Percentile  Values  for  Blood  Pressure  by  Age 
Systolic  Diastolic 

Pressure  Pressure 


Age 

50% 

95% 

50% 

95% 

0 to  6 mo. 

80 

110 

45 

60 

3 yr 

95 

112 

64 

50 

5 yr 

97 

115 

65 

84 

10  yr 

110 

130 

70 

92 

15  yr 

116 

138 

70 

95 

The  rubber  bag  length  should  be  at  least 
75  per  cent,  and  some  studies  suggest  100 
per  cent,  of  the  circumference  of  the  ex- 
tremity. The  Council  suggests  the  latter.  The 
dimensions  for  standard  cuffs  appear  in  Table 
II.  Using  a rubber  cuff  which  completely  en- 
circles the  extremity  obviates  any  risk  of 
misapplication.  A Velcro®  fabric  does  away 
with  cumbersome  wrapping  of  the  extremity 
and  makes  for  a snug  fit,  so  that  the  cuff 
pressure  can  be  communicated  evenly  to  the 
underlying  artery. 

The  location  of  the  artery  is  first  deter- 
mined by  palpation.  The  stethoscope  should 
be  applied  over  the  artery,  beyond  the  cuff, 
to  detect  the  Korotkoff  sounds.  The  cuff  must 
be  rapidly  inflated  to  a pressure  of  30mm  Hg 
above  the  expected  systolic  pressure.  The 
first  reduction  of  cuff  pressure  gives  the 
approximate  systolic  and  diastolic  pressures. 
The  cuff  is  deflated  to  zero.  After  a minute, 
the  cuff  can  be  re-inflated  as  before  and  a 
more  accurate  assessment  of  systolic  and 
diastolic  pressures  made  by  slowing  the  de- 
flation in  the  range  of  the  expected  valves. 
The  lower  the  pulse,  the  slower  the  deflation. 

The  phases  of  the  Korotkoff  sounds  are 
as  follows; 

Phase  I — “a  loud  clear-cut  snapping  tone.” 

Phase  II — ‘‘a  succession  of  murmurs.” 

Phase  III — “the  disappearance  of  the  mur- 
murs and  the  appearance  of  a tone  resem- 
bling to  a degree  the  first  phase  but  less 
well  marked.” 

Phase  IV — (the  tone)  “becomes  less  clear 
ill  quality  or  dull.” 

Phase  V — “the  disappearance  of  all 
sounds.’ 


TABLE 

II 

Cuff 

Width 

Length 

Designation 

cm 

cm 

Adult  (arm) 

11.9 

21.9 

Child  (arm) 

9.4 

21.3* 

Infant  (arm) 

8.9 

11.9 

Newborn  (arm) 

2.5 

5 

Adult  (thigh) 

17.5 

35 

(Courtesy  of  W.  A.  Baum 
Long  Island, 

Co.  Inc.,  Copiague, 
N.Y.) 

BRACHIAL 


CUFF 

WIDTH 


*Child  cuff  is  recommended  for  most  pediatric  pa- 
tients because  of  size  and  design. 

Phase  I,  IV,  and  V are  recorded.  Since 
there  is  frequently  a difference  between  the 
point  of  muffling  and  cessation  of  sound, 
both  pressures  should  be  recorded  according 
to  current  recommendations.  If  muffling  and 
silence  occurred  together,  the  pressure  might 
read  95/60/60.  The  site  of  measurement  and 
body  position  should  also  be  recorded. 

Under  the  above  condition  the  auscultatory 
systolic  pressure  in  the  arm  is  about  5mm  Hg 
below  direct  arterial  pressure.  With  muffling 
of  the  sounds  as  the  diastolic  criterion,  the 
auscultatory  diastolic  pressure  is  about  8mm 
Hg  above  true  pressure. 

The  measurement  of  blood  pressures  in 
the  pediatric  age  group  may  provide  some 
insights  into  that  end-stage  adult  disease 
called  essential  hypertension.  “An  ounce  of 
prevention  . . . .” 

References  and  reprints  available  on  request  to: 

R.  I.  Heart  Association 
40  Broad  Street 
Pawtucket,  RI  02860 
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Maximizing  Rehabilitation  Following  Cerebral  Vascular 
Accident:  The  Concept  Of  A Unified  Comprehensive 
Stroke  Team 


Maximum  Effectiveness  Can  Best  Be 
Achieved  Through  The  Medium  Of  A 
Unified  Comprehensive  Stroke  Team 


By  David  A.  Chatel  and  Dennis  Dunning,  M.S. 

A major  health  problem  today  is  the  rising- 
frequency  of  chronic  diseases  and  disability 
that  has  accompanied  increased  longevity. 
Individuals  who  have  suffered  a stroke  repre- 
sent the  second  largest  portion  of  the  dis- 
abled population.  Functional  recovery  follow- 
ing stroke  is  possible  in  many  cases.  However, 
a model  for  optimal  stroke  rehabilitation 
Vv^hich  has  been  implemented  successfully  in 
four  Rhode  Island  hospitals  remains  un- 
incorporated in  the  majority  of  hospitals  in 
our  state.  Since  physicians  represent  the 
most  influential  of  the  groups  which  consti- 
tute “the  hospital,”  this  gap  in  patient  care 
may  reflect  a reluctance  on  the  part  of  the 
medical  community  to  accept  changes  which 
are  perceived  as  a threat  to  traditional  treat- 
ment roles.  This  reticence  might  be  amelior- 
ated by  expanded  education  and  exposure  to 
the  actualities  of  Stroke  Unit  objectives  and 
operational  procedures. 

OBJECTIVE 

The  objective  which  represents  the  philo- 
sophical basis  for  Stroke  Unit  care  is  the 
coordinated  delivery  of  basic  restorative  serv- 
ices to  patients  with  completed  stroke.  This 
i.=!  accomplished  by  organizing  related  re- 
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sources  available  Mdthin  the  hospital  and 
thereby  integrating  the  treatment  of  physio- 
logical and  psychosocial  components  of  disa- 
bility in  the  rehabilitation  plan.  Stroke  Unit 
care  has  proven  effective  in  achieving  this 
objective  in  four  Rhode  Island  hospitals  in- 
cluding Rhode  Island  Hospital,  Westerly  Hos- 
pital, Our  Lady  of  Fatima  Unit  of  St.  Jo- 
seph’s Hospital,  and  the  Medical  Center  Gen- 
eral Hospital.  The  fundamental  position  upon 
which  the  implementation  of  the  unified 
Stroke  Team  approach  rests  is  that  “rehabili- 
tation is  an  essential  and  effective  component 
of  overall  management  of  disability  and  all 
its  consequences.”  If  this  basic  tenet  is  de- 
nied then  “therapeutic  nihilism  in  stroke  is 
sanctioned”  and  the  neglectful  treatment  of 
stroke  patients  may  continue.* 

The  Rhode  Island  Heart  Association  Stroke 
Council  seeks  to  further  expand  the  model 
for  coordinated  stroke  care  to  as  many  hos- 
pitals in  the  state  as  possible.  This  effort 
involves  the  eradication  of  some  of  the  bar- 
riers to  change.  One  possible  deterrent  may 
be  the  anxiety  felt  by  some  physicians  about 
therapeutic  treatment  by  members  of  sup- 
porting disciplines.  The  experience  in  those 
hospitals  where  physicians  have  been  ex- 
posed to  the  reality  of  a coordinated  team 
lias  negated  this  concern.  Furthemiore,  ad- 
ministrative objections  to  restructuring 
stroke  care  based  on  the  supposition  that 
the  change  will  entail  a significant  increase 
(Continued  on  Next  Page) 
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in  costs  are  largely  inaccurate  and  exag- 
gerated. 

A further  consideration  raised  as  an  ob- 
jection to  the  Stroke  Team  model  is  the  pos- 
sible problem  of  delineating  roles  and  func- 
tions among  team  members.  An  elaboration 
of  the  operational  procedures  and  team  mem- 
ber roles  might  clarify  the  purpose  of  multi- 
professional collaboration.  The  Stroke  Team 
concept  stresses  intragroup  communication 
in  the  planning  and  implementation  of  indi- 
vidualized rehabilitative  treatment.  In  order 
to  achieve  a high  level  of  coordinated  therapy 
a weekly  staff  conference  is  held  which  is 
chaired  by  the  Stroke  Coordinator  (physia- 
trist  or  other  M.D.)  and  attended  by  all  team 
members. 

STROKE  UNIT  ORGANIZATION 

The  Stroke  Coordinator  is  the  central  fig- 
ure of  the  Stroke  Team  in  gaining  support 
from  attending  physicians  and  encouraging 
referral  to  the  Unit.  It  is  essential  for  im- 
plementation of  the  Stroke  Team  concept 
that  this  physician  be  dedicated  to 
and  interested  in  stroke  rehabilitation.  So- 
phistication in  the  rehabilitation  and  neu- 
rology of  cerebral  vascular  disease  is  desir- 
able, but  sufficient  background  and  knowledge 
can  be  readily  acquired  through  visitations 
to  other  Stroke  Units  and  continuing  educa- 
tion. The  most  important  role  of  the  physi- 
cian-coordinator is  that  of  drawing  together 
all  of  the  paramedical  members  of  the  team 
in  a setting  conducive  to  open  dialogue  and 
eclectic  planning  for  individualized  treatment. 
This  is  done  through  individual  meetings 
and  consultations  and  in  formal  weekly  group 
meetings  chaired  by  the  coordinator.  Also 
the  Stroke  Coordinator  works  closely  with 
the  attending  physician  to  evaluate  the  pa- 
tient’s neurological  and  general  medical 
status.  The  coordinator  offers  suggestions  and 
advice  about  timing  of  rehabilitation  proced- 
ures, details  of  the  prescription,  and  possible 
psychosocial  problems.  The  primary  physician 
is  the  ultimate  decision-maker  for  patient 
treatment.  The  Stroke  Team’s  main  function 
is  to  free  the  primary  physician  from  the  de- 
tails of  stroke  management  and  to  provide 
feedback  from  the  team  conferences.  In  this 
way  restorative  training  can  be  advanced  as 
quickly  as  possible. 


In  order  more  fully  to  explicate  the  Stroke 
Team  concept  a brief  description  of  members 
and  roles  may  be  helpful.  The  actual  struc- 
ture in  any  hospital  may  vaiy  depending  upon 
hospital  resources  and  facilities,  but  this  out- 
line is  presented  as  one  “ideal”  possibility.'’ 
FUNCTIONS  OF  TEAM  MEMBERS 

The  rehabilitation  nurse  is  a primary  fig- 
ure in  the  Stroke  Team  model.  Nursing  in- 
volvement and  advocacy  of  stroke  rehabili- 
tation is  nearly  universally  enthusiastic. 
Once  the  attending  nurse  has  been  apprised 
of  a patient’s  admission,  she  infonns  the 
rest  of  the  team  and  institutes  early  preven- 
tive procedures  against  secondary  complica- 
tions such  as  bed  sores,  joint  muscle  con- 
tractions, and  excessive  deconditioning.  She 
manages  the  bed  adjustment  and  sees  to 
proper  body  alignment  and  positioning,  in- 
spects the  skin,  gives  active  and  passive 
range  of  motion  exercises,  gives  attention 
to  bowel  and  bladder,  particularly  the  wean- 
ing of  the  patient  from  the  catheter  through 
carefully  graded  steps.  As  the  source  of  con- 
tinued patient  contact  the  nurse  represents 
the  crucial  source  of  observed  changes  in 
overall  patient  condition  and  in  evaluating  re- 
habilitative successes. 

Subsequent  to  admission  to  the  Stroke  Unit 
and  as  soon  as  there  is  medical  stability,  the 
patient  is  involved  in  an  active  restorative 
program.  The  stroke  patient  receives  an 
elaborated  evaluation  of  both  disability  and 
remedial  prognosis.  Evaluation  will  involve 
thorough  neurological  examination  with  exact 
determination  of  the  sensory  and  motor  defi- 
cits as  well  as  residual  functions,  a complete 
medical  assessment  to  recognize  any  medical 
complications  which  may  impede  rehabilita- 
tion, and  lastly  social  and  psychological 
evaluations.  Based  on  these  assessments  the 
lehabilitation  program  for  the  stroke  patient 
will  include  other  appropriate  paramedical 
professionals. 

The  physical  therapist  maintains  a pre- 
scribed program  of  restorative  exercises  for 
the  hemiplegic  side  of  the  body.  In  most  cases 
m.uscle  re-education  is  indicated  during  the 
early  period  after  paralysis  to  reinforce  or 
assist  in  facilitating  the  spontaneous  recov- 
ery which  may  occur.  As  the  primary  witness 
to  progressive  functional  recovery,  the  phy- 
( Continued  on  Page  279) 
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Open  Heart  Surgery  In  Infancy 


Primary  Corrective  Surgery  In  Sympto- 
matic Congenital  Heart  Disease  In  In- 
fants Is  Desirable  In  Most  Cases 


By  A.  K.  Singh,  M.D.;  R.  B.  Garvvin,  M.D.;  G. 
X.  Cooper,  Jr.,  M.D.;  L.  Vargcis,  M.D.,  and 
K.  E.  Karlson,  M.D. 


Congenital  heart  disease  is  the  most  com- 
mon cause  of  death  in  infancy.  Approximately 
(i  to  8 infants  per  1000  live  births  are  born 
with  congenital  heart  disease,  and  60  per 
cent  will  die  within  the  first  year  of  life  if 
left  untreated.  Autopsy  studies  revealed  that 
80  per  cent  of  those  who  died  had  surgically 
correctable  lesions  even  though  the  lesions 
may  have  been  multiple  and  complicated. 
Therefore,  it  is  not  surprising  for  sympto- 
matic children  with  complicated  heart  disease 
to  have  open  heart  surgery  early  in  life. 
Large  numbers  of  symptomatic  infants  are 
being  operated  upon  each  year  with  increas- 
ingly good  results  (Table  I).  Improved  re- 
sults are  due  to:  1.  the  ability  to  do  a com- 
plete investigation  during  the  first  few  hours 
of  life,  2.  improvements  in  open  heart  sur- 
gical techniques,  and  8.  better  understanding 
of  pathophysiological  changes  during  the 
peri-operative  period. 

In  assessing  the  advantages  of  early  cor- 
lection  versus  palliative  operation  followed 
by  correction,  one  must  look  critically  at  the 
mortality  of  each  approach  before  deciding 
which  method  is  preferable.  Some  argu- 
ments in  favor  of  early  correction  are  not 
valid.  Among  these  spurious  arguments  are 

Division  of  Cardiovascular  Surgery  and  Pediatric 
Cardiology,  Rhode  Island  Hospital. 

This  is  one  of  a series  of  papers  supported  by  the 
Continuing  Education  Program  of  the  Rhode  Island 
Health  Science  Education  Council. 
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the  following:  (a)  that  it  is  better  psycho- 
logically for  the  parents  and  child  and  (b) 
that  it  is  less  costly. 

In  looking  at  the  results  of  surgery  the 
risk  of  open  heart  surgery  has  to  be  carefully 
weighed  against  the  natural  history  of  the 
disease  and  the  risk  of  prolonged  non-opera- 
tive treatment. 

We  shall  describe  briefly  recent  concepts, 
techniques  of  operation,  and  results  of  open 
heart  surgery  in  infancy. 

PERI-OPERATIVE  MANAGEMENT 

Any  child  who  requires  open  heart  surgery 
should  have  a complete  cardiac  catheteriza- 
tion and  angiocardiography  before  operation. 
Precise  diagnosis  can  prevent  serious  error 
in  indications  for  operative  treatment  of  the 
infant.  No  infant  should  be  considered  too 
small  or  sick  for  early  investigation,  because 
delay  in  diagnosis  or  operation  may  prove 
fatal.  Infants  in  severe  congestive  heart  fail- 
ure or  hypoxemia  may  need  aggressive  treat- 
ment prior  to  investigation,  such  as  monitor- 
ing of  arterial  and  venous  pressure,  correc- 
tion of  abnormal  acid-base  balance,  and  occa- 
sionally mechanical  ventilation.  Once  the 
diagnosis  is  made,  these  sick  infants  should 
be  operated  upon  without  delay. 

Anaesthesia  is  usually  induced  by  keta- 
mine and  maintained  with  nitrous  oxide  and 
oxygen  supplemented  by  halothane  0.5  per 
cent.  Pancuronium  is  used  as  a muscle  re- 
( Continued  on  Next  Page) 
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TABLE  I 

INDICATIONS  FOR  OPEN  HEART  SURGERY 
IN  INFANCY 

1.  No  palliation  available  but  satisfactory  correction 
possible  in  such  lesions  as: 

a.  Atrial  septal  defect  or  common  atrium 

b.  Aortic  stenosis 

c.  Mitral  stenosis  or  regurgitation 

d.  Transposition  of  great  arteries  (TGA) 

e.  Total  anamolous  pulmonary  venous  return 

f.  Triatrial  heart 

g.  Aorta-pul monar>'  window 

h.  Heart  tumor 

2.  Morbidity  and  Mortality  of  primary  correction  is 
equal  to  or  lower  than  palliation  -|-  secondary 
repair  with  lesions  such  as: 

a.  Ventricular  septal  defect 

b.  Tetralogy  of  Fallot 

3.  Unsatisfactory  palliation,  but  correction  a proba- 
bility: 

a.  Complete  atrio-ventricular  canal 

b.  Truncus  Arteriosus 

lyxant  throughout  the  operation.  The  venti- 
lation is  adjusted  to  maintain  arterial 
PaC02  between  30  and  40mm  Hg. 

When  a child  is  anaesthetized,  the  radial 
or  brachial  artery  is  cannulated  for  monitor- 
ing the  arterial  pressure  and  blood  gases. 
The  electrocardiogram,  temperature,  central 
venous  pressure,  left  atrial  pressure,  and 
urinary  output  are  monitored  during  the 
operation.  In  infants  we  use  the  Bentley 
Temp-trol®  oxygenator  with  the  Olson  roller 
pump,  heat  exchanger,  and  filter  for  cardio- 
pulmonary bypass.  The  oxygenator  is  primed 
with  heparinized  blood  if  the  child  is  less  than 
six  months  of  age;  otherwise  citrate-phos- 
phate-dextrose  (CPD)  blood  is  used.  Plasma- 
Lyte  is  added  to  the  primer  to  reduce  the 
hematocrit  to  28  per  cent.  The  pH  of  the 
blood  is  adjusted  with  sodium  bicarbonate 
if  metabolic  acidosis  is  present.  Conventional 
cardiopulmonary  bypass,  as  well  as  circula- 
tory arrest  at  19°C,  have  been  used  in  our 
institution  for  surgery.  When  conventional 
bypass  is  used,  the  patient  is  perfused  at  a 
flow  rate  of  2.6  L/min/M.2.  The  operation 
is  usually  performed  under  moderate  hypo- 
thermia of  28 °C  with  inteiTnittent  aortic 
cross-clamping. 

When  deep  hypothermia  with  circulatory 
arrest  is  used,  it  is  accomplished  with  com- 
bined surface  and  bypass  cooling. 

Anaesthesia  is  induced  with  halothane 
(0.5-1  per  cent),  and  paralysis  is  obtained 
with  succinylcholine  or  curare.  The  patient 
is  placed  on  a hypothermia  blanket  and  is 
surrounded  with  plastic  bags  containing 


crushed  ice.  The  nasopharyngeal  tempera- 
ture, electrocardiogram,  arterial  pressure, 
and  blood  gases  are  monitored  carefully.  By 
adding  CO2  to  the  anaesthetic  mixture  the 
arterial  PCO2  is  kept  between  50  and  60mm 
Hg  to  avoid  cerebral  vasoconstriction.  Thor- 
acotomy is  performed  at  26 °C.  After  hepar- 
inization the  ascending  aorta  is  cannulated 
and  a single  venous  cannula  is  inserted  into 
the  right  atrial  appendage.  The  child  is  then 
cooled  to  a nasopharyngeal  temperature  of 
19°C  on  bypass.  At  19°C  the  arterial  line  is 
clamped,  the  aorta  cross-clamped,  the  patient 
exsanguinated,  the  venous  cannula  removed, 
and  the  cavae  occluded.  Then  intracardiac 
repair  is  carried  out  in  a bloodless  field.  When 
the  repair  is  completed,  the  venous  cannula 
is  reinserted  into  the  right  atrium,  air  is 
evacuated  from  the  left  and  right  sides  of 
the  heart,  and  the  patient  is  rewarmed  to 
37°C  on  bypass.  Epicardial  pacemaker  wires 
and  a left  atrial  pressure  line  (LAP)  are 
inserted  in  every  case.  Circulatory  arrest  up 
to  70  minutes  at  19°C  is  considered  safe.  All 
patients  are  carefully  monitored  and  venti- 
lated postoperatively. 

This  in  brief  is  our  current  policy  in  the 
management  of  tlie  most  common  congenital 
heart  defects. 

TRANSPOSITION  OF  GREAT  ARTERIES  (TGA) 

Eighty  per  cent  of  patients  with  trans- 
position die  during  the  first  year  of  life.  The 
natural  history  of  TGA  has  been  modified 
by  the  balloon  atrial  septostomy.  However, 
despite  early  symptomatic  improvement, 
morbidity  and  mortality  remain  high  after 
the  first  year  of  life.  So  early  repair  is  de- 
siderable.'-^ 

Balloon  septostomy  is  performed  during  the 
initial  cardiac  catheterization  procedure  in  all 
infants  irrespective  of  associated  lesions.  Pa- 
tients with  simple  TGA  are  reinvestigated 
at  4 to  6 months  of  age,  and  redirection  of 
the  intra-atrial  venous  return  (Mustard 
operation)  is  performed  between  8 and  12 
months  of  age.  If  the  baby’s  condition  fails 
to  improve  or  deteriorates  after  adequate 
balloon  septostomy  and  there  is  no  left  ven- 
tricular outflow  tract  obstruction  (LVOTO), 
a Mustard  operation  should  be  perfomed  ur- 
gently, irrespective  of  the  age  of  the  infant. 
TGA  with  associated  patent  ductus  arteriosus 
(PDA)  may  cause  heart  failure  or  pulmonary 
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Fig.  1 

Retrograde  aortogram  showing  the  origin  of  pul- 
monary artery  behind  the  aorta. 

Tr.V  =Truncal  Valve 
\lPA=Main  pulmonary  artery 
Ao  =Aorta 


vascular  obstructive  disease  (PVOD)  by  the 
age  of  one  year.  The  PDA  should  be  ligated 
before  the  first  birthday  provided  there  is 
adequate  intra-atrial  mixing.  The  risk  of  the 
Mustard  operation  in  the  first  year  of  life 
is  less  than  10  per  cent. 

Patients  with  TGA  with  ventricular  septal 
defect  (VSD)  often  develop  heart  failure 
and  pulmonary  vascular  obstructive  disease. 
They  should  be  operated  upon  early  in  life. 
Our  current  policy  is  to  correct  the  defects 
between  the  ages  of  6 and  12  months.  Pul- 
monary artery  banding  (PAB)  is  indicated 
for  TGA  and  a large  septal  defect  in  small 
infants  under  3 months  of  age.  Later  on 
either  a Mustard  or  Rastelli  operation  can 
be  performed. 

In  TGA  with  VSD  and  LVOTO  a shunt 
should  be  done  if  necessary.  A Rastelli  type 
of  operation  is  performed  at  the  age  of  4 to  6 
years.  Atrial  arrhythmias,  systemic  and  pul- 
monary venous  obstruction,  and  tricuspid  in- 
competence are  well  recognized  late  compli- 
' cations  of  the  Mustard  operation,  but  with 
I the  use  of  Brom’s  trouser-shaped  pericardial 
patch  these  complications  are  less  and  less 
frequently  seen. 

; COMPLETE  ATRIO-VENTRICULAR  CANAL 

' This  condition  is  characterized  by  a cen- 
trally situated  septal  defect,  resulting  in  di- 
I rect  inter-atrial  and  interventricular  com- 
;|  munications  associated  with  anomalous  de- 
' velopment  of  the  atrioventricular  (A-V) 
valve  resulting  in  a common  A-V  valve.  The 
majority  of  infants  with  a complete  A-A’ 
canal  die  in  the  first  year  of  life  due  to  in- 
1 tractable  heart  failure.  The  management  of 


such  infants  remains  controversial.  Until  re- 
cently pulmonary  artery  banding  was  the 
only  surgical  treatment  for  such  infants  in 
intractable  heart  failure.  However,  results 
have  been  unsatisfactory.  Recently  several 
isolated  cases  of  successful  anatomic  correc- 
tion in  infancy  have  been  reported.®  One 
(Continued  on  Page  280) 


Fig.  2 

Surgical  repair  of  truncus  arteriosus  using  a valve 
conduit. 

RA  =Right  atrium 
RV  = Right  ventricle 
LA  =Left  atrium 
VSD=Ventricular  septal  defect 
.■\o  =Aorta 

MPA=Main  pulmonary  artery 


Open  Heart  Surgery  In  Infancy 


275 


Editorial 


SYMBIOSIS 


May  was  National  High  Blood  Pressure 
Month.  We  are  belatedly  taking  cognizance 
of  it  by  devoting  this  whole  issue  of  the 
Journal  to  cardiovascular  disease.  Other 
commitments  prevented  our  utilizing  the 
May  number  for  that  purpose. 

Three  papers  have  been  provided  through 
the  efforts  of  the  Rhode  Island  Heart  Asso- 
ciation, while  the  fourth  was  sponsored  by 
the  Rhode  Island  Health  Science  Education 
Council  (RIHSEC).  We  believe  that  our  sym- 
biotic relationship  with  the  latter  has  been 
felicitous  and  regret  that  this  paper  is  the 
last  of  the  present  series.  With  the  winding 
down  of  Tristate  Regional  Medical  Program 
iRMP)  federal  funding,  the  future  of 
RIHSEC  is  very  much  in  doubt  at  this  writ- 
ing. The  RIHSEC  staff  is  excellent,  and  in 
cur  estimation  the  organization  has  played 


a very  important  role  in  coordinating  edu- 
cation activities  in  the  state.  The  Rhode 
Island  Medical  Society  was  active  both  in  the 
conception  and  founding  of  RIHSEC  and  has 
maintained  a genuine  interest  in  its  well- 
being. We  hope  that  means  will  be  found 
to  continue  its  operations  and  that  we  can 
look  forward  to  receiving  papers  in  the  fu- 
ture as  part  of  its  and  our  postgraduate  con- 
tinuing education  programs. 

As  for  hypertension,  it  appears  that  screen- 
ing drives  continue  to  detect  many  inade- 
quately controlled  hypertension  patients  and 
new  cases.  We  trust  that  the  progi’am  of  the 
American  Heart  Association  and  similar  ef- 
forts will  alert  and  educate  both  the  public 
and  the  medical  profession  as  to  the  benefits 
of  early  detection  and  conscientious  long- 
term therapy. 


PNEUMOCYSTIS  PNEUMONIA 


This  acute  disease,  also  called  interstitial 
plasma  cell  pneumonia,  is  a pulmonary  in- 
fection of  debilitated  adults  and  infants,  in- 
cluding those  receiving  cytotoxic  drugs,  im- 
munosuppressive treatment,  cortisone,  and 
other  therapies  in  which  cellular  detritus 
containing  plasma  cells  appears  in  the  lung- 
tissue.  Pneumocystis  carinii,  the  causative 
agent,  belong  to  a genus  of  organisms  of  un- 
certain status,  but  considered  to  be  a proto- 
zoan, probably  sporozoa. 

The  pulmonary  infection  is  now  recognized 
as  the  leading  cause  of  death  from  infection 
in  patients  with  a hematologic  malignant  con- 
dition, but  who  are  in  remission.  Since  1969 
more  than  80  patients  with  pneumocystis 
imeumonia  have  been  treated  at  the  National 
Cancer  Institute. 

Effective  treatment  requires  suspicion  of 
the  infection  in  susceptible  patients  and  rapid 
identification  of  the  organism.  Specific  iden- 
tification of  nonbacterial  causes  of  pneu- 
monia is  often  difficult,  since  the  offending 


agent  is  usually  not  recognizable  by  examina- 
tion of  the  sputum  or  bronchial  washings. 
When  the  pneumonia  appears  as  a diffuse 
process,  profound  hypoxia  is  not  uncommon 
and  sur\'ival  requires  respiratory  support, 
early  diagnosis,  and  prompt  treatment. 

The  commonest  symptoms  are  fever,  non- 
productive cough,  malaise,  and  breathless- 
ness. Auscultation  reveals  no  characteristic 
signs.  Profound  hypoxia  respiratory  alkalosis, 
anemic  leukopenia,  and  thrombocytopenia  are 
common  findings.  The  chest  film  shows  dif- 
fuse pulmonary  infiltrate.  Early  in  the  dis- 
ease the  infiltrate,  which  is  centrally  located, 
is  minimal.  Pulmonary  nodularity,  pneumo- 
thorax, and  pleural  effusion  are  absent. 

When  the  disease  is  suspected,  prompt 
limited  anterior  thoracotomy  and  lung  biopsy 
is  the  recommended  diagnostic  procedure. 
Needle  biopsy,  besides  providing  an  inade- 
quate specimen,  presents  a considerable  risk 
of  hemorrhage,  and  pneumothorax  has  been 
(Continued  on  Page  278) 
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PNEUMOCYSTIS  PNEUMONIA 

(Continued  from  Page  276) 

reported.  Respiratory  care  unit  management 
is  essential  following  the  operation,  but  the 
risk  of  the  procedure  appears  to  be  accept- 
able and  provides  a definitive  diagnosis.  Both 
frozen  section  and  permanent  staining  tech- 
niques are  utilized. 

Pneumocystis  pneumonia  is  curable.  Treat- 
ment with  pentamidine  isethionate,  an  anti- 
trypanosomal agent,  is  definitive.  If  the  pa- 
tient is  very  ill  and  the  disease  is  suspected, 
treatment  may  be  started  on  suspicion  before 
a definite  diagnosis  is  available  without  any 
special  risk  to  the  patient. 

According  to  Michaelis,  et  al.‘  early  diag- 
nosis and  prompt  treatment  will  reduce  the 
mortality,  which  in  the  past  has  been  high. 
Constant  awareness  of  the  possibility  of  pneu- 
mocystis  pneumonia  in  susceptible  individuals 
is  important.  Willingness  in  the  part  of  the 
surgical  consultant  to  obtain  sufficient  lung 
tissue  for  rapid  determination  of  the  diag- 
nosis is  an  essential  ingredient.  Open  lung 
biopsy  is  usually  the  indicated  procedure,  and 
attention  to  appropriate  operative  technique 
and  pre-  and  postoperative  care  will  minimize 
the  risks  of  thoracotomy  in  these  critically 
ill  patients. 

A new  serious  infectious  disease,  no  longer 
rare  or  exotic,  must  be  added  to  the  reper- 
tory of  the  practicing  physician.  Since  it  is 
curable  when  diagnosis  is  timely,  it  is  im- 
portant that  it  be  kept  in  mind  when  sus- 
ceptible individuals  present  with  obscure 
severe  pulmonary  disease. 
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Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella-Aerobacter  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine  hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 
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When  pain 

complicates  acute  cystitis' 

Azo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  andlOO  mg  phenazopyridine  HCI. 

forthepain  for  the  pathogens 


□ Early  relief  of  painful  symp 
toms  such  as  burning  and 
discomfort  associated  with 
urgency  and  frequency. 

□ Effective  control  of  sus- 
ceptible pathogens  such  as 
f . coll,  Klebsiella-Aerobac- 
ter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  fre- 
quently, Proteus  vulgaris. 


*nonobstructed;  due  to 
susceptible  organisms 


□ Appropriate  antibacterial 
therapy:  up  to  three  days  with 
Azo  Gantanol,  then  1 1 days 
with  Gantanol®  (sulfamethox- 
azole). 
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UmXDE 

MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHlOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  p>eriodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


*■ 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension, Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F),  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


I Upjohn  : 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medrol  4 mg  Dosepak* 

methylprednisolone,  Upjohn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

D Can  relieve  nausea  and  vonriting  often  associated  with  vertigo!' 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Anti  vert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Chewahle  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


’'INDICATIONS,  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  —National  Research  Qiuncil  and/or  other  information.  FDA  has  classified 
the  indications  as  follows: 

Effective:  .Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Po.sMb/y  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vesnbular  system. 

Rnal  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg 
nancy  or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  th( 
teratogenic  effect  of  the  drug  in  rats 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestatior 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  1(X)  mg-/ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper 
sensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patient!] 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating] 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children] 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVTRSE  REACmONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurtec] 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  PharmaceutiMis , 


Antivert725 


New  York.  New  York  10017 


(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


AN  APPROACH  TO  THE  TREATMENT 
OF  PATIENTS  WITH  HYPERTENSION 

(Continued  from  Page  268) 

Over  90  per  cent  of  patients  with  elevated 
blood  pressure  have  essential  hypertension. 
Evaluation  must  be  individualized.  Older 
patients  with  mild  to  moderate  hypertension 
of  many  years  duration  need  little  evalua- 
tion, while  similar  patients  with  a recent 
onset  of  elevated  blood  pressure  may  need 
more  extensive  investigation.  In  general,  pa- 
tients with  mild  to  moderate  hypertension 
should  have  evaluation  of  renal  function, 
serum  electrolytes,  and  in  most  cases  an  in- 
travenous pyelogram.  Patients  with  severe 
hypertension,  together  with  those  who  have 
some  unusual  manifestations,  such  as  recent 
onset,  abdominal  bruit,  abnonnal  intravenous 
pyelogram,  and  elevated  peripheral  renin, 
should  be  considered  as  candidates  for  aorto- 
graphy (Table  II). 

THERAPY 

The  approach  to  therapy  must  be  indi- 
vidualized, although  some  generalizations  are 
in  order  (Table  III).  In  mild  hypertension 
with  diastolic  blood  pressures  between 
90-1 10mm  Hg  and  without  end-organ  involve- 
ment salt  restriction  in  conjunction  with  one 
of  the  antihypertensives,  such  as  diuretics, 
alphamethyldopa,  or  both,  is  appropriate.  In 
general,  I prefer  alphamethyldopa  over  diu- 
retics because  it  is  more  effective  alone  and 
is  associated  with  fewer  biochemical  side 
effects.  An  alternative  approach  is  the  use 
of  hydralazine  and  propranolol.  This  has  re- 
cently been  described  as  being  especially  ef- 
fective in  patients  with  elevated  renin, 
although  the  elevated  renin  is  not  secondary 
to  renal  artery  stenosis.  Preliminary  reports 
are  encouraging,  and  this  combination  may 
prove  to  be  effective  in  many  patients  need- 
ing therapy.  In  patients  with  more  severe 
hypertension  the  use  of  several  drugs  is  gen- 
erally required.  It  is  often  necessary  to  com- 
bine diuretics  with  alphamethyldopa  and 
guanethidine.  The  dosage  of  each  drug  must 
be  adjusted  separately. 

SUMMARY 

It  is  now  recognized  that  the  mortality 
and  morbidity  associated  with  hypertension 
can  be  altered  by  antihypertensive  therapy. 
Therefore,  it  is  important  to  identify  patients 
with  elevated  blood  pressure  and  initiate 
therapy  after  appropriate  investigation. 

June,  1976 


MAXIMIZING  REHABILITATION  FOL- 
LOWING  CEREBRAL  VASCULAR 
ACCIDENT 

(Continued  from  Page  272) 
sical  therapist  must  be  consulted  in  rehabili- 
tation plans  involving  ambulation,  range  of 
motion,  mobility  training,  mobilization  activi- 
ties, and  related  functions. 

Since  impaired  communication  is  a fre- 
quent complication  of  stroke,  all  personnel 
concerned  with  rehabilitation  must  recognize 
the  significance  of  language  handicaps.  When 
indicated,  a speech  pathologist  conducts  early 
diagnosis  of  speech  problems;  provides  con- 
sultation to  hospital  staff.  Stroke  Team 
members,  and  the  family.  The  family  is 
taught  how  to  communicate  best  with  the  pa- 
tient, particularly  during  the  post-operative 
period. 

At  the  same  time  as  the  progressive  re- 
habilitation program  is  initiated  by  the  other 
team  members,  the  social  worker  appraises 
patient  and  family  resources,  identifies  poten- 
tial psychosocial  difficulties,  orients  family 
members  to  alternatives  in  social  adjustments, 
and  actively  participates  in  discharge  plan- 
ning including  referral  to  community  re- 
sources. It  is  important  for  the  social  worker 
to  attend  staff  conferences  to  insure  integra- 
tion of  psychosocial  considerations  in  the 
comprehensive  rehabilitation  plan. 

One  other  important  component  of  the 
Stroke  Team  is  occupational  therapy.  In  the 
attempt  to  help  the  stroke  patient  achieve 
independence  in  the  essential  activities  of 
daily  living,  the  occupational  therapist  plays 
a crucial  role.  Obstacles  to  performance  are 
analyzed  when  the  patient  presents  over- 
lapping problems  such  as  hemianopia,  com- 
munication disorders,  and  spasticity.  Occu- 
pational therapists  are  uniquely  trained  in 
the  evaluation  and  management  of  the  com- 
plex dysfunctions  caused  by  severe  cerebral 
damage.  In  the  context  of  the  Stroke  Team, 
the  occupational  therapist  is  responsible  for 
1)  evaluating  patients  to  determine  range 
of  motion  and  sensory  deficits,  and  their 
ability  to  perfonn  motor  tasks;  2)  develop- 
ing a positive  program  in  functional  activi- 
ties and  self  care  methods;  and  3)  supple- 
menting limited  motor  recovery  by  teaching 
one-handed  techniques,  training  in  the  use 

(Continued  on  Next  Page) 
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of  self-care  devices,  adjustive  equipment,  or 
both,  and  review  of  environment  situation 
for  potential  modifications.  These  functions 
can  be  accomplished  most  effectively  through 
cross-channel  communication  with  the  other 
medical  professionals  on  the  Stroke  Team. 

COOPERATION  AND  COMMUNICATION 
In  order  for  the  Stroke  Unit  to  achieve 
its  objective  the  cooperation  and  communi- 
cation between  all  team  members  is  essential. 
Other  professionals  than  the  ones  mentioned 
may  be  included  as  individual  needs  develop. 
However,  the  six  team  members  considered 
here  constitute  a sufficient  model  for  or- 
ganizing professional  resources  toward  the 
common  goal  of  developing  an  integrated 
rehabilitation  plan  individualized  to  patient 
needs.  Smaller  hospitals  with  fewer  person- 
nel resources  will  be  required  to  modify  this 
outline  for  pragmatic  reasons.  The  primary 
obstacle  to  implementing  such  a program  ap- 
pears to  be  administrative  resistance  and  lack 
of  physician  support.  However,  these  view- 
points appear  to  be  changing.  As  dem- 
onstrated in  several  hospitals  within  the 
state,  the  Stroke  Unit  concept  can  be  pro- 
moted through  the  necessary  channels  by 
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combining  the  support  and  initiative  of  an 
interested  physician  and  a group  of  dedicated 
nurses. 

Results  of  the  effectiveness  of  stroke  re- 
habilitation in  the  Stroke  Unit  at  Rhode  Is- 
land Hospital  have  been  presented  in  a re- 
cent papers  by  McCann  and  Culbertson^  and 
Dunning.2  Considering  the  demonstrated  al- 
ternatives for  improving  in-hospital  stroke 
care,  it  is  truly  regrettable  that  some  hospi- 
tals may  be  offering  less  than  optimal  re- 
habilitation conditions  to  stroke  patients. 
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OPEN  HEART  SURGERY  IN  INFANCY 

(Continued  from  Page  275) 
should  probably,  therefore,  repair  the  com- 
plete A-V  canal  in  the  presence  of  congestive 
heart  failure  in  infancy. 

TETRALOGY  OF  FALLOT 

Children  with  blue  spells  or  hypoxemia 
should  have  their  defects  corrected  early  or 
have  an  urgent  shunt  operation.-^’®  Because 
the  risk  of  a shunt  procedure  is  high  in  in- 
fants under  6 months  of  age,-*  early  correc- 
tion is  preferred  in  many  centers  with  good 
lesults  reported.^'^  At  the  present  time  the 
only  contraindications  to  early  correction  in 
infancy  are:  1.  pulmonary  artery  branch 
stenosis,  2.  atresia  of  the  main  pulmonary 
artery,  and  3.  anomalous  origin  of  the  left 
coronary  artery  with  the  artery  crossing 
the  right  ventricular  outflow  tract. 

Critical  evaluation  of  the  long-term  results 
for  primary  correction  will  be  necessary  for 
comparison  with  those  for  two-stage  correc- 
tion. 

VENTRICULAR  SEPTAL  DEFECT  (VSD) 

Most  infants  with  VSD  can  be  kept  alive 
on  medical  management,  but  the  mortality 
(Continued  on  Page  282) 


280 


Rhode  Island  Medical  Journal 


OFFICES  FOR  RENT 
FOR  PHYSICIANS 

STEVEN  MEDICAL  BUILDING 

712  OAKLAWN  AVE..  CRANSTON.  R.l. 
Air  Conditioned,  Oxygen-Suction 
System,  Intercom  System,  Parking 
Centrally  Located  to  Most  Hospitals 
CALL 

942-0050  or  944-1469 


E.  P.  Anthony, 

Inc. 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  1. 
GAspee  1-2512 

Pharmacy  License  No.  225 

Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


June,  1976 


281 


I'or  VSD  with  congestive  heart  failure  treated 
medically  is  high,  about  27  per  cent."  In  the 
past,  pulmonary  artery  banding  (PAB)  was 
the  treatment  of  choice  for  large  VSD  with 
heart  failure  in  infancy.  Although  the  mor- 
tality was  low,  it  is  a palliative  operation  and 
requires  reoperation.  At  the  present  time 
primary  closure  of  VSD  is  preferred,  and  the 
risk  of  closure  of  the  VSD  is  the  same  as 
that  for  PAB.  A large  VSD  with  large  pul- 
monary blood  flow,  should  be  repaired  before 
the  age  of  2 years.-  Recent  data^  suggest  that 
closure  of  a large  VSD  in  infants  under  2 
years  of  age  is  not  associated  with  late  de- 
velopment of  pulmonary  vascular  obstructive 
disease,  which  frequently  occurs  if  operation 
is  delayed. 

TOTAL  ANOMALOUS  PULMONARY  VENOUS 
DRAINAGE 

This  condition  is  a common  cause  of  hy- 
poxemia and  heart  failure  in  the  first  few 
v'eeks  of  life.  Eighty  per  cent  of  infants  with 
this  anomaly  die  within  the  first  year  of 
life  if  it  is  left  uncorrected.  Some  infants  are 
critically  ill  and  require  intensive  pre-opera- 
tive care,  complete  investigation,  and  surgi- 
cal correction  on  an  emergency  basis.  At  the 


HOME  and  PROFESSIONAL 
OFFICE  FOR  SALE 
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time  of  surgery  the  vertical  vein  is  ligated 
und  the  common  trunk  anastomosed  to  the 
left  atrium.  The  overall  risk  of  operation  in 
infants  under  1 year  of  age  is  30  to  50  per 
cent,  substantial,  but  half  the  risk  of  that 
for  non-operative  management.'  ^ 

TRUNCUS  ARTERIOSUS 

This  relatively  rare  congenital  anomaly  is 
characterized  by  a single  large  arterial  trunk 
originating  from  the  base  of  the  heart,  which 
gives  rise  to  the  pulmonary  and  coronary 
arteries  and  is  usually  accompanied  by  a 
\'SD.  Until  recently  pulmonary  artery  band- 
ing was  the  operation  of  choice  in  infants 
with  congestive  heart  failure,  but  the  mor- 
tality of  this  operation  has  been  high."  Due 
to  the  poor  results  of  PAB,  together  with 
the  knowledge  that  pulmonary  vascular  dis- 
ease can  develop  rapidly,  we  have  adopted 
the  policy  of  early  total  repair  of  sympto- 
matic infants  with  this  lesion  using  a valved 
conduit  (Hancock)  (Figures  I and  II).  Thus 
far  the  results  of  early  correction  seem  to 
be  encouraging. 

SUMMARY 

About  half  of  the  infants  born  with  con- 
genital heart  anomalies  die  during  the  first 
yea)-  of  life  if  the  disorder  remains  untreated. 

Primary  corrective  surgery  should  be  of- 
fered to  symptomatic  infants  with  congenital 
heai’t  disease  if  possible  and  on  an  elective 
basis  to  patients  with  transposition  of  the 
gi-eat  arteries.  Early  diagnosis  and  operation 
can  improve  the  poor  prognosis. 
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Books  Received  For  Review 


The  Editor  acknowledges  the  receipt  of  the 
following  books  and  thanks  the  publishers 
for  sending  them.  We  shall  have  as  many  as 
possible  reviewed.  The  volumes  are  greatly 
appreciated  and  will  be  added  to  the  Library’s 
collection  where  they  will  be  available  to 
readers. 

Ciba  Foundation  Symposium  36  (n.s.)  THE 
FUTURE  AS  AN  ACADEMIC  DISCI- 
PLINE. Amsterdam,  Elsevier/Excerpta 
Medica,  1975. 

THE  HEALER’S  ART.  A new  approach  to 
the  doctor-patient  relationship  by  Eric  J. 
Cassell,  M.D.  Philadelphia  and  New  York, 
J.  B.  Lippincott  Company,  1976.  $8.95. 

THE  CARBO-CALORIE  DIET  COOKBOOK, 
by  Donald  S.  Mart.  Garden  City,  New  York, 
Doubleday  & Co.,  Inc.,  1976.  $1.95. 

HOME  AND  FAMILY  MEDICAL  EMER- 
GENCIES. A Guide  to  Prevention  and  First 
Aid  by  Seth  F.  Abramson,  M.D.  and  Dodi 
Schultz.  New  York,  Dell  Publishing  Co., 
Inc.,  1973.  $2.25. 
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DEAR  DOCTOR : IT’S  ABOUT  SEX  by  Law- 
rence E.  Lamb,  M.D.  New  York,  Dell  Pub- 
lishing Co.,  Inc.,  1973.  $1.95. 

STUTTERING  SOLVED  by  Martin  F.  Sch- 
wartz, Ph.D.  New  York,  J.  B.  Lippincott 
Company,  1976.  $7.95. 

Ciba  Foundation  Symposium  37  (n.s.)  CON- 
GENITAL DISORDERS  OF  ERYTHRO- 
POIESIS.  Amsterdam,  Elsevier  Excerpta 
Medica,  1976. 

HERESIES  by  Thomas  Szasz.  Garden  City, 
New  York,  Doubleday  & Co.,  Inc.,  1976.  183 
pages.  $2.95. 

CORRELATIVE  NEUROANATOMY  AND 
FUNCTIONAL  NEUROLOGY.  16th  Edi- 
tion. By  Joseph  G.  Chusid,  M.D.  Los  Altos, 
California,  Lange  Medical  Publications, 
1976.  $10.00. 

THE  INTERDISCIPLINARY  ROLE  OF  THE 
NURSING  HOME  MEDICAL  DIRECTOR, 
by  Michael  B.  Miller,  M.D.  Wakefield, 
Massachusetts,  Contemporary  Publishing, 
Inc.,  1976. 

HYSTERECTOMY.  A complete  up-to-date 
guide  to  everything  about  it  and  why  it 
may  be  needed.  By  Nancy  Nugent.  Garden 
City,  New  York,  Doubleday  & Co.,  Inc., 
1976.  $6.95. 

STEP  RIGHT  UP,  by  Brooks  McNamara. 
Garden  City,  New  York,  Doubleday  & Co., 
Inc.,  1976.  $12.95. 

t t i 


Peripatetics 

On  May  3,  1976  a dinner  was  held  by  the 
Miriam  People,  a philanthropic  group  asso- 
ciated with  the  Miriam  Hospital.  At  this  din- 
ner, held  prior  to  the  50th  Annual  Meeting  of 
The  Miriam  Hospital  Corporation,  several 
physicians  who  were  on  the  original  medical 
staff  or  board  of  trustees  of  Miriam  in  1926 
were  honored.  Those  honored  included:  Doc- 
tors MAURICE  ADELMAN,  HAROLD  G. 
CALDER,  HAROLD  LIBBY,  SAMUEL 
MOREIN,  MEYER  SAKLAD,  and  JOSEPH 
WEBBER. 
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BICENTENNIAL  ISSUE 


Both  ofteni 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc) 
and/or  severity  of  grand  mal  seizures  mai 
require  increased  dosage  of  standard  anti  ' 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in-  I 
crease  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in-  j 
gestion  of  alcohol  and  other  CNS  depres-  fl 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  | 
occurred  following  abrupt  discontinuance  | 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  ( 


-■/  , 


2-mg,  5-nig,  10-mg  scored  tablets 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


iSurveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
jnarcotics,  barbiturates,  MAO  inhibitors 
land  other  antidepressants  may  potentiate 
fits  action.  Usual  precautions  indicated  in 
joatients  severely  depressed,  or  with  latent 
llepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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When  patients  like  these 
need  B & C therapy 

• The  patient  with  a chronic  disease 

• The  patient  with  a febrile  illness 

• The  problem  drinker 

• The  patient  with  a Gl  disorder 

• The  surgical  patient 


BEROCCA  TABLETS 

• Provides  the  needed 
nutritional  support 
•Available  on  ^only 

Balanced  high  potency  B-complex 
plus  500  mg  vitamin  C 

If  you  wish  to  receive  a complimentary  bottle  of  100  BEROCCA® 
Tablets,  simply  write  an  Rx  on  your  prescription  blank  (see 
sample  below).  Then  tear  out  this  page,  fold,  enclose  the  Rx  and 
mail— it  is  your  postage-paid,  pre-addressed  envelope. 


Virtually  no  odor  or  aftertaste 

Please  see  complete  product  information, 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  Bi)  . . 15  mg 

Riboflavin  (Vitamin  B2) V 1 5 mg 

Pyridoxine  HCI  (Vitamin  Be)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  Bi 2) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 


Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins  are 
required  prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with  pernicious 
anemia  who  receive  more  than  0. 1 mg  of  folic 
acid  per  day  and  who  are  inadequately  treated 
with  vitamin  B12. 


Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100  and  500. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


FIRST  CLASS 
PERMIT 
NO.  1185 
NUTLEY,  N.  J. 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


Postage  will  be  paid  by 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
N Utley,  New  Jersey  07110 


Attn:  Professional  Services 


AMA  September  CME  Program  In  New  Hampshire 


Today,  state  medical  associations,  medical 
specialty  societies,  and  medical  groups  in  in- 
creasing numbers  are  making  continuing  med- 
ical education  a requirement  of  membership. 
And  more  and  more  physicians,  through  their 
own  initiative,  are  updating  their  medical 
knowledge  and  skills  through  C.M.E.  The 
AMA  Physician’s  Recognition  Award  fulfills 
the  C.M.E.  requirements  of  many  of  these  or- 
ganizations and  individual  physicians. 

Recognizing  the  importance  of  C.M.E.  to 
its  members,  the  AMA  has  greatly  expanded 
its  C.M.E.  programs. 

The  purpose  of  the  regional  programs  is  to 
make  it  easier  and  more  convenient  for  you  to 
continue  your  medical  education  by  bringing 
the  meetings  closer  to  your  hometown  and  by 
scheduling  them  on  the  weekends  to  avoid  in- 
terference with  your  practice. 

The  meetings  feature  postgraduate  courses 
in  clinical  medicine  and  many  will  provide  you 
v.’ith  the  opportunity  to  complete  as  many  as 
16  hours  of  credit  in  Category  I towards  the 
AMA  Physician’s  Recognition  Award. 

The  New  England  Regional  Meeting  will  be 
held  at  PORTSMOUTH,  N.H.,  Sept.  10-12, 
1976.  Presented  by  the  AMA  Council  on  Sci- 
entific Assembly  in  cooperation  with  Boston 
University  Medical  Center,  Brown  University 
Division  of  Biological  and  Medical  Sciences, 
Dartmouth  University  School  of  Medicine, 
Harvard  Medical  School,  Tufts  University 
School  of  Medicine,  University  of  Connecticut 
Health  Center,  University  of  Massachusetts 
School  of  Medicine,  and  University  of  Ver- 
mont School  of  Medicine. 

Also  presented  in  cooperation  with  the  Con- 
necticut State  Medical  Society,  Maine  Medical 
Association,  Massachusetts  Medical  Society, 
New  Hampshire  Medical  Society,  Rhode  Is- 
land Medical  Society,  and  the  Vennont  State 
Medical  Society. 


Meals  — Breakfast  and  lunch  will  be  pro- 
vided for  all  course  registrants. 

Course  Location  and  Hotel  Accommodations 
— Courses:  The  Wentworth  By-The-Sea, 
Portsmouth,  NH  03854.  Phone  (603)  436- 
3100.  Hotel  reservations  should  be  made  di- 
rectly with  the  hotel  by  the  registrant.  When 
writing  or  phoning  for  reservations  at  the 
Wentworth,  please  identify  yourself  with  the 
AMA  meeting. 

Friday-Saturday,  Sept.  10-11,  8:00  A.M.- 
5:00  P.M.  (16-hour,  2-day  course:  $180) 

N-1.  Basic  and  Advanced-Life  Support  (Car- 
diopulmonary Resuscitation/ CPR) 
Friday,  Sept.  10,  9:00  A.M.-4:00  P.M.  (6- 
hour,  1-day  courses:  $70) 

N-2.  Infectious  Diseases 
N-3.  Dermatology  for  Non-Dermatologists 
N-4.  Medical  Problems  in  Pregnancy 
N-5.  Immunology  1976 
Saturday,  Sept.  11,  9:00  A.M.-5:00  P.M.  and 
Sunday,  Sept  12,  9:00  A.M.-Noon  (11-hour,  2- 
day  course:  $130) 

N-6.  Advanced  Public  Speaking  Seminar 
Saturday,  Sept.  11,  9:00  A.M.-4:00  P.M.  (6- 
hour,  1-day  courses:  $70) 

N-7.  Office  Gynecology 
N-8.  Office  Psychiatry 
N-9.  Practice  Management  Seminar 
Sunday,  Sept.  12,  9:00  A.M.-4:00  P.M.  (6- 
liour,  1-day  courses:  $70) 

N-IO.  Human  Sexuality 
N-11.  Drugs  of  the  Decade 
N-12.  Cardiac  Rehabilitation  and  Arrhythmi- 
as 

N-1 3.  Acid-Base,  Fluids,  and  Electrolyte  Bal- 
ance. 

We  hope  you  will  take  advantage  of  this 
important  AMA  service.  For  more  infoima- 
tion  on  AMA  membership  and  its  many  ben- 
efits and  sendees,  write : AIVIA  Department  of 
Federation  Affairs,  535  N.  Dearborn  St.,  Chi- 
cago, IL  60610. 
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MALPRACTICE 

QUESTIONS 

Depend  on  Starkweather  & Shepiey 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty.. .Starkweather  & Shepiey  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepley.Nc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 
Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


Choice  Medical  Professional  Building 

East  Providence 

• 2'/2  STORY  - 24  X 32  - A-1  CONDITION 

• 1ST  FLOOR:  768  SO.  FT.  - 3 LARGE  OFFICES,  RECEPTION  AREA, 

KITCHEN,  BATH 

• 2ND  FLOOR:  768  SO.  FT.  - 4 LARGE  OFFICES,  BATH 

• 3RD  FLOOR:  4 ROOMS  STORAGE 

• FULL  LEVELED  DRY  BASEMENT 

• 200  AMP  ELECTRICAL  SERVICE 

• 180x  50  LOT  - PARKING 

• HARDWOOD  FLOORS  AND  WALL  TO  WALL  CARPETING 

• WELL  WORTH  $80,000 

Contact:  Ron  Burnett,  GRI 

C.  A.  Lindberg,  Realtors 

235  Taunton  Avenue,  Seekonk,  Mass. 

336-9600 
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BASIC  SCIENCE  SEMINARS,  INC. 

Presents 

INTRODUCTION  TO  CLINICAL 
PULMONARY  PHYSIOLOGY 

A Post  graduate  Course  by  the 
Office  of  Continuing  Medical  Education 

Brown  University  Program  in  Medicine 

This  course  has  been  designed  for  physicians  who  have  not  been  exposed  to  the  basic  fundamentals 
of  clinical  pulmonary  physiology.  It  is  intended  to  provide  these  fundamentals  and  to  develop  the 
ability  to  recognize  and  treat  commonly  encountered  clinical  problems. 


FACULTY 


Sidney  S.  Braman,  M.D.,  Assistant  Professor  of 
Medicine,  Brown  University  Program  in  Medi- 
cine; Director  of  Pulmonary  Division,  Rhode  Is- 
land Hospital. 


Allan  D.  Erickson,  M.D.,  Instructor  in  Medicine, 
Brown  University  Program  in  Medicine;  Assist- 
ant Chief,  Respiratory  Disease  Section,  Veterans 
Administration  Hospital,  Providence,  Rhode  Is- 
land. 


Program  Accredited  —15  Hours  — Category  / — 
AMA  Physicians  Recognition  Award 


INTRODUCTION  TO  CLINICAL  PULMONARY  PHYSIOLOGY 

7 Day  Bermuda  Cruise 
S.S.  Statendam — November  6-13,  1976 

RESERVATIONS  LIMITED  ! ! 

Deposit  $100  per  person  promptly  to  reserve  space. 

Reservations  may  close  as  early  as  August  1 ! Balance  due  September  1,  1976. 

person  (s) 

1^  per  person  double  occupancy  $575.00 

person  (s)  Port  Tax  per  person  14.06 
course  registration  per  person  150.00 

Address 

Checks  payable  to: 

Phone  BASIC  SCIENCE  SEMINARS,  INC. 

Mail  to:  Sophisticated  Traveler 
Others  in  Party  120  Wayland  Avenue 

Providence,  Rhode  Island  02906 
Telephone:  401-274-1646 
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J.WRIKER 

‘REAL  ESTATE 

Main  Office 
36  Kennedy  Plaza 
Providence,  R.  I. 

Tel.  751-1113 


WEST  GREENWICH 

Your  own  country  estate!  Custom  contem- 
porary 2-3  bedroom  home  on  secluded  16 
acres,  629  feet  above  sea  level.  In-ground 
pool.  Panoramic  view.  Extras  golore! 


21^ 

T’ 

739-0222 


884-8895 


Are  You  Moving? 

If  you're  moving  soon,  please  let  us  know 
at  least  six  weeks  before  you  move. 

Send  change  of  address  to 
RHODE  ISLAND  MEDICAL  JOURNAL 
106  Francis  Street 
Providence,  Rl  02903 

Name  

Old  Address 

Street 

City State  ....  Zip 

New  Address 

Street 

City State  ....  Zip 


New  from  Lilly/Dista  Research 


NALPON’ 

fenoprofen  cab'um 

300-mg.*  Pulvules® 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


6MMI 
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Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  k 


REAL  ESTATE 

LAND  - FARMS 
INVESTMENT  PROPERTIES 

Andrew  C.  Smiley  Inc. 

628  Shippeetown  Road 
East  Greenv/ich,  R.  I. 

401-884-8831 


Dollar  for  dollar, 
a Lakeside  Pool 
is  a best  buy! 

Lakeside  has  built  thousands  of  pools, 
in-ground  and  above  ground.  We're 
swimming  pool  craftsmen  with  a solid 
reputation  for  the  highest  standards  of 
design,  construction  and  accessory 
equipment.  We  invite  you  to  compare  our 
pools,  both  in-ground  and  above  ground. 
Dollar  for  dollar,  a Lakeside  pool  is  your 
best  buy.  Call  or  visit  us  before  you  make 
a decision  on  a pool. 

Financing  Available. 


4 POOLS  ON  DISPLAY,  „ 

IN-GROUND  & ABOVE  GROUND 

SWIMMING  POOL  AND  SUPPLY  CO. 


RTE.  146,  NORTH  SMITHFIELD,  R.  I.  • OPEN  7 DAYS,  9 TO  9 • CALL  COLLECT  (401)  766-5040 


July,  1976 
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MEDICAL  ELECTRONICS 

Experienced  Bio-Medical  Engineer 
Specializing  In: 

1.  Servicing  of  medical  equipment; 

2.  Periodical  testing  for  electrical  saf- 
ety as  required  by  AAMI,  OSHA, 
NFPA,  VA,  FDA,  UL,  and  lEC;  and 

3.  Consulting  and  design. 

CALL  944-6581  After  4:30  P.M. 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


We  have  a 
specialty  too. 

Office 

interiors. 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 


161  South  Main  Street,  Providence,  Rhode  Island  02903 
Telephone  (401)  861-6010 


Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


Allraclive  & Functional  Oflices 


Desipers  S Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

We  believe  that  all  Members  who  had  been  insured 
under  policy  No.  l-A-5718  until  9-15-75,  now  have  re- 
placement insurance  with  us  or  Commercial  Casualty 
Company. 

Also,  we  have  provided  personal  service  to  all  who 
have  informed  us  of  their  desire  to  file  claims  or  to 
have  their  insurance  continued  on  an  individual  basis 
— ■ guaranteed  to  age  70. 

To  date.  Continental  Casualty  Co.  has  paid  all  but 
two  claims  which  have  been  brought  to  our  attention. 
These  are  in  process  and  we  believe  Continental  Cas- 
ualty will  be  forced  to  pay. 

It  is  my  hope  that  ail  Members,  Insured  or  otherwise, 
will  feel  free  to  continue  to  make  use  of  our  46  years 
of  professional  experience  in  personal  insurance  and 
financial  planning. 

R.  A.  DEROSIER  AGENCY 

FOURDEE  AGENCY.  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 
(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


Gower  and  Co. 

Real  Estate 


FOR  SALE 


BARRINGTON 

This  fabulous  Ranch,  on  exquisite  park-like  grounds,  has  a Master  suite,  two 
twin  bedrooms,  study,  two  and  a half  baths,  huge  living  room,  formal  dining 
room,  kitchen  with  built-ins,  and  wet  bar  opening  into  a cathedral  ceiling  family 
room  with  a beautiful  stone  fireplace.  Second  floor  has  a guest  room  and  bath 
and  sitting  room,  cedar  closet,  and  fabulous  storage.  There  is  a full  basement. 
Asking:  $165,000. 


m 

REALTOR* 


July,  1976 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

I.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  w'ith  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

X.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3. When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral  Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5»  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  'Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PM  A endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  w’ith  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

XO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summar}'  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  forjual  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


DeFdice 

No.  Providence,  Rhode  Island  (401)  353-1400 

FOR  SALE 
SCITUATE 

Executive  French  Country  Manor  with  water 
view  on  sculptured  one  acre,  4 bedrooms,  for- 
mal dining,  large  applianced  country  kitchen, 
family  room,  3’/2  baths,  fireplaces,  second  kit- 
chen to  service  family  room,  in-ground  pool, 
garages.  Prestigious  area!  Many  extras. 

$125,000.00  . . . 


For  your  R.  I.  Welfare  Rx.:  Vita-Plus  H half-strength.  Pint.  Well  stocked  in 
Southern  New  England  pharmacies! 


For  personalized,  honest,  prompt  service  and  low  prices  for  all  your  surgical 
supply  needs,  place  your  order  with  us! 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 


SCOT-TUSSIN  SURGICAL  SUPPLY  DIV.:  942-8555  or  944-1254  anytime! 
50  Clemence  and  Transit  Sts.  (off  Rte.  5)  Cranston,  R.  I.  02920 
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Now  you  can  order  a profile  with  the  results  of 
the  12  tests  physicians  usually  request  - plus  8 new  ones.  Yet 
''  the  cost  is  the  same  or  lower.  How?  New  England  Medical  Laboratories 

has  installed  an  advanced,  new  third-generation  biochemical  blood  analyzer  that  is  computer- 
ized and  completely  automated.  You  get  a digital  print-out  that  is  easier  to  read,  more 
accurate  and  reliable,  and  contains  more  basic  diagnostic  information.  Right  now  it  is 
available  from  New  England  Medical  Laboratories,  one  of  the  largest,  full-service  laboratories 
in  this  area.  Courier  pickup  and  delivery  service  available.  For  detailed  information,  fill  out  and 
return  the  coupon,  or  call  toll  free  1-800-225-4603,  (Mass:  1-800-982-4700). 


QPlease  send  complete  information  including  fee  schedule  for  the  following: 
DNew  SMAC  20-test  standard  profiles 
□ special  Assay  and  RIA  Tests 

□ l would  be  interested  in  a free  trial 

□ Have  Laboratory  Services  Representative  contact  me 


Name 


Address 


City  State  Zip 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  Street 
Holliston,  Massachusetts  01746 


RHODE  ISLAND  LABORATORY  LOCATIONS:  1515  Smith  Street,  North  Providence,  0291 1 , Tel:  401.353-1  370;  333  School  Street,  Paw  tucket,  02860,  Tel:  401 -724-2970. 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N*'  K)0 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

Compound-65 


65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Rhode  Island  Medicine  In 


By  Charles  E.  Millard,  M.D.,  A.B.h'.P. 

The  American  lievolution  brought  to  the 
soil  of  Rhode  Island  the  armies  of  Great  Bri- 
tain, France,  and  Germany  and  our  own  Con- 
tinental Anny,  and  to  our  coasts  and  sea- 
ports the  navies  of  Great  Britian  and  France 
and  the  newly  created  Continental  Navy. 
Since  medicine  in  Rhode  Island  during  this 
period  was  of  necessity  affected  by  the  pres- 
ence of  these  various  armies,  no  review  would 
be  complete  which  did  not  include  their  medi- 
cal activities. 

THE  STATE  OF  THE  ART  OF  MEDICINE 

Medicine  at  this  time  was  extremely  im- 
mature. Ashburn  emphasized  this  when  he 
pointed  out  that  there  was  no  clinical  labora- 
tory, no  use  of  the  microscope,  no  urinalysis, 
or  blood  examination.  The  stethescope  and 
clinical  thermometer  were  not  in  use.  The 
only  precision  instrument  was  the  watch  used 
to  check  the  pulse.  Investigation  consisted  of 
the  use  of  the  five  senses,  and  treatment  was 
directed  to  symptomatic  diseases.  The  cause 
and  nature  of  no  single  disease  was  known. 
Most  of  the  diseases  were  attributed  to  “mias- 
mata” or  to  meteorological  conditions.^ 

Furthermore,  the  competence  of  the  medi- 
cal officers  who  served  these  amiies  was  not 
held  in  high  esteem.  The  training  of  most  of 
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the  medical  officers  was  minimal,  and  many 
of  the  physicians  and  surgeons  were  incom- 
petent.^ 

Of  the  1,200  practitioners  who  served  in  the 
Continental  Army  as  physicians,  only  100 
were  doctors  of  medicine  who  had  attended  a 
university.  Few  had  professional  training  or 
military  experience ; most  came  from  isolated 
towns  and  lacked  medical  education.  Frequent- 
ly, the  regimental  colonel  selected  the  surg- 
eon, who  appointed  his  mate.  This  was  often 
done  on  the  basis  of  friendship  rather  than 
medical  competence.®  Massachusetts  was  the 
exception  to  this  practice,  requiring  examina- 
tions which  were  sufficiently  rigorous  to 
maintain  high  standards.® 

It  was  a sad  reflection  on  the  condition  of 
the  German  military  surgeon  at  the  end  of 
the  eighteenth  century,  that  he  had  still  to 
be  a barber.  Everywhere  else  — in  France,  in 
America,  and  in  England  — the  surgeon  had 
long  ago  discarded  the  basin  and  the  razor. 
In  Germany,  however,  the  shaving  basin  was 
still  the  professional  badge  of  the  surgeon.'* 
Doctor  Theodor  Billroth  attested  to  the 
lack  of  esteem  for  the  surgeon  even  within 
the  aiTny  of  his  own  country;  “The  position 
of  the  military  surgeon  was,  in  those  days, 
very  ignoble,  and  such  as  we  do  not  hear  of 
now;  for  even  in  the  time  of  Frederick  the 
Great,  the  army  surgeon  was  flogged  if  he 
permitted  one  of  the  long  grenadiers  to  die.”'* 
The  paucity  of  medical  records  of  the  Con- 
( Continued  on  next  page) 
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tineiital  Army  in  Rhode  Island  necessitates  a 
review  of  the  records  in  other  theaters  of  op- 
erations. It  is  fair  to  assume  that  the  same 
p}'ocedures  were  in  use  here,  because  a search 
of  the  records  reveals  that  the  hospitalized 
patients  in  Rhode  Island  had  the  same  dis- 
eases, and  the  list  of  drugs  requested  by  the 
apothecary  was  the  same  as  that  in  other 
areas.  Therefore,  a brief  review  of  surgical 
procedui'es  and  treatment  of  diseases  will 
follow. 

SURGERY 

The  medical  man  of  the  Revolution  could 
pull  teeth,  set  a fracture  of  a horse  or  man, 
excise  a tumor,  evacuate  an  abscess,  probe 
and  remove  a ball,  and  remove  a baby  by 
Caesarian  after  the  mother  had  expired.  Med- 
ical men,  unless  in  charge  of  line  troops,  held 
no  commission,  and  many  a medical  man  was 
a line  officer. 

Doctor  Charles  Gilman  discovered  the  dis- 
infecting properties  of  alcohol  quite  by  acci- 
dent at  the  battle  of  Harlem  Heights,  when 
he  received  a crease  wound  on  the  back  of 
his  hand.  It  was  painful  and  would  not  heal 
and  exuded  laudable  pus.  In  camp  at  New- 
burgh, after  having  too  much  rum,  he  spilled 
some  on  his  hand.  He  covered  it  and  in  two 
days  noticed  no  odor,  and  when  he  removed 
the  cover  the  wound  was  healing.  Thereafter 
all  wounds  were  soaked  in  rum  cloths  before 
covering.® 

Later,  Major  Charles  Gilman,  M.D.,  in 
si)eaking  of  amputations  at  Valley  Forge, 
.slated:  “A  good  dose  of  tincture  of  opium 
followed  by  ample  rum  together  with  a very 
shai-p  knife  and  sharp  saw  and  ears  covered 
with  lamb’s  wool,  and  then  the  head  bound 
over  (the  ears)  results  in  little  discomfort  to 
the  man.”  He  also  suggested  pressure  band- 
ages to  the  stump  and  sometimes  searing  with 
a hot  iron. 

Recommended  for  gunshot  wounds  was  the 
I’emoval  of  the  ball  if  possible,  “but  don’t 
probe  too  long.”  A tight  compression  bandage 
was  then  applied  and  the  same  for  bayonet 
wounds.  Sutures  were  not  employed,  but  they 
bound  the  edges  together. 

Snakebite  was  treated  by  “cross  cut  and  let 
it  run,  be  sure  the  cuts  pass  through  the  bite, 
then  cup.” 

Fevers  were  treated  by  bleeding,  which  was 


the  standard  practice.  One  employed  either  a 
sharpened  quill  or  the  surgeon’s  knife. 

HemoiThoids  were  excised.  Teeth  were  al- 
ways removed  bj^  the  surgeon,  following 
which  the  patient  would  bite  on  a leaden  ball. 
Heat  from  an  open  fire  was  used  to  treat  the 
ague  (fever  accompanied  by  chills  and  shiver- 
ing). We  now  know  that  a wood  fire  is  rich 
in  infra-red,  particularly  if  its  rays  are  re- 
flected by  an  iron  fire  back.  Salt  was  used  to 
arrest  bleeding  and  is  still  used  following  the 
castration  of  hogs. 

Doctor  James  Craik,  Washington’s  home 
physician,  packed  wounds  to  arrest  bleeding. 
Others  said,  let  it  bleed;  if  it  bleeds  too  much, 
scar  it.  Others  recommended  a compression, 
which  sort  of  treatment  continued  well  be- 
yond the  Civil  War. 

Doctor  Gilman  states  that  coaptation  by 
binding  seems  to  have  been  the  standard 
practice,  and  nowhere  can  he  find  evidence 
of  suturing  during  this  entire  period.  Some 
historians  assert  that  horsehair  was  used, 
but  he  believes  this  to  be  hearsay.® 

The  treatment  of  burns  had  been  a prob- 
lem of  man  since  the  invention  of  gunpower, 
and  everything  from  mud  to  grease,  to  human 
urine  had  been  used.  “By  the  time  of  the 
Revolution,  strongly  steeped  China  tea  ap- 
plied as  wet  dressings,  then  wrapped  with 
cloth,  became  the  thing  of  choice.”® 

DISEASES 

The  chasm  of  knowledge  that  exists  be- 
tween the  medical  worlds  of  1776  and  today 
is  probably  best  illustrated  by  a medical  prac- 
tice which  was  included  in  Van  Swieten’s 
commentaries  on  diseases  of  annies  in  1776 
under  the  following  headings : “Coughs : Sore 
Throat:  Pleurisy:  Peripneumony : Rheuma- 
tism: Intermitting  Fevers:  Quartan  Fevers: 
Jaundice:  Dropsy:  Vomiting:  Cholera  Mor- 
bus: Diarrhea:  Dysentery:  Inflammation  of 
the  Intestines:  Phrenzy:  Haemorrhage  of  the 
Nose:  Continued  Fever:  Scurvy:  Lues  Ve- 
nera: Itch:  Worms.” 

Smallpox,  which  devastated  so  many  of  the 
troops  of  the  Continental  Army,  had  been 
handled  sensibly  by  many  Rhode  Island  phy- 
sicians. Doctor  Jonathan  Easton,  a Quaker 
of  Newport  and  an  original  Fellow  of  the 
Rhode  Island  Medical  Society,  inoculated 
three  persons  for  smallpox  in  1772,  those 
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being  the  first  cases  so  treated  in  Rhode 
Island.® 

Another  Rhode  Islander,  Isaac  Senter,  M.D., 
in  the  Continental  Army  in  May  1776  re- 
ported: “I  generally  inoculated  a regiment 
at  a class  who  had  it  so  favorable  as  to  be 
able  to  do  garrison  duty  during  the  whole 
time.”®  Coues  had  stated  that  it  may  not  be 
too  much  to  say  that  Washington’s  order 
regarding  the  inoculations  of  the  troops 
under  his  command  at  Morristown  in  1777 
may  have  been  a decisive  matter  in  winning 
the  Revolutionary  War.  It  should  be  remem- 
bered that  medical  authorities  give  1778  for 
Jenner’s  first  investigations  on  cowpox." 

Typhus  fever  was  treated  by  Doctor  James 
Tilton  as  follows:  “Although  often  compelled 
to  let  blood  in  the  commencement  of  this 
fever,  we  were  cautious  of  repeating  this 
operation;  and  were  disposed  to  avoid  it  all 
together  when  not  demanded  by  a full  pulse 
and  other  pressing  circumstances.  After 
bleeding,  if  that  operation  should  be  thought 
necessary,  a vomit  was  deemed  of  excellent 
use  by  opening  and  squeezing  all  the  glands 
of  the  body  and  thus  shaking  from  the  nei*v- 
ous  system  the  contaminating  poisons  before 
its  impressions  are  fixed.  With  this  view 
the  earlier  the  vomit  is  administered  the  bet- 
ter. During  the  prelude  or  those  marks  of  ap- 
proaching danger  above  described,  a vomit 
may  prevent  the  fever  all  together.  When 
the  fever  is  formed,  mercury  is  of  the  great- 
est importance,  so  long  as  any  signs  of  an 
inflammatory  diathesis  remain. 

“This  Sampsonian  remedy  has  the  power 
of  subduing  all  manner  of  contagion  or  in- 
fection that  we  are  acquainted  with.  Thus, 
besides  syphilis,  itch,  etc.,  without  fever, 
it  is  regarded  as  specific  in  smallpox,  measles, 
scarlatina,  influenza,  yellow  fever,  etc.,  and 
is  found  to  be  not  less  successful  in  the  early 
stages  of  Jail  fever.  The  manner  in  which 
this  remedy  sets  all  the  secretions  afloat  may 
serve  in  some  measure  to  explain  its  benefi- 
cial effects.  Hence  it  is  that  in  yellow  fever, 
remitting  or  any  other  fever,  if  we  can  only 
touch  the  patients’  mouth  with  mercury,  we 
regard  him  as  safe.”’ 

Typhus  was  easily  recognized  by  purple 
spots  and  sores  that  developed  on  the  body. 
Typhoid  fever  had  not  been  identified  as 
such.  The  dysentery  which  was  present  was 


Fig.  1.  Small  set  of  medicine  scales  carried  by 
Solomon  Drowne,  M.I).  during  Revolutionary  War. 


Fig.  2.  Scalpels,  probes,  scissors,  tweezers,  and  ar- 
tery needles.* 


* Similar  instruments  available  for  inspection  in  the 
Medical  Society  instrument  collection. 

a dibilitating  infection  of  a malignant  type 
seldom  encountered  today.® 

A brief  summation  of  therapeutic  modali- 
ties of  the  period  would  seem  to  be  in  order. 
Acute  inflammation  was  treated  by  irritants 
such  as  poultices  or  cantharides  which  pro- 
duced blisters.  Poultices  made  of  wheat,  bran, 
or  flaxseed  alleviated  pain  and  swelling. 
Purging,  sweating,  and  bleeding  were  also 
used  for  many  diseases,  while  chemicals  and 
botanicals  such  as  sulfur,  mercury,  calomel, 
tarter  emetic,  Epsom  salts,  opium,  ipecac, 
castor  oil,  Jesuit’s  bark  (quinine),  rattle- 
snake root,  and  ginseng  were  frequently  ad- 
ministered in  large  doses.  The  doctor’s  in- 
struments consisted  of  lances,  knives,  forceps, 
scalpels,  scissors,  hooks,  probes,  cups  for 
blood  letting,  clyster  pipes  (for  enemas) , and 
saws  for  surgeons.®  (Fig.  1 and  2.) 

(Continued  on  next  page  ) 
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HOSPITALS 

Although  there  seems  to  be  fairly  general 
agreement  among  historians  as  to  the  ex- 
treme poverty  of  Revolutionary  hospitals, 
Thacher  writing  in  November  1775  stated; 
“Those  brave  men  while  in  the  service  of 
their  country,  receive  in  sickness  all  the  kind 
attentions  from  physicians  and  nurses  which 
their  circumstances  recpiire.  They  have  the 
prayers  and  consolations  of  pious  clergymen, 
and  are  destitute  of  nothing.”  Ashburn  states 
that  Thacher  was  an  optimist,  or  the  prayers 
of  pious  clergymen  covered  a multitude  of 
needs. 

There  is  abundant  documentation  that 
Thacher’s  views  certainly  were  in  the  mi- 
nority. Gibson  wrote:  “Handicapped  by  in- 
sufficient hospital  facilities  and  attendants, 
sickness  was  never  under  control.  Exposure, 
undernourishment,  and  neglect  of  sanitation 
developed  many  latent  disorders  that  sent 
soldiers  into  hospitals.  Here,  bedded  side  by 
side  with  smallpox  and  typhus  patients  and 
exposed  to  contagion,  they  had  but  little 
chance  to  escape  becoming  victims  of  one 
of  the  infections.  A foreboding  of  what  might 
happen  if  hospitalized  caused  many  a sick 
soldier  to  desert.” 

In  one  of  the  Bethlehem  hospitals  it  was 
recorded  that  five  patients  died  on  the  same 
straw  before  it  was  changed,  and  several 
of  these  victims  had  been  hospitalized  for 
only  a slight  disorder. 

Again  when  Doctor  Jonathan  Potts  re- 
ported for  hospital  duty  at  Fort  George  in 
July  1776  there  were  1,000  patients  with 
smallpox,  dysentery,  and  bilious  and  putrid 
fever,  and  there  were  only  four  physicians 
and  four  mates  in  attendance.  By  September, 
nearly  50  per  cent  of  the  Northern  Army 
v/as  reported  unfit  for  duty.  This  desperate 
situation  caused  a great  anxiety  thi’oughout 
all  the  colonies,  and  a real  danger  existed 
that  a continuation  of  hospital  conditions 
might  result  in  cessation  of  all  enrollment. 
Governor  Trumbull  of  Connecticut  wrote: 
“Our  men  dare  to  face  the  British  but  are 
not  willing  to  go  into  a hospital.” 

In  response  to  a demand  from  all  the 
colonies  and  the  threat  of  some  to  withhold 
reinforcements.  Congress  in  the  spring  of 
1777  provided  for  the  complete  reorganiza- 
tion of  the  Hospital  Department.  The  result 
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was  that  for  the  first  and  only  time  during 
the  war  sickness  was  kept  under  control 
when  the  Northern  Army  resumed  its  offen- 
sive against  Burgoyne.® 

Hospitals  are  referred  to  in  the  Revolu- 
tion; but  this  word  was  used  loosely,  and 
these  units  were  very  primitive.  Hospitals 
were  almost  unknown  in  America  in  1776, 
and  military  hospitals  were  known  only  from 
the  British  Army  practice,  which  was  almost 
entirely  a regimental  hospital  practice.  Hos- 
pitals were  viewed  with  suspicion,  being  re- 
garded as  “a  danger  that  accounted  for  10 
times  more  deaths  than  British  guns.”  Tilton 
also  noted,  “There  was  strong  evidence  that 
infection  is  more  dangerous  than  weapons 
of  war.”  Rush  described  hospitals  as  “sinks 
of  human  life”  that  “robbed  the  United 
States  of  more  citizens  than  the  sword,”'” 
while  Lewis  claimed  that  hospitals  were  the 
chief  cause  of  death  in  the  Colonial  Army." 

The  conceptualization  of  a hospital  today 
and  in  the  Revolution  is  in  no  way  com- 
parable. The  terai  as  they  used  it  meant 
a service  rather  than  an  institution,  and  the 
facilities  were  as  varied  as  tents,  shacks, 
cabins,  barns,  private  homes,  or,  in  some 
rare  cases,  buildings  specifically  constructed 
for  this  purpose. 

Illustrative  of  the  type  of  cases  hospital- 
ized at  this  time  are  the  diseases  that  caused 
the  greatest  morbidity:  diarrhea,  dysentery, 
peripneumony  or  pneumonia,  malaria,  small- 
pox, and  jail  fever  or  typhus,  most  of  which 
was  probably  typhoid.'  Diarrhea  and  dysen- 
tery were  also  referred  to  as  “lax”  or  “flux.” 
James  Tilton  reported  on  the  total  number 
of  diseases  in  the  Third  Military  District, 
which  included  New  York  City  and  its  sur- 
rounding areas,  for  the  period  of  the  war: 
“Intermittent  fever  625,  Remittent  fever  1,- 
256,  Typhus  fever  551,  Dysentery  1,269,  Diar- 
rhea 1,945,  all  other  diseases  6,309.”  Interest- 
ingly, among  the  12,000  cases  there  were  only 
seven  surgical  operations,  two  amputations, 
one  injection  of  a hydrocele,  and  four  liga- 
tions of  saphena  vein  for  varix,  this  last  giv- 
ing discouraging  results.  Surgery  was  ob- 
viously not  popular,  and  of  course  a “lack  of 
anaesthetics  and  the  certainty  of  infection 
made  it  a serious  and  horrible  affair  — to 
be  avoided,  if  possible.  Battle  injuries  and 
accident  cases  of  course  had  to  be  treated, 
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but  the  treatment  was  apt  to  be  what  is  now 
considered  dirty  dressing  work.”^  In  the  Ap- 
pendix to  this  paper  are  records  of  some  mili- 
tary hospitals  in  Rhode  Island  during  this 
period. 

PEER  REVIEW  1777  AND  1900  COMPARED 
The  evaluation  of  medical  ability  definitely 
varies  among  both  contemporary  observers 
and  subsequent  historians  as  evidenced  by 
the  following  observations: 

Thacher,  an  American,  wrote  from  Albany 
October  24,  1777 ; “The  hospital  is  now 
crowded  with  officers  and  soldiers  from  the 
field  of  battle;  those  belonging  to  the  Hes- 
sians and  British  troops  are  accommodated 
in  the  same  hospital  with  our  own  men,  and 
receive  equal  care  and  attention.  The  for- 
eigners are  under  the  care  of  their  own  sui- 
geons.  I have  been  present  at  some  of  their 
capital  operations,  and  remarked  that  the 
English  surgeons  performed  with  skill  and 
dexterity;  but  the  Germans,  with  few  excep- 
tions, do  no  credit  to  their  professions;  some 
of  them  are  the  most  uncouth  and  clumsy 
operators  I have  ever  witnessed,  and  appei-.r 
t(  be  destitute  of  all  sympathy  and  tender- 
ness toward  the  suffering  patient.”*- 

Lane  in  1928,  however,  evaluated  the  Brit- 
ish differently  saying,  “no  medical  corps  in 
the  modern  sense  of  the  word  existed.”  Ever 
since  the  time  of  Charles  II  there  had  been 
a Physician  General  and  a Surgeon  General, 
and  since  1758,  Inspectors  of  Hospitals,  but 
little  is  known  regarding  their  functions.  Ac- 
cording to  regulations,  a surgeon  and  mate 
were  attached  to  each  regiment  of  foot.  Al- 
though holding  their  commissions  from  the 
King,  they  were  really  appointed  by  the 
colonel  whose  servant  they  had  originally 
been.*^ 

This  is  at  variance  with  the  following: 
“Just  what  was  the  ability  and  skill  of  the 
Revolutionary  surgeon,  statistics  extant  help 
us  little  to  determine.  The  American  surgeon 
must  have  been  more  of  a raw  recruit  than 
his  British  cousin.  The  latter  hailed  from  a 
country  which  at  that  time  laid  claim  to  the 
best  schools  and  hospitals.”*® 

Lane,  in  writing  about  the  French,  said: 
“The  organization  of  the  Medical  Corps  and 
of  the  military  hospitals  of  the  French  Army 
of  this  period  was  far  in  advance  of  that  of 


other  European  countries,  and  the  personnel 
was  in  general  of  higher  quality.”® 

Nonetheless,  Doctor  Tilton  who  visited  the 
French  hospital  at  Yorktown  in  Virginia  ex- 
pressed this  opinion:  “In  passing  the  wards 
of  their  hospitals  their  patients  appear  very 
neat  and  clean,  above  all  examples  I have 
ever  seen.  Each  patient  was  accommodated 
with  everything  necessary  even  to  a night 
cap.  Nevertheless  they  were  not  more  suc- 
cessful than  we  were.  Even  their  wounded, 
with  all  the  boasted  dexterity  of  the  French 
to  aid  them,  were  no  more  fortunate  than 
ours.”® 

With  this  background  material  we  will  now 
review  the  various  participating  medical 
corps  separately. 

HESSIANS  OR  GERMANS 

These  German  soldiers  were  mercenaries 
from  the  Provinces  of  Anspach  and  Bayreuth 
and  were  on  an  island  off  Newport  from 
July  1777  to  July  1778,  when  they  retreated 
to  Newport  on  the  27th  of  July,  owing  to 
the  arrival  of  the  French  fleet,  and  encamped 
on  Windmill  Hill  on  Aquidneck.  Of  the  1,644 
Anspach-Bayreuth  troops  who  served  in 
America,  461  were  lost. 

Fortunately,  Doctor  Johann  D.  Schoepff, 
the  commanding  medical  officer  of  these 
troops,  wrote  a monograph  titled,  “The  Cli- 
mate and  Diseases  of  America.”*'* 

His  disdain  and  dislike  for  Americans  is 
abundantly  evident  as  shown  by  his  descrip- 
tion of  them  as  “Lank,  feeble,  weak,  without 
the  bloom  and  hardy  aspect  of  youthful 
health,  the  American  is  more  like  a rapid- 
growing weed  than  iui  oak,  which  attains  to 
a durable  strength  by  a slow  growth !”  Later, 
speaking  of  the  American  troops,  he  says: 
“The  American  troops,  although  they  fight 
in  a climate  to  which  from  youth  they  have 
been  accustomed,  invariably  suffer  from  the 
inclemencies  of  weather,  the  insalubrity  of 
swamps,  and  the  fatigues  of  the  campaigns, 
quite  as  much  as,  and  even  more  than,  the 
royal  European  troops.  When  our  soldiers 
have  been  sickly,  theirs  have  been  doubly 
so,  and  disease  has  frequently  been  rife 
umong  them  when  our  men  have  been  en- 
joying the  best  of  health.”  Again,  denigrating 
the  Americans  because  of  their  diverse  back- 
grounds and  diverse  reasons  for  emigration, 
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he  says,  “It  seems  as  though  all  nationalities 
v/hich  have  transplanted  themselves  hither 
had  carefully  discarded  the  one  good  side  of 
their  character  in  order  to  promote  the  equal- 
ity of  stations  so  dear  to  every  American, 
because,  as  they  probably  knew,  the  black 
colors  admit  of  but  few  shades.”'-* 

A footnote  states:  “That  these  disparaging- 
remarks  were  reciprocated  by  our  country- 
men may  be  seen  by  the  citations  from  the 
daily  journal  of  that  period.  The  Boston 
Gazette  of  November  2,  1778  has  a letter 
from  Warren,  Rhode  Island,  dated  October 
18th,  which  states  that  on  ‘the  day  of  the 
battle,  the  Anspach  troops  robbed  every 
house  in  their  way,  and  plundered  families 
of  beds  and  every  rag  of  clothing.’ 

Doctor  Schoepff  reported  that  Seyboth’s 
regiment  in  1779  suffered  more  from  scurvy 
in  Rhode  Island  than  had  any  other  regiment 
in  the  army.  He  also  notes  that  “smallpox 
loses  much  of  its  attendant  horror  and  dan- 
ger from  the  general  inoculations.  If  there 
were  no  other  advantages  attending  inocula- 
tion, the  relief  from  the  habitual  dread  of 
catching  the  disease  would  be  reason  enough 
for  continuing  its  practice.  There  are  few^ 
people  on  Rhod-Eyland  who  have  had  the 
smallpox.  In  deference  to  the  sentiments  of 
the  greater  part  of  the  old  inhabitants,  who 
dread  inoculation  quite  as  much  as  infection, 
and  in  part  owing  to  the  obstinancy  of  sev- 
eral influential  families,  the  greatest  efforts 
are  constantly  made  to  avert  the  possibility 
of  contagion.  To  prevent  the  dissemination 
of  the  poison,  it  has  for  many  years  been 
the  custom  to  send  those  really  affected,  or 
supposed  to  be  affected  with  smallpox,  to  a 
small  island  that  lies  near  Rhod-Eyland.  In 
order  to  propitiate  the  inhabitants,  inocula- 
tion was  repeatedly  forbidden  w'hile  the  royal 
troops  were  there;  since  we  have  left,  every 
wagon  that  arrives  from  the  city  is  searched. 

“On  the  other  hand,  the  inhabitants 
scarcely  dare  to  leave  the  island,  but  if  they 
must  come  here,  they  are  forced  to  submit  to 
inoculation,  in  order  to  escape  infection.  The 
treatment  of  the  patients  on  the  little  island, 
which  is  consequently  called  Bladder-Eyland, 
is  not  the  most  careful.  The  island  is  only 
separated  from  the  mainland  by  a channel 
about  50  paces  wide.  No  one  ventures  to  cross 
as  long  as  there  are  patients  there.  The 


means  of  subsistence  are  laid  upon  the  shore, 
where  they  are  sought  by  the  man  w'ho  is 
appointed  to  look  after  the  sick.  A physi- 
cian rarely,  if  ever,  crosses  to  the  island,  as 
he  w'ould  not  be  allowed  to  visit  any  of  his 
other  patients  subsequently,  for  fear  he 
would  transmit  the  contagion.  When  he  must 
cross  in  spite  of  the  risk,  he  visits  the  island 
in  a complete  suit  of  oil-silk,  which  is  quite 
enough  to  excite  alarm  in  the  young  and 
weak  patients.  As  a I'ule,  however,  he  in- 
quires after  the  sufferers  from  this  side  of 
the  channel,  and  prescribes  at  that  distance.” 
An  interesting  footnote  quotes  Solomon 
Drowne,  M.D.  of  Rhode  Island,  who  wrote 
to  his  sister  Sally  from  the  General  Hospital, 
New'  York,  July  13,  1776,  “I  am  glad  our 
Assembly  have  allow'ed  Inoculation,  and  hope 
you  and  Brother  Bill  not  defer  receiving  that 
disease  (smallpox)  which  taken  by  chance 
have  proved  the  Bain  of  tens  of  thousands; 
when  it  comes  so  near  you,  clothed  in  gentle- 
ness, all  its  terribleness  cast  aside.” 

Schoepff  also  reported  that  croup  (angina 
membranosa),  which  was  common  in  Eng- 
land and  other  parts  of  Europe,  but  not  Ger- 
many, also  occurred  in  America,  consisted 
of  “a  membranous  skin  lining  the  air  pas- 
sages and  recognized  chiefly  by  a high  cooing 
tone  during  inspiration;  and  the  mumps, 
which  is  a swelling  of  the  glands  in  the 
neck  and  of  the  testicles.  Both  were  principal- 
ly confined  to  children,  and  the  latter  seemed 
to  belong  to  the  contagious  diseases.” 

Postmortem  examinations  performed  by 
Schoepff  of  hospital  patients  revealed  that 
in  at  least  two  thirds  of  the  autopsies  he 
found  large  or  small  clots  in  the  cavities  of 
the  heart  and  the  large  vessels.  He  mentions 
that  the  greater  consumption  of  spiritous 
liquors  to  which  his  men  were  addicted  was 
responsible.  “Each  man  drank  at  least  one 
(juart  and  usually  two  quarts  of  liquor  a 
week,  and  this  intemperance  was  manifested 
by  intestinal  derangements,  slow  fever,  gen- 
eral loss  of  strength,  with  which  train  of 
symptoms  many  depart  from  this  world.” 

He  also  observed  that  despite  all  that  had 
been  said  about  the  injurious  effect  of  pork, 
in  this  Army,  notwithstanding  the  constant 
consumption  of  salt  pork,  no  ill  effects  had 
been  obsen'ed,  and  moreover  scarcely  any- 
thing was  known  of  the  common  skin  dis- 
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eases  which  used  to  be  laid  to  its  account. 
Fevers  with  eruption  were  rare,  at  least  in 
the  army.  In  four  years  he  had  had  but  two 
patients  with  such  eruptions  as  the  “pur- 
ples.” 

In  his  discussion  of  autumnal  infections 
he  mentioned  I'emittent  and  intermittent 
fever  as  being  prevalent ; and  they  were  often 
accompanied  by  bilious  attacks,  and  assumed 
the  perfect  type  of  West  Indian  fevers.  He 
felt  the  autumns  of  1779  and  1780  were  more 
favorable  to  the  development  of  these  fevers 
than  the  preceding  ones.  He  hypothesized 
this  in  view  of  the  scientific  experiments  on 
the  importance  of  the  vegetable  kingdom  in 
purifying  the  air  that  had  recently  been 
published  by  Doctor  Jan  Ingenhous. 

He  continued:  “There  is  a belief,  founded 
upon  the  universal  experience,  that  the  vari- 
eties of  fever  of  which  we  are  speaking  are 
chiefly  generated  by  emanations  from  foul, 
marshy,  and  stagnant  waters;  at  all  events, 
they  abound  chiefly  in  districts  of  this  de- 
scription. The  level  country  of  America  is 
everywhere  covered  with  vast  swamps  and 
morasses ; myriads  of  plants,  shrubs,  and 
trees  here  find  a most  sulphurous  nutriment 
in  the  vegetable  earth  that  has  been  ac- 
cumulating undisturbed  for  so  many  cen- 
turies; such  places  are  consequently  almost 
inpenetrable.” 

The  importance  attributed  to  the  influ- 
ence of  climate  and  miasmata  on  health  and 
disease  is  clearly  demonstrated  in  Doctor 
Schoepff’s  book,  in  which  a chapter  is  de- 
voted to  climate  and  another  to  diseases.  The 
latter  chapter  contains  a rather  prolonged 
dissertation  on  the  relationship  of  stagnant 
air  and  the  effects  of  weather  in  producing 
various  diseases. 

Doctor  Schoepff  also  mentions  that  there 
is  quite  a number  of  diseases  dependent  upon 
other  than  universal  causes.  Each  summer 
many  inhabitants  are  stricken  down  during 
the  hottest  days  by  what  appears  to  be  apo- 
plexy; this  is  especially  common  after  violent 
exercise,  but  occurs  not  infrequently  when 
the  individual  has  remained  quietly  in  the 
house.  He  mentions  also  how  “59  Hessians 
fell  from  the  heat  without  receiving  a wound. 
I have  never  had  an  opportunity  to  witness 
death  from  this  cause:  but,  according  to 
the  accounts,  some  fall  suddenly  dead,  where- 


as others  pass  first  into  a kind  of  frenzy ; 
some  become  black  and  blue  in  the  face  and 
blood  gushes  from  their  mouths  and  nostrils, 
whereas  others  are  found  lying  motionless 
beside  the  pool  and  spring  where  they  had 
sought  to  slake  their  thirst. 

“A  peculiar  kind  of  eruption,  if  it  may  be 
so  called,  known  by  the  name  of  the  ‘prickling 
heat,’  is  almost  universal  here  in  summer. 
The  skin  is  co\  ered  with  a quantity  of  large 
01-  small  red  spots  that  are  occasionally  at- 
tended by  a disagreeable  itching  sensation, 
from  which  symptom  the  name  is  derived. 
The  spots  are  not  raised,  but  come  and  go 
with  the  increase  or  decrease  of  the  heat. 
People  who  keep  indoors  do  not  have  them 
so  often,  or  to  so  marked  a degree,  as  those 
who  are  exposed  to  the  sun.  When  the 
weather  begins  to  moderate,  this  eruption 
disappears,  and  the  skin  desquamates  . . .” 
He  also  noted  that  the  rays  of  the  sun  are 
often  pow'erful  enough  to  raise  vesicles  on 
the  tender  parts  of  the  body  when  exposed.^'* 

An  opinion  on  the  healthfulness  of  Rhode 
Island,  w'hich  is  diametrically  opposed  to  that 
of  Doctor  Schoepff,  w'as  written  by  Frederick 
Mackenzie,  an  officer  of  the  Regiment  of  the 
Royal  Welsh  Fusiliers,  who  wrote  on  January 
29,  1778,  “Notwithstanding  the  frequent 
changes  in  the  weather,  the  healthiness  of 
this  island  is  beyond  a doubt.  As  a proof  of 
it,  the  three  Hessian  Regiments  of  Ditfourth, 
Hayne  and  Bunan,  amounting  to  very  near 
1800  effective  men,  have  not  more  than  70 
sick  men  on  the  lists,  of  all  descriptions.  The 
Landgrave’s  Regiment,  indeed,  out  of  560 
men,  have  about  60  sick.  The  extraordinary 
sickness  in  this  regiment  is  differently  ac- 
counted for.  It  commenced  in  April  last,  and 
continued  during  the  whole  campaign.  Their 
officers  say  it  was  owing  to  the  severe  duty 
tiie  regiment  had  during  the  last  winter,  for 
as  the  regiment  was  quartered  nearest  to 
Newport,  and  furnished  their  proportion  for 
the  guards  and  w'orking  parties  at  the  north 
end  of  the  island,  their  men  were  greatly 
harassed  by  marching  eight  or  10  miles  to 
do  duty,  in  all  weathers,  and  bad  roads.  This 
may  have  contributed  to  it,  especially  when 
it  is  observed,  that  as  the  captains  are  obliged 
to  furnish  their  men  with  shoes  for  a cer- 
tain allowance,  it  is  probable  they  were  not 
(Continued  on  next  page  ) 
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so  well  provided  with  them  as  those  regi- 
ments that  wore  out  fewer.  In  my  opinion 
the  principal  cause  was  their  having  lost  their 
regimental  surgeon  early  in  the  spring;  and 
it  is  well  known  the  company’s  surgeons  have 
very  little  physical  knowledge,  and  are  totally 
ignorant  of  medicine  and  the  proper  method 
of  treating  dysenteries  and  intermittent 
fevers,  which  the  soldiers  are  subject  to  at 
that  season,  and  in  the  beginning  of  a cam- 
paign. Some  neglect  perhaps  in  the  interior 
Oeconomy  of  the  regiment,  may  have  con- 
tributed to  it,  as  much  as  anything;  as  I 
have  frequently  observed  that  those  regi- 
ments that  are  most  deficient  in  attention 
to  interior  oeconomy  and  management,  have 
fewest  men  fit  for  duty. 

“The  sick  of  the  British  regiments  have  in 
general  been  more  numerous  than  the  Hes- 
sians. During  the  last  campaign  we  never 
had  less  than  100,  and  sometimes  180  sick, 
out  of  1700  men.”i® 

THE  FRENCH 

The  French  fleet  sent  by  King  Louis  to 
help  the  Americans  arrived  in  Providence 
in  1780.  In  preparation  for  their  arrival  Gen- 
eral Washington  appointed  Doctor  Craik  as- 
sistant director  general  of  the  hospitals  to 
represent  him,  while  the  Rhode  Island  As- 
sembly appointed  Doctor  Jonathan  Arnold 
and  Doctor  Isaac  Senter  as  their  represen- 
tatives. Hospitals  were  finally  provided  on 
a large  farm  in  Tiverton  near  Colonel  Pardon 
Gray’s  place  and  on  a fann  at  Poppasquash 
in  Bristol  which  had  belonged  to  William 
Vassall,  Esq.,  a Tory  who  had  fled. 

Doctor  Jean  Francois  Coste,  the  command- 
ing medical  officer,  is  recorded  as  having- 
stayed  in  Newport  “with  William  Lindon  at 
456  Back  Street,  and  in  Providence  at  the 
house  of  Tillinghast  on  ‘the  main  street  this 
side  of  the  bridge.’ 

“Blanchard,  commissaiy  of  the  French 
forces,  records  that,  with  Coste  and  Demars, 
the  steward,  he  visited  Poppasquash  on  July 
18  to  ‘examine  an  establishment  which  M. 
deCorny  had  an-anged  for  our  sick,’  and  that 
on  July  19,  there  were  already  280  sick  there. 
The  patients  with  scuiwy  were  doing  well 
on  a plentiful  supply  of  cherries  and  vege- 
tables, and  Blanchard  had  time  to  note  that 
the  women  were  ‘generally  pretty  and  the 
bovines  as  handsome  as  those  of  Poitou.’ 


“In  September  about  a tenth  of  the  army 
was  sick,  and  many  had  dysentery  which 
did  not  seem  to  be  dangerous.  Coste,  with 
Blanchard,  inspected  the  hospitals  and  on 
September  12  was  at  Providence  where  the 
hospital  was  found  to  be  ‘in  very  good  order.’ 

“In  December  the  cold  was  very  severe, 
and  Admiral  de  Ternay  was  taken  sick  and 
brought  on  shore.  Coste  was  sent  for  and 
found  him  very  sick.  He  died  at  the  house 
of  Joseph  Wanton  of  ‘putrid  fever’  (typhoid 
fever)  on  the  15th. 

“Such  are  the  meager  records  of  Coste’s 
stay  in  Newport.  Shortly  after  his  arrival, 
on  July  25,  he  finished  his  Compendium 
Pharmaceuticum,  a brief  pharmacopoeia  in 
Latin  for  the  use  of  the  hospitals  under  his 
charge,  which  was  printed  by  Henry  Barber 
at  Newport  in  1780.  It  was,  I think,  the  sec- 
ond pharmacopoeia  to  be  published  in  this 
country.  According  to  Garrison,  the  first 
one,  likewise  for  use  in  military  hospitals, 
was  prepared  by  Doctor  William  Brown  of 
Virginia  for  use  in  the  Continental  Army  and 
was  issued  anonymously  from  the  military 
hospital  at  Lititz,  Pennsylvania,  in  1778.”- 

Tilton  had  previously  been  quoted  as  hav- 
ing stated  that,  despite  the  fact  that  the 
patients  were  neat  and  clean  and  well  ac- 
commodated at  Yorktown,  Virginia,  the 
French  physicians  were  not  more  successful 
than  their  American  counterparts.  He  at- 
tributed this  to  two  factors,  their  improper 
disposal  of  excrementitious  matters  and  that 
their  medical  practice  appeared  to  him  to  be 
inert.  He  stated : “When  passing  their  wards, 
with  the  prescribing  physicians  I observed 
H great  number  of  their  patients  in  a languid 
and  putrid  condition,  and  asked,  occasionally, 
if  the  bark  (quinine)  would  not  be  proper 
in  such  cases?  The  uniform  answer  was  no, 
too  much  inflammation.  And  when  they  at- 
tended my  round  of  prescription  and  saw 
me  frequently  prescribe  the  bark,  in  febrile 
cases,  and  even  for  the  wounded,  they  lifted 
up  their  hands  in  astonishment.  Few  or  no 
chemical  remedies  were  employed  by  them. 
One  of  their  regimental  surgeons  declared 
that  he  never  used  opium.  Their  hospital 
pharmacopoeia  consisted  chiefly  of  potions, 
decoctions  and  wateiy  drinks,  fitted  only  for 
inflammatory  disorders.  All  these  circum- 
stances considered,  satisfied  my  mind,  why 
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their  ample  accommodations  gave  them  no 
advantage  of  us,  in  the  result  of  practice.  I 
was  the  more  surprised,  as  Doctors  Coste  and 
Borgelli  both  appeared  to  be  men  of  science, 
well  qualified  to  make  research.”^^ 

On  the  subject  of  health  in  the  army,  M. 
Claude  Blanchard,  Commissary  in  Chief  of 
Rochambeau’s  army,  speaks  in  positive 
teiTns.  He  said:  “Notwithstanding  this 

changeable  weather  which  I have  observed 
in  Rhode  Island  during  the  whole  winter,  the 
country  is  healthy;  the  rest  of  my  sojourn 
proved  it  to  me.  I have  always  had  fewer 
sick  persons  in  our  hospital  than  in  France; 
and  when  our  araiy  set  out  in  the  latter  part 
of  1782  after  staying  two  and  a half  years, 
v/e  have  not  10  sick  in  1000  men.”  Assuming 
the  army  numbered  6000  men,  the  sick  list 
would  aggi'egate  not  more  than  60  men.*'^ 

Thomas  Chevalier  de  Villebresme,  an  offi- 
cer with  Marshal  Comte  de  Rochambeau  who 
was  in  the  expeditionary  force  at  Newport, 
has  an  opinion  regarding  Rhode  Island  that 
is  at  variance  with  Blanchard’s.  He  said: 
“Rhode  Island  and  Conanicut  Island  are 
rather  fertile,  but  the  air  one  breathes  there 
has  the  reputation  of  being  the  most  un- 
healthy in  New  England.  Formerly  these 
islands  had  been  covered  with  woods  and  or- 
chards which  the  English  destroyed.  Bivou- 
acking there  was  extremely  unpleasant  be- 
cause of  the  abundance  of  snakes,  scorpions, 
mosquitoes,  and  especially  the  legions  of 
horrible  centipedes  which  wake  up  sleepers 
with  their  loathsome  touch.  In  the  few  houses 
which  remained  almost  intact  w'e  still  w'ere 
not  protected  from  all  the  vermin  which 
penetrated  the  smallest  cracks.  It  was  enough 
to  drive  one  crazy. 

“At  the  time  of  our  arrival  the  heat  was 
unbearable  during  the  day,  but  as  soon  as 
the  sun  went  down  there  was  a penetrating 
dampness.  Pestilential  vapors  came  out  of 
the  ground  and  we  felt  ourselves  chilled  by 
the  fever  of  that  region,  which  is  so  diffi- 
cult to  cure.  My  robust  good  health  managed 
to  resist  all  these  attacks;  but  the  army  was 
seriously  affected,  and  every  day  we  had 
numerous  dead  to  bury  in  the  cursed  land.”^® 
THE  CONTINENTAL  ARMY  AND 
RHODE  ISLANDERS 

The  medical  officers  of  the  Revolutionary 
army  were  divided  into  two  classes:  (1)  Those 


who  belonged  to  what  was  called  “The  Hos- 
pital” and  (2)  the  regimental  surgeons  and 
their  assistants,  or  as  they  were  called,  the 
surgeons’  mates.  The  hospital  physicians  con- 
sisted of  a body  of  medical  officei*s  appointed 
on  the  recommendation  of  the  director-gen- 
eral and  physician-in-chief  of  the  army,  and 
under  his  immediate  control.  They  were  as 
a class  distinctly  superior  to  the  medical  men 
who  were  attached  to  the  various  regiments. 
Their  chief  functions  consisted  in  accom- 
panying various  divisions  of  the  army  and 
establishing  hospitals  in  places  where  large 
camps  were  formed  or  where  important  mili- 
tary operations  occurred. 

The  regimental  surgeons  considered  them- 
selves as  entirely  independent  of  the  hospital. 
They  made  their  reports,  if  they  wrote  any 
at  all,  to  their  respective  colonels,  by  whom, 
as  a general  thing,  they  had  been  appointed 
to  the  positions  they  held.  Many  of  them  had 
not  the  slightest  qualifications  for  the  per- 
formance of  the  duties  of  their  station.  They 
were  appointed  in  most  instances  without 
examination,  Massachusetts  remaining  for  a 
long  time  the  only  colony  which  had  any 
regulations  in  the  matter.^® 

How  poorly  equipped  the  Continental  army 
was  can  be  judged  from  the  order  issued  by 
General  Daniel  Morgan  on  July  3,  1776  re- 
quiring the  regimental  surgeons  to  forward 
a report  of  the  surgical  supplies  which  they 
had  in  their  possession.  Only  15  responded, 
and  “all  of  the  instruments  were  reported 
to  be  private  property,  and  amounted  to  six 
sets  of  amputating  instruments,  tw'o  of  tre- 
panning instruments,  15  cases  of  pocket  in- 
struments, 75  crooked  and  six  straight 
needles.  Among  all  15  surgeons  there  were 
only  four  scalpels  or  incision  knives  for  di- 
lating wounds  or  any  other  purpose;  three 
pairs  of  forceps  for  extracting  bullets;  half 
a paper  and  70  pins;  but  few  bandages,  liga- 
tures, or  tourniquets  and  only  two  ounces 
of  sponge  in  all.”'® 

The  caliber  of  the  surgeon’s  mate  is  seem- 
ingly characterized  by  the  Reverend  William 
Hollingworth  of  New  Jersey  who,  while  visit- 
ing an  ailing  friend,  one  Reverend  Fithian 
at  Fort  Washington,  states:  “He  is  reduced 
to  the  lowest  state  one  would  imagine  pos- 
sible for  nature  to  support  under,  besides 
(Continued  on  next  page  ) 
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which  he  has  no  physician  to  attend  him  but 
an  unskillful  quack  of  a surgeon’s  mate  and 
no  nurse  but  an  unknowing  countiy  lad. ”2" 
Despite  the  many  shortcomings  which  have 
been  cited,  it  is  only  fair  to  state  that  many 
Rhode  Island  physicians  did  make  a remark- 
able contribution  to  the  cause  of  the  rebels. 
Others,  however,  were  sympathetic  to  the 
English,  and  many  of  these  left  either  volun- 
tarily or  were  driven  out. 

Rhode  Islanders  are  proud  of  the  actions 
of  those  early  citizens  who  successfully 
burned  the  Revenue  Schooner  Gaspee  on  June 
9,  1772.  It  was  one  of  the  first  overt  acts 
of  resistance  by  the  colonists  against  British 
colonial  domination.  Since  one  of  the  partici- 
pants was  a physician  who  was  called  upon 
to  perform  medical  services,  it  is  fitting  to 
include  his  account  in  a history  of  medicine 
in  Rhode  Island  during  the  Revolutionary 
period. 

Doctor  John  Mawney,  after  hearing  the 
drum  beat,  hastened  to  Mr.  Sabin’s,  the  place 
of  rendezvous,  where  he  learned  the  object 
of  the  meeting;  and,  on  being  urged  by  some 
of  his  acquaintances,  was  induced  to  accom- 
pany them  as  surgeon. 

STATEMENT  OF  DOCTOR  JOHN  MAWNEY 

To  this,  (he  says),  I readily  consented, 
and  went  to  Corlis’  wharf,  with  Capt.  Jo- 
seph Tillinghast,  who  commanded  the 
barge,  it  being  the  last  boat  that  put  off; 
and  in  going  down,  we  stopped  at  Capt. 
Cooke’s  wharf,  where  we  took  in  staves 
and  paving  stones;  which  done,  followed 
our  commander,  and  came  up  with  them 
a considerable  distance  down  the  river; 
after  which,  we  rowed  along  pretty  rap- 
idly till  we  came  in  sight  of  the  schooner, 
when  Capt.  (the  late  Commodore  Whip- 
ple), ordered  us  to  form  a line,  which  was 
instantly  complied  with;  after  which,  we 
rowed  gently  along,  till  we  got  near  the 
schooner;  when  we  were  hailed  from  on 
board,  with  the  words,  “Who  comes 
there?” 

Capt.  Whipple  replied,  “I  want  to  come 
on  board.” 

The  reply  was,  “Stand  off,  you  can’t 
come  on  board.” 

On  which  Capt.  Whipple  roared  out,  “I 
am  the  sheriff  of  the  county  of  Kent;  I 
am  come  for  the  commander  of  this  vessel. 


and  have  him  I will,  dead  or  alive;  men, 
spring  to  your  oars!”  when  we  were  in  an 
instant  on  her  bows. 

I was  then  sitting  with  Capt.  Tillinghast, 
in  the  stern  of  the  barge,  and  sprang  im- 
mediately forward ; and  seeing  a rope  hang 
down  her  bows,  seized  it,  to  help  myself 
in.  The  rope  slipping,  I fell  almost  to  my 
waist  in  the  water;  but,  being  active  and 
nimble,  I recovered,  and  was  the  first  of 
our  crew  on  deck;  when  Simeon  H.  Olney 
handed  me  a stave,  with  which,  seeing  one 
that  I took  to  be  of  the  crew  of  the 
schooner,  floundering  below  the  windlass, 
I was  in  the  attitude  of  levelling  a stroke, 
when  he  cried  out,  “John,  don’  strike.” 
Being  very  intimately  acquainted  with 
Capt.  Samuel  Dunn,  I knew  his  voice,  left 
him,  and  sprang  back  of  the  windlass, 
where  there  was  commotion  and  noise,  but 
which  soon  subsided;  the  crew  jumping 
down  the  hold,  I immediately  followed, 
when  I ordered  them  to  bring  cords  to  tie 
their  hands,  and  told  them  they  should 
not  be  hurt,  but  be  sent  on  shore.  They 
brought  some  tarred  strings,  with  which 
I tied  the  hands  of  two  behind,  when  John 
Brown,  Esq.,  called  to  me,  saying  I was 
wanted  immediately  on  deck,  where  I was 
instantly  helped. 

When  I asked  Mr.  Brown  what  was  the 
matter,  he  replied,  “Don’t  call  names,  but 
go  immediately  into  the  cabin,  there  is 
one  wounded,  and  will  bleed  to  death.” 

I hastened  into  the  cabin,  and  found 
Lieut.  Dudingston  in  a sitting  posture, 
gently  reclining  to  the  left,  bleeding  pro- 
fusely, with  a thin,  white  woolen  blanket, 
loose  about  him,  which  I threw  aside,  and 
discovered  the  effect  of  a musket  ball,  in 
his  left  groin;  and  thinking  the  femoral 
artery  was  cut,  threw  open  my  waistcoat, 
and  taking  my  shirt  by  the  collar,  tore 
it  to  my  waistband,  when  Mr.  Dudingston 
said,  “Pray  sir,  don’t  tear  your  clothes, 
there  is  linen  in  that  trunk;”  upon  which, 
I requested  Joseph  Bucklin  to  break  open 
the  trunk,  and  tear  linen  and  scrape  lint, 
which  he  immediately  attempted ; but  find- 
ing the  linen  new  and  strong,  could  not 
make  the  lint. 

1 men  directed  him  to  place  his  hands  as 
I had  mine,  which  was,  the  ball  of  my  left 
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hand  on  the  orifice  of  the  wound : ana  gave 
him  the  word  to  slip  his  hand  under  mine, 
and  to  press  hard,  to  prevent  effusion  of 
blood ; which  being  done,  I went  to  the  linen 
and  attempted  to  scrape  it  into  lint,  but 
found  I could  not  effect  it.  As  daylight  was 
fast  coming  on,  and  our  time  short,  I then 
tore  the  linen  into  strips,  for  compresses 
and  the  necessary  bandages;  which  was 
done,  by  knotting  them  into  long  strips, 
placed  the  compresses  five  or  six  deep,  and 
with  the  ligatures  by  the  lieutenant. 

All  being  prepared,  I told  Bucklin  to  raise 
his  hands,  when  I instantly  placed  the  com- 
presses on  the  orifice ; and  placing  the  band- 
age round  the  thigh,  over  the  wound,  and 
crossing  it  above,  drew  tight,  so  that  the 
effusion  of  blood  was  stopped. 

During  the  operation,  I was  several  times 
called  upon  at  the  door,  but  was  not  ready. 
When  the  door  was  opened,  many  rushed 
in,  and  attacked  the  bottles.  I h.aving  boots 
on,  stamped  on  them,  and  requested  others 
to  assist,  which  was  readily  done.  During 
this,  Mr.  Dudingston  was  earned  out  of  the 
room,  and  I never  saw  him  after,  notwith- 
standing I had  several  invitations,  through 
Dr.  Henry  Sterling. 

When  I came  on  deck,  I saw  Capt.  Tilling- 
hast,  and  some  others.  We  got  into  the  boat, 
and  rowed  up  the  river  a certain  distance, 
and  went  by  land  up  to  town;  when  Capt. 
Tillinghast,  who  was  then  living  with  me, 
after  taking  breakfast,  went  on  the  hill  to 
view  the  smoking  ruins  of  the  vessel,  which 
was  all  in  flames  soon  after  we  left  it. 

JOHN  MAWNEY21 

From  a subsequent  statement  of  Doctor 
Mawney,  it  appears  that  Lieutenant  Dudings- 
ton was  not  wanting  in  gratitude  to  his  siu’- 
geon.  After  his  wound  was  dressed,  he  offer- 
ed Doctor  Mawney  a gold  stock  buckle,  as  a 
testimonial  of  his  gratitude.  This  was  re- 
fused; but  a silver  one  was  afterw'ards  offer- 
ed and  accepted,  and  worn  by  Doctor  Mawney, 
but  a little  while  before  his  death.^^ 

One  of  the  outstanding  physicians  of  the 
Revolutionary  period  in  Rhode  Island  certain- 
ly was  Doctor  Isaac  Senter  of  Newport.  He 
was  bom  in  Londonderry,  New  Hampshire  in 
1753,  and  little  is  known  of  his  early  life  but 
that  he  came  to  Newport  and  was  a student 


ot  Doctor  Thomas  Moffatt,  a Scotch  refugee 
from  the  Jacobite  cause. 

Doctor  Moffatt  was  one  of  the  galaxy  of 
medical  men  who  made  their  home  in  New- 
port during  the  eighteenth  century.  He  had 
the  advantages  of  one  of  the  best  educations 
available.  He  practiced  in  Newport  from  1750 
to  1765.  His  activity  on  behalf  of  the  Crown 
in  promoting  the  execution  of  the  Stamp  Act 
precipitated  a mob  attack  on  his  house,  which 
resulted  in  property  damage  to  his  house,  de- 
struction of  his  books  and  papers,  himself 
])araded  and  hanged  in  effigy.  He  sought  re- 
fuge in  the  King’s  vessel  which  took  him  to 
New  London,  where  he  became  comptroller 
of  the  King’s  customs.  At  the  onset  of  the 
revolutionary  ti’oubles  his  devotion  to  the 
I'oyal  cause  forced  him  to  leave  New  London 
and  I’eturn  to  Newport,  where  he  resumed 
practice  until  Newport  was  evacuated  by  the 
British,  whereupon  he  disappeai’ed.  An  inter- 
esting side  of  his  life  was  the  fact  that  he 
was  associated  with  the  elder  Gilbert  Stuai-t 
in  the  manufacture  of  snuff  in  North  Kings- 
town, at  the  locality  now  known  as  Hamilton, 
Rhode  Island. 

In  marked  contrast  to  his  teacher.  Doctor 
Isaac  Senter,  who  was  practicing  in  Cranston 
at  the  time  of  the  Battle  of  Lexington,  im- 
mediately joined  the  volunteers  from  Rhode 
Island  and  marched  to  Boston,  where  he  soon 
made  himself  useful  and  prominent  in  the 
camp  of  the  colonists.  He  was  assigned  to 
General  Benedict  Arnold’s  detachment  that 
made  the  famous  march  on  Quebec,  which  un- 
fortunately ended  either  in  death  or  impris- 
onment for  all  these  noble  individuals.  He 
kept  a diary  which  documented  their  hard- 
ships and  courage.^^ 

In  1776  he  was  elected  surgeon  of  Rhode 
Island  state  hospitals,  and  he  wrote  the  fol- 
lowing letter  to  the  Providence  Gazette  pub- 
lisher, John  Carter,  in  the  month  of  February 
which  excited  the  deepest  indignation  in  the 
people  of  Providence  regarding  treatment  of 
prisoners : 

“February  22.  Died  in  the  General  Hospi- 
tal of  this  town  Capt.  John  Lee,  late  a pris- 
oner of  the  British  Army,  who  a few  days 
before,  arrived  here  from  Newport  with  a 
number  more  who  were  exchanged.  He  infor- 
med me  he  was  born  in  New  London,  Con- 
( Continued  on  next  page  ) 
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necticut  and  formerly  sailed  as  a master  of  a 
vessel  from  Georgia.  There  was  left  in  the 
hospital  a trunk,  watch,  etc.  As  he  made  no 
will,  nor  gave  any  directions  respecting  the 
above  things  I thought  it  my  duty  to  make 
known  to  the  public,  that  his  relations  might 
be  made  acquainted  with  his  fate  and  upon 
application  to  the  Steward  of  the  hospital  re- 
ceive the  above  articles. 

“Captain  Lee  was  one  out  of  seven  of  the 
above  mentioned  prisoners  brought  to  this 
hospital,  in  the  most  deplorable  situation.  The 
condition  they  were  in  when  brought  here 
was  enough  to  excite  the  conservatism  of  the 
most  barbarous  savages  in  the  universe  ex- 
cept those  of  Great  Britian.  Whoever  could 
behold  such  spectacles  of  misery  without  emo- 
tion, must  be  callous  to  every  feeling  of  hu- 
manity. The  whole  of  their  clothing  when 
they  arrived  here  (Captain  Lee’s  excepted) 
was  not  worth  a dollar.  They  were  overrun 
with  vermin,  half  rotten  with  scurvy  and  pu- 
trid fever,  some  of  their  extremities  were  fro- 
zen, and  rotting  through  neglect;  in  five  the 
condition  was  wretched  beyond  description. 
A large  number  of  them  were  confined  prom- 
iscuously in  the  hold  of  a vessel,  officers,  pri- 
vate negroes,  etc.,  where  they  were  half 
starved  and  denied  even  light  for  a number 
of  days,  and  to  complete  their  miseries  they 
did  not  fail  to  receive  the  kicks  and  scoffs  of 
the  soldiers  when  the  opportunity  offered, 
who  upbraided  them  with  the  epithet  of 
‘damned  yankee  rebels.’ 

“This  is  the  treatment  freeborn  Americans 
suffer,  who  have  the  misfortune  to  fall  in  the 
hands  of  the  Britons,  a nation  formerly  not 
less  celebrated  for  humanity  than  for  brav- 
ery; but  alas  how  does  such  conduct  demon- 
strate them  to  be  lost  of  all  sense  of  it.’’ 

In  1780  Senter  was  made  physician  and 
surgeon-general  of  Rhode  Island.  He  left  the 
Continental  Army  in  1779  and  resumed  prac- 
tice in  Cranston,  but  in  1780  moved  to  New- 
port to  practice.  Senter  was  probably  one  of 
the  best  of  the  physicians  practicing  at  this 
time,  and  he  was  recognized  as  outstanding 
by  his  election  to  membership  in  the  London 
and  Edinburgh  Medical  Societies.  His  library 
was  considered  large  and  was  rich  in  medical, 
scientific,  and  literary  lore.^^ 

He  published  several  papers,  one  of  which 
appeared  in  the  Transactions  of  the  College 


of  Physicians  of  Philadelphia  (Vol.  1,  pt.  1, 
1793,  pages  96-130).  The  synopsis  on  the 
front  page  reads  “An  account  of  a singular 
case  of  Ischuria,  in  a young  woman,  w’hich 
continued  for  more  than  three  years;  during 
which  time,  if  urine  was  not  drawn  off  wdth 
the  catheter,  she  frequently  voided  it  by  vom- 
iting; and  for  the  last  20  months,  passed 
much  gravel  by  the  catheter,  as  well  as  by 
vomiting,  when  the  use  of  that  instrument 
was  omitted,  or  unsuccessfully  applied.  To 
v/hich  are  annexed  some  Remarks  and  Phy- 
siological Observations.  By  Isaac  Senter, 
M.D.,  Associate  Member  of  the  College  of 
Physicians  of  Philadelphia,  and  Senior  Sur- 
geon in  the  late  American  Army.  Read  Jan. 
5,  1790.’’ 

He  read  another  paper  on  February  2,  1790, 
which  appeared  in  the  same  volume  of  the 
Transactions,  titled  “Tw’o  cases  of  Retroversio 
Uteri  to  which  are  added  a few  remarks  and 
observations  on  that  disease  and  the  different 
species  of  Procidentiae  Uteri.’’  Also  in  the 
same  volume  (Chapter  XXVI,  pages  232-38) 
appeal’d  a third  paper  titled  “Practical  Obser- 
\ations  on  Phthisis  pulmonalis;  extracted 
from  a letter  from  Isaac  Senter,  M.D.  to  Dr. 
William  Currie.  Read  August  7,  1792.” 

The  Rhode  Island  Historical  Society  has 
copious  records  of  his  activities  after  the  w^ar, 
which  are  most  interesting  and  give  an  in- 
sight into  his  practice  and  professional  and 
domestic  expenses.  Interestingly,  he  w'as  one 
of  the  earlier  physician  obstetricians,  and  his 
records  reveal  60  physicians  in  one  year. 
Prior  to  1750  deliveries  had  been  handled  by 
midwives. 

The  esteem  in  which  this  man  w’as  held  is 
evidenced  by  the  following:  Browm  Univer- 
sity awarded  him  an  M.D.  degree  in  1787  and 
appointed  him  a trustee  of  the  institution. 
Yale  also  awarded  him  an  M.D.  in  1792,  and 
Harvard  in  1793.  He  died  in  1799  at  the  age 
of  forty-six.® 

Another  interesting  and  active  physician 
in  the  Continental  Aniiy  was  Stephen  Vig- 
il eron,  a son  of  Doctor  C.  Antoine  Vigneron 
and  gi’andson  of  Doctor  N.  F.  Vigneron.  He 
was  born  in  Newport  November  25,  1748.  His 
record,  according  to  Bartlett’s  Rhode  Island 
Colonial  Records,  is  summarized  as  follows: 
“In  January,  1776,  inspector  of  saltpetre;  in 
Febinary,  1776  chosen  surgeon’s  mate  2nd 
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regiment  Colony’s  brigade,  vice  Ebenezer 
Richardson;  in  October,  1776  chosen  surgeon 
Col.  Cook’s  regiment;  in  November,  1776 
chosen  surgeon  of  all  the  forces  to  be  sta- 
tioned on  Rhode  Island;  in  December,  1776 
chosen  surgeon  of  Col.  Tallman’s  regiment; 
in  June,  1778  chosen  surgeon  Col.  Topham’s 
regiment;  in  February,  1779  chosen  surgeon 
of  Col.  Topham’s  2nd  battalion  of  infantry.” 
When  the  British  occupied  Nevv'port  he  es- 
caped on  horseback,  leaving  his  hooks  and 
instruments,  which  were  confiscated.  He  died 
of  typhus  on  board  the  Jersey  prison  ship 
at  New  York,  August  24,  1781,  aged  33 
years.-^  In  the  Appendix  are  reports  by  Doc- 
tors Vignei’on  and  Harding  and  a hospital 
diet.-'* 

Doctor  Peter  Turner  practiced  medicine  in 
Warren,  Rhode  Island  from  January,  1774 
until  he  became  surgeon  of  Col.  Christopher 
Greene’s  Battalion,  Continental  Army,  in  May 
1777.  On  October  22,  1777,  at  the  battle  of 
Red  Bank,  Colonel  Greene,  with  a garrison  of 
400  Rhode  Island  troops,  took  many  more 
Hessian  prisoners  than  his  number  of  troops. 
Few  Continental  soldiers  were  wounded,  but 
great  numbers  of  the  enemy  were  left  on  the 
battlefield.  He  rendered  aid  to  them  all,  and 
this  was  noted.  The  commanding  officer  of 
the  Hessians,  Colonel  Count  Dunop,  was  mor- 
tally wounded.  Doctor  Turner  attended  the 
Colonel  before  his  death.  He  was  with  the 
aiTny  in  the  pursuit  of  Clinton  on  his  retreat 
through  New  Jersey  and  was  present  in  the 
action  at  Monmouth  in  1778,  after  having- 
passed  the  winter  of  1777-78  at  Valley  Forge. 
He  was  in  camp  at  the  seige  of  Newport 
under  General  Sullivan  in  1778.  Following  the 
war,  he  settled  in  East  Greenwich  and  became 
one  of  the  outstanding  surgeons  of  the  era.-^ 

Doctor  Jonathan  Arnold  was  born  in  Provi- 
dence, Rhode  Island  on  December  14,  1741. 
At  the  outbreak  of  the  Revolution  he  was  a 
member  of  the  General  Assembly  of  Rhode 
Island  and,  as  such,  had  the  honor  to  draft 
the  act  repudiating  English  rule  in  that  col- 
ony.^- He  was  Director  of  the  General  Hos- 
pital in  Providence  in  the  early  part  of  the 
Revolution  and  also  acted  as  Pui'veyor  of 
medical  supplies.  As  was  pointed  out  earlier, 
he  and  Doctor  Senter  confeired  with  Doctor 
Craik  in  establishing  a hospital  for  the 
French  on  their  arrival,  and  after  being  re- 


fused the  use  of  the  College  in  Providence, 
settled  on  property  of  William  Vassall  at  Pop- 
pasquash  in  Bristol. 

Doctor  Solomon  Drowne,  who  was  born  in 
Providence,  Rhode  Island  on  March  11,  1753 
also  had  an  outstanding  career  in  the  Con- 
tinental Army.  He  graduated  from  Rhode  Is- 
land College  (now  Brown  University)  in  1773 
and  received  his  medical  degree  from  the  Uni- 
versity of  Pennsylvania  and  Dartmouth  Col- 
lege. He  entered  the  army  as  surgeon,  serv- 
ing under  Doctor  John  Morgan,  Director  Gen- 
eral of  the  hospital  in  New  York  at  the  time 
of  the  evacuation.  He  also  served  in  the 
Fvhode  Island  Hospital,  in  General  John  Sul- 
livan’s expedition  on  Rhode  Island,  and  in 
Colonel  Archibald  Crary’s  and  Colonel  Amos 
M.  Atwell’s  regiments. 

During  the  Sullivan  expedition  a soldier 
from  Col.  William  Livington’s  regiment  re- 
ceived a severe  skull  injury  which  was  passed 
upon  by  the  regular  aiTny  sui'geons  as  a hope- 
less case.  The  soldier  was  about  to  be  re- 
moved from  the  tent,  when  Doctor  Drowne 
gave  the  case  his  personal  attention.  He  tre- 
phined (or  trepanned)  a part  of  the  soldier’s 
Cl  anium.  After  the  operation,  as  the  bone  was 
raised  from  the  brain,  the  wounded  man,  be- 
fore he  realized  where  he  was,  shouted  out 
the  balance  of  the  command  he  had  been  giv- 
ing on  the  field  of  battle.  Doctor  Drowne 
hammered  down  a Spanish  silver  quarter, 
and  used  it  to  replace  the  missing  piece  of 
skull.  The  man  survived  and  lived  nearly  30 
> ears.^-* 

He  was  held  in  such  high  esteem  by  Lafay- 
ette and  the  Counts  de  Rochambeau  and 
d’Estaing  that  the  chief  of  the  medical  staff 
entrusted  their  individual  soldiers  to  his  care 
when  the  French  troops  left  for  home.^‘* 

In  a letter  to  his  sister  from  Poppasquash 
dated  August  16,  1778  Drowne  wrote:  “We 
arrived  here  yesterday  from  Tiverton  and 
established  the  General  Hospital  on  this  neck, 
much  contrary  to  my  inclination.  Though  this 
Vassall  seat  would  be  truly  pleasant  were 
there  not  two  or  three  hundred  sick  to  be 
accommodated  at  it,  and  attended  by  us.  The 
violent  stoiTn  has  made  business  for  us.  I 
said  ’twas  contrary  to  my  inclination,  because 
I was  in  full  hopes  and  expectation  it  would 
have  been  fixed  on  Rhode  Island. 

(Continued  on  next  page  ) 
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Fig.  3.  Homestead  of  Caleb  Fiske,  lineal  descend- 
ant of  Roger  Williams  and  one  of  the  original  mem- 
bers of  the  Rhode  Island  Medical  Society. 


‘I  was  on  Rhode  Island  3 or  4 days,  in  the 
time  of  the  wind  — overturned  markers, 
tents,  etc.  — the  unhoused  soldiers,  exposed 
to  the  chilly  N.  East  blasts  and  rain  have 
been  seized  with  dystenteries,  etc.”^^ 

His  life  subsequent  to  the  Revolution  was 
one  success  after  another.  He  served  in  vari- 
ous public  capacities  and  was  Professor  of 
materia  medica  and  botany  at  Brown  Univer- 
sity for  23  years.  He  was  a delegate  to  the 
convention  that  concurred  in  the  formation 
of  a National  Pharmacopoeia,  the  first  in  the 
United  States,  in  1820,  and  was  an  original 
member  of  the  Rhode  Island  Medical  Society. 

Theie  were  two  outstanding  physicians,  Wil- 
liam Hunter  and  John  Halliburton,  practic- 
ing in  Newport  at  the  onset  of  the  Revolu- 
tion, who  unfortunately  sided  with  England 
rather  than  with  the  Colonists.  Doctor  Ben- 
jamin Waterhouse  wrote:  “We  doubt  whether 
Boston,  New  York,  or  Philadelphia  ever  h.ad, 
at  one  and  the  same  time,  two  practicioners 
of  physic  and  surgery,  better  educated  and 
more  skillful  than  these  two  gentlemen.” 
Their  beliefs  forced  them  to  leave  Newport. 

Mention  of  several  other  physicians  who 
took  an  active  interest  in  the  Revolution  is 
necessary.  William  Bradford,  who  commenced 
practice  in  Warren  and  subsequently  moved 
to  Bristol,  bore  the  uncommissioned  title  of 
“a  pillar  of  the  Revolution.”''*  He  studied  law 
after  moving  to  Bristol  and  was  a leading 
member  of  the  committee  of  correspondence 
when  our  struggle  with  England  commenced. 

Amos  Throop,  M.D.  passed  much  of  his  boy- 
hood in  Bristol,  where  the  means  of  educa- 
tion at  that  time  surpassed  anything  which 


was  available  in  Providence.  He  was  the  first 
male  accoucher  in  the  Plantations.  Doctoi- 
Throop  was  always  prominent  in  town  affairs 
and,  as  the  Revolution  dre\/  on,  was  a prom- 
inent participant  in  the  public  measures 
which  led  to  it.  During  the  war  he  gave  gra- 
tuitous aid  to  the  American  hospital  physi- 
cians when  requested,  and  his  home  was 
requisitioned  for  the  French  oflficers.  When 
the  Rhode  Island  Medical  Society  was  formed 
in  1812,  he  was  elected  its  first  President.'*'* 

Levi  Wheaton,  M.D.  entered  the  military 
hospital  in  Providence  as  a volunteer  in  1778. 
In  1782,  while  serving  as  surgeon  on  a priva- 
teer, was  captured  and  brought  to  New  York. 
Here  he  served  as  a prisoner  on  the  Prison 
Hospital  Ship  Falmouth.  In  1812  he  was 
appointed  Professor  of  the  Theory  and  Prac- 
tice of  Physic  at  Brown  University  IMedical 
School.22 

Caleb  Fiske,  M.D.  was  a lineal  descendant 
of  Roger  Williams  and  served  as  a surgeon  in 
the  army  of  the  Revolution  in  General  Sulli- 
van’s expedition  against  the  British  at  Ports- 
mouth. He  was  one  of  the  original  members 
of  the  Rhode  Island  Medical  Society  and  is 
named  in  its  act  of  incorporation.^^  (Fig.  3.) 

The  following  is  a list  of  other  Rhode  Is- 
land physicians  who  took  an  active  interest 
in  the  War  of  Independence: 

James  Ballasseure,  John  Bartlett,  Nicholas 
Bogart,  Isaack  Bowen,  John  Chase,  Elias  Cor- 
nelius, Gorton  Jerauld,  Joseph  Joslyn,  John 
Martin,  Reuben  Mason,  Samuel  Montgomery, 
Stephan  Munro,  Jacques  Pallifer,  John  Parish, 
Joshua  PeiTy,  Jachues  Pulliser,  Joseph 
Rhodes,  Ebenezer  Richmond,  Edward  Sands, 
James  Walcott,  Samuel  Watson,  Daniel 
Peck  Whiple,  John  Wittredge,  and  John 
Young.® 

It  is  probably  invidious  to  give  such  brief 
accounts  of  some  and  none  of  many  others, 
but  there  is  a lack  of  documentary  material 
and  the  reader  will  understand  this. 

APOTHECARIES 

The  first  newspaper  published  in  Provi- 
dence was  the  Providence  Gazette  and  Coun- 
try Journal.  The  first  issue,  which  appeared 
on  October  20,  1762,  carried  the  following 
advertisement : 

TO  BE  SOLD, 
by  Samuel  Carew. 

At  the  Pestile  and  Mortar,  the  West  Side 
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of  the  Bridge,  in  Providence,  at  the  Shop 
lately  occupied  by  Doctor  Bass;  A Fresh 
and  general  Assortment  of  the  best  of 
MEDICINE,  CHYMICAL  AND  GALEN- 
CICAL. 

Where  may  be  had  Bateman’s  Pectoral 
Drops,  TURLINGTON’S  Balsam  Of  Life, 
STOUGHTONS’  Elixir,  DAFFEYS’  Elixir 
Salutes,  LOCKERS’  Pills,  HOOPERS’  Fe- 
male Pills,  ANDERSONS’  Pills,  PLUM- 
MERS’ AEthiop,  Cloves,  Cinnamon,  Mace, 
Nutmegs,  Alspice,  Pepper,  Lancets  and 
Syringes,  Salt  Peter,  Borax,  Pot  Ash,  Al- 
lum.  Cooperas,  red  Lead,  white  Lead,  Ver- 
milion, Spanish  Brown,  Verdegrease,  In- 
digo, Coffee,  Rice,  &c,  &c,  &c.  Practitioners 
by  sending  a Note,  will  be  as  well  served 
as  if  they  came  themselves,  and  may  de- 
pend on  having  every  Thing  the  best  in  its 
kind.^"* 

From  this  advertisement  is  obtained  a 
knowledge  of  what  constituted  a drug  store 
in  those  days,  and  it  is  much  the  same  now 
as  then. 

It  will  be  seen  by  Carew’s  advertisement 
that  he  was  not  the  first  druggist  in  Provi- 
dence, for  he  announces  himself  as  the  suc- 
cessor of  Doctor  Bass.  Who  the  first  druggist 
was  is  not  known.  It  is  not  unlikely  he  w'as  a 
physician.  Bass  was  one,  and  so  was  Carew, 
although  he  does  not  so  designate  himself  in 
his  advertisement.  Yet  he  is  always  so  called 
by  others;  and  after  his  death  his  successor 
refers  to  him  as  the  late  Doctor  Carew.  Fur- 
ther evidence  that  physicians  who  proceeded 
them  sold  drugs  is  not  wanting. 

In  the  next  decade  we  find  several  other 
apothecaries  opening  shop  with  similar  ad- 
vertisements and  offerings.  The  history  of 
the  drugstore  as  it  developed  during  the  en- 
suing 11  years,  will  be  traced  since  this 
period,  which  includes  the  Revolution  and  the 
few  years  which  immediately  preceded  it,  is 
necessarily  included  for  clarity  and  continu- 
ity. The  following  are  examples : 

On  December  19,  1772,  Doctor  Samuel 
Carew’s  death  is  reported  and  Thomas  Tru- 
man, his  apprentice,  continues  the  business 
at  the  old  stand,  near  the  Reverend  Mr. 
Snow’s  meeting  house.  Mr.  Snow  was  at  first 
? member  of  the  Beneficent  Church  and  its 
first  pastor.  On  April  10  of  the  next  year. 


Mr.  Truman  annouces  that  he  has  moved 
“two  doors  further  down  the  street.’’ 

On  August  28  following,  Mr.  Throop  noted 
his  removal  to  opposite  the  Court  House, 
which  was  not  far  from  his  former  place  of 
business. 

Thomas  Truman  on  February  26,  1774, 
gives  notice  that  he  has  again  moved,  this 
time  “to  the  house  lately  occupied  by  Captain 
Thomas  Monro,  opposite  Mrs.  Carew’s,  at  the 
upper  end  of  Broad  Street  near  the  Rev.  Mr. 
Snow’s  meeting  house.’’ 

Later  the  same  year  (March  19),  we  have 
a new  druggist  who  in  subsequent  years  is 
often  heard  from.  John  Chace  gives  notice 
that  he  has  “just  imported  from  London,  via 
Boston,  and  to  be  sold  ...  at  his  father’s  shop 
nearly  opposite  IMessers  Brown’s  store,  A 
general  Assortment  of  Drugs  and  Medicines 
of  a Superior  Quality.  Also  genuine  Patent 
Medicines.’’  The  “Messers  Brown’s”  referred 
to  were  Nicholas,  Joseph,  and  Moses  Brown, 
who  were  in  business  on  South  Main  Street. 

On  June  18,  the  partnership  betw-een 
Bowen  and  Steele  is  dissolved,  and  Benjamin 
Bowen  continues  the  business,  as  he  says, 
“in  the  usual  place.” 

A little  later  (July  9)  John  Chace  announc- 
es fresh  Drugs  and  Medicines  for  sale  “just 
below  the  Great  Bridge.”  Two  years  later 
(October  19,  1776)  he  is  located  “near  the 
market,”  which  was  probably  the  same  place 
as  before. 

On  May  24,  1777  Thomas  Truman,  Physi- 
cian and  Surgeon,  “acquaints  the  public  that 
he  now  lives  in  Johnston  . . . and  continues 
his  business  as  usual.”  He  is  now  a Physician, 
but  whether  in  his  new  location  he  sells  drugs 
is  not  certain,  nor  is  it  known  what  has  be- 
come of  the  old  store.  He  does  not,  however, 
long  continue  his  business  in  Johnston  (what- 
ever it  may  have  been)  for  the  following 
Spring  (April  18,  1778)  “he  Advertises  the 
Public  in  general,  and  his  former  Custermers 
and  Friends  in  particular,  that  he  has  lately 
removed  into  Capt.  Job  Sweeting’s  house,  in 
Broad  street,  where  he  has  for  Sale  a Variety 
of  useful  and  well  chosen  Medicines. 

The  next  we  hear  of  him  is  in  1781  (De- 
cember 8)  when  he  advertises  for  patronage, 
and  announces  “that  he  has  opened  a ‘WRIT- 
ING OFFICE’  at  his  house,  where  everything 
(Continued  on  next  page) 
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in  the  Scri\eners’  Way  is  performed  in  a neat, 
concise  and  accurate  Manner,  and  on  reason- 
able Terms.” 

In  1783  he  has  a partner,  and  Thomas  Tru- 
man & Co.  cany  on  the  business  at  the  same 
place,  and  there  we  will  leave  him. 

The  Gazette  of  August  9,  1777,  carries 
following  advertisement ; 

Convinced  that  the  Uncertainty  of  human 
Affairs  at  all  times,  and  more  especially  the 
present,  render  it  prudent  to  provide  as 
much  as  possible  against  contingent  Events, 
the  Subscriber  calls  upon  all  persons,  in  any 
way  indebted  to  him,  to  settle  their  respec- 
tive Debts;  the  Scarcity  of  Money  cannot 
now  be  admitted  as  an  Excuse  for  further 
Delay;  And  willing  to  do  as  he  would  be 
done  unto,  he  invites  his  Creditors  to  re- 
ceive their  several  Demands  against  him. 
If  those  indebted  shall  not  pay  due  Regard 
to  this  Notice,  they  may  expect  to  be  called 
upon  in  another  Manner,  by  their  Friend.^ — 
JONATHAN  ARNOLD 
N.B.  Said  ARNOLD  has  for  Sale,  Salts, 
Jalap,  Camphire,  Senna,  Rhubarb,  Calomel, 
Tartar  Emetic,  and  a variety  of  the  most 
capital  and  useful  medicinal  Articles  Prac- 
titioners and  Inoculists  may  be  served 
with  them  if  applied  for  soon. 

Mr.  Arnold,  it  will  be  remembered,  opened 
a store  in  1763  in  Doctor  Joseph  Hewes’s 
house  at  the  north  end,  and  for  aught  that 
is  known  was  still  there.  His  experience  in 
the  collection  of  debts  was  not  an  uncommon 
one.  The  credit  system  was  as  prevalent  then 
as  now,  and  it  appears  to  be  as  difficult  to 
collect  bills.  Notices  to  settle  bills  appear 
often  in  the  papers,  and  strange  as  it  may 
appear  even  lottery  tickets  were  sold  on 
credit.  The  difficulty  in  collecting  pay  for 
tickets  drawing  blanks  may  be  easily  im- 
agined, but  the  sellers  had  the  advantage 
even  so.  The  lotteries  were  authorized  and 
such  indebtedness  was  legitimate. 

IVIarch  14,  1778,  a new  drug  store  is  an- 
nounced ; or  rather  it  is  the  first  mention  of 
it  which  has  been  noticed.  It  begins  in  this 
wise : 

Just  Received,  via  France,  a very  valu- 
able assortment  of  the  most  capital 

MEDICINES 

Which  are  to  be  sold  wholesale  and  retail, 
as  cheap  as  can  be  purchased  in  the  United 


States  by  Henry  R.  Tillinghast,  and  Comp. 
At  the  shop  of  Col.  Daniel  Tillinghast, 
below  the  great  bridge  in  Providence. 

This  is  followed  by  a long  list  of  drugs  and 
medicines,  but  there  is  nothing  to  show 
whether  it  is  a new  store  or  one  long  estab- 
lished. 

Some  months  later  (October  3)  we  find  the 
following : 

“A  complete  Assortment  of  MEDICINES, 
Chymical  and  Galencical,  to  be  SOLD  by 
Drown  and  Tillinghast,  at  their  shop,  in  the 
House  of  Solomon  Drown,  Esq.  just  above  the 
market.” 

To  this  is  added:  “Those  to  wRom  the  Aid 
of  the  healing  Art  may  be  requisite,  if  pleased 
to  employ  said  Drown,  will  be  attended,  to 
the  best  of  his  Ability  and  Fidelity.” 

As  “Henry  H.  Tillinghast,  and  Comp.”  are 
not  heard  of  again,  it  is  supposed  that  the 
Tillinghast  wdth  Drown  is  the  same  one,  and 
yet  the  location  of  the  tw’o  stores  are  differ- 
ent, one  being  “below  the  great  bridge”  and 
the  other  “just  above  the  market.” 

On  November  28  of  the  same  year  John 
Chace  announces  “Fresh  drugs  and  medicines 
imported  directly  from  Holland.” 

Passing  over  tw^o  years  we  next  hear  from 
Amos  Throop  on  August  26,  1780.  This  is  how 
he  addresses  his  fellow  citizens: 

“To  be  sold  by  Amos  Throop  At  the  Pestle 
and  Mortar,  NOT  opposite  the  State  House, 
as  formerly,  but  in  Westminster  Street.”  — 
“Not  a Large  but  General  Assortment  of 
MEDICINES.”  A long  list  follows,  and  then 
he  adds,  “Westminster  Street  is  on  the  West 
Side  of  what  is  called  the  great  Bridge,  some- 
times known  as  by  the  Name  of  New  or  Back 
Street,  a little  to  the  Westward  of  Mr.  Jacob 
Whitman’s,  where  stands  on  the  right  Hand 
as  you  pass  out  of  Towui,  a large  three  Story 
House,  built  by  Mr.  Jonathan  Ellis,  latterly 
occupied  by  Messieres  Church,  West,  Fry  & 
Co.  Something  of  an  odd  place  for  a Drug 
Shop,  but  the  World  is  odd,  and  every  one  in 
it.  I am  of  the  World.” 

There  is  no  mistaking  this  locality.  If  every 
advertisement  had  been  as  definite  and  pre- 
cise, the  early  history  of  the  town  would  be 
much  more  easily  written. 

Having  at  some  length  brought  the  history 
of  the  drug  business  to  the  year  1782,  less 
attention  will  now  be  given  to  details.  Since 
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sufficient  extracts  from  the  records  have  been 
provided  to  illustrate  the  methods  of  the  deal- 
ers in  the  olden  time,  henceforth  our 
notices  will  be  briefer  and  our  progress  more 
rapid. 

In  1783,  James  Mason  imported  drugs 
and  sold  them  at  the  store  of  James  Sabin  on 
the  west  side  of  the  Bridge.  The  next  year 
we  find  Doctor  Stephen  Randall,  who  was  a 
surgeon  in  the  Army  of  the  Revolution,  en- 
gaged in  the  drug  business  at  what  is  now 
No.  636  North  Main  Street.  He  was  succeeded 
by  his  son-in-law,  Shadrack  IManton. 

Since  Newport  was  occupied  by  the  British, 
Providence  offered  the  only  opportunity  to 
study  the  apothecary  shops  of  this  period. 

DENTISTRY 

Since  dentistiy  is  an  allied  field  of  medi- 
cine, the  following  interesting  account  is  in- 
cluded in  an  attempt  to  be  all  inclusive. 

Isaac  Greenwood  was  born  in  Boston  and, 
in  1768,  lived  next  door  to  Paul  Revere.  Be- 
fore the  Revolutionary  War  Greenwood  made 
musical  instruments  and  shaped  ivory  into 
everything  from  billiard  balls  to  false  teeth. 
He  was  an  ingenious  mechanic  and  also  made 
wooden  legs,  walking  sticks,  nautical  instru- 
ments, umbrellas,  and  handles  for  warming 
pans.  The  two  men  traded  with  each  other. 
Greenwood  made  the  teeth  for  Revere  to  use 
in  his  work,  and  Revere  engraved  Green- 
wood’s business  cards. 

Soon,  Greenwood,  too,  began  to  set  false 
teeth,  and  he  became  so  skillful  at  it  and 
other  dental  work  that  he  is  called  our  first 
native-born  dentist.  He  could  attach  “natural 
teeth  on  plates  of  gold  or  silver  with  springs 
if  wanted.”  “A  single  tooth,”  his  advertise- 
ment said,  “will  only  cost  21  to  61  shillings 
each.” 

During  the  war  he  served  on  anned  vessels. 
After  the  war,  in  1787,  he  settled  in  Provi- 
dence and  placed  this  advertisement : 

Isaac  Greenwood  Dentist,  Cures  all  Com- 
plaints incident  to  the  Teeth  and  Gums, 
substitutes  artificial  Teeth  in  the  neatest 
Manner,  and  doubts  not  but  nine  Years 
Practice  has  afforded  him  Experience  suffi- 
cient to  execute  every  part  of  the  above 
Art  with  the  greatest  Ease  and  Exactness 
— As  he  never  Wishes  to  rise  in  Esteem, 
unless  gained  by  pure  Merit,  those  Persons 
who  pay  an  Attention  to  their  own  or  Chil- 


dren’s Teeth,  may  depend  on  being  perfect- 
ly satisfied  with  his  Performances  — 
Brushes  and  Powder  suitable  for  the 
TEETH. 

N.B.  Those  Gentlemen  or  Ladies  who  can- 
not conveniently  wait  on  him  shall  be  at- 
tended to,  at  a little  more  Expense,  upon 
sending  Directions  two  doors  South  of  i\Ir. 
Jacob  Whitman’s,  West  Side  of  the  Great 
Bridge. 

His  four  sons  all  became  dentists.  Of  these, 
John  was  the  most  famous.  It  was  he  who 
made  George  Washington’s  false  teeth.  He 
made  our  first  president  two  sets.  One  is 
buried  in  the  tomb  at  Mount  Vernon.  The 
second  set  is  on  display  in  the  IMuseum  of 
the  Baltimore  College  of  Dental  Surgery.  He 
was  the  first  dentist  to  use  a foot  drill.  It  was 
made  out  of  an  old  spinning  wheel  which  had 
belonged  to  his  mother.  John  made  great 
contributions  to  the  art  of  dentistry  in  this 
country,  but  his  father  had  the  distinction  of 
being  the  first  American-born  dentist."**^ 

According  to  Mrs.  Florence  Parker  Simi.s- 
ter,  John  learned  many  things  from  a 
French  dentist  he  had  met  at  the  Battle  of 
Rhode  Island.  This  dentist  undoubtedly  was 
Doctor  Jacques  Gardette,  a contemporary  of 
Lafayette,  who  was  commissioned  as  a sur- 
geon in  the  French  navy.  When  the  French 
fleet  and  army  arrived  at  Newport  in  1780, 
Gardette  successfully  engaged  in  the  practice 
of  general  and  dental  surgery. 

THE  BRITISH  PERSPECTIVE 
Recorded  material  regarding  the  activities 
of  the  British  IMedical  Corps  in  Rhode  Island 
during  the  Revolutionary  period  is  practically 
non-existent.  This  is  surprising,  since  Eng- 
land during  this  period  was  one  of  the  leading 
countries  in  the  world  in  medical  science. 

Attesting  to  the  accuracy  of  this  statement 
h:  the  following  excei-pt  from  a letter  from 
the  librarian  of  The  Wellcome  Institute  for 
the  History  of  Medicine,  London,  England, 
dated  November  24,  1975:  “I  was  interested 
to  receive  your  letter  of  the  14th  of  Nov. 
accompanied  by  a copy  of  a letter  to  you  by 
the  British  Ambassador  in  Washington,  re- 
questing information  on  original  material  con- 
cerning medical  care  in  the  British  army  and 
navy  in  Rhode  Island  during  the  American 
Revolutionary  War. 

(Continued  on  next  page) 
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“We  have  nothing  here  on  this,  nor  has  the 
Library  of  the  Royal  Ai*my  Medical  Corps, 
Millbank,  London  S.W.  1.  The  Historical  Sec- 
tion of  the  Ministry  of  Defence  Library, 
Whitehall,  London,  S.W.  1 . . . tell  me  also 
that  they  have  nothing.’’^** 

Among  the  few  references  found  are  the 
following : 

Doctor  Henry  Stephens,  a surgeon,  had 
been  in  His  Majesty’s  service  some  years,  but 
he  had  become  so  wearied  and  disgusted  with 
cruelties  practiced  by  the  British  that  he  es- 
caped at  Newport  on  June  24,  1778.  He  ac- 
complished this  by  going  ashore  at  Newport 
and  purchasing  a boat  to  take  a sail.  He  had 
been  the  surgeon  on  the  frigate  Lark.  He 
was  received  with  open  arms  by  the  people 
of  Providence  and  immediately  entered  the 
army  as  a surgeon  and  physician.  The  hos- 
pital at  Pi'ovidence  was  then  in  the  College, 
where  Doctor  Stephens  took  up  his  abode.-' 

A second  physician,  Richard  Bayley,  was 
born  in  Fair-field,  Connecticut  and  studied 
under  William  Hunter,  I'eturning  to  New 
York  in  1772.  He  wrote  a treatise  on  mem- 
branous croup  (diphtheria)  and  angina  tra- 
chealis  (putrid  sore  throat).  Subsequent  ob- 
servers believe  the  clear  description  of  the 
tenacious  membrane  was  that  of  diphtheria, 
whereas  the  putrid  ulcers  suggested  strepto- 
coccal pharyngitis. 

Bayley  was  a loyalist.  Following  a revisit 
to  England,  he  returned  to  America  in  1776 
as  a surgeon  in  the  English  Army  under  Gen- 
eral Howe.  When  the  British  took  possession 
of  Newport,  Rhode  Island,  he  ser-\^ed  as  hos- 
pital surgeon  at  the  post,  but  later  resigned 
and  resumed  practice  in  New  York.^® 

Another  interesting  comment  on  British 
medicine  was  made  at  the  Battle  of  Mon- 
mouth. Apparently  General  Clinton  thought 
that  Washington’s  surgeons  were  better  than 
his  own  when  he  left  a church  full  of  wound- 
ed at  St.  Peter’s  in  Freehold  and  the  follow- 
ing note:  “I  commend  them  to  your  Christian 
care.”®  One  wonders  whether  Clinton  was  of 
this  opinion  or  if  he  felt  a large  number  of 
wounded  would  be  an  encumbrance  to  Wash- 
ington. It  is  difficult  to  comprehend  such  an 
opinion,  since  Britain  was  the  medical  center 
of  the  world  at  this  time. 

A prolonged  search  by  the  Curator  of  Man- 
uscripts, John  C.  Dann  of  the  Clements  Li- 
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brary  of  the  University  of  Michigan,  finally 
uncovered  documentary  evidence  of  British 
activity  at  Newport. 

Although  not  extensive  there  are  reports 
of  staff  and  troop  movements  to  and  from  His 
^Majesty’s  General  Hospitals  at  New  York 
and  Newpoi’t.  It  can  be  assumed  that  some  of 
the  men  in  the  22nd  Regiment  had  been  at 
Rhode  Island,  as  well  as  men  in  the  other 
i-egiments  whose  return  show  their  presence 
there.  (Appendix  A-E.) 

When  the  British  evacuated  Newport  in 
1779  the  records  of  the  city  were  carried  to 
New  York  by  the  Tory  town  clerk.  Unfortu- 
nately, the  vessel  in  which  they  were  trans- 
ported was  sunk  in  the  harbor.  Later,  the 
ship  was  raised  and  the  records  returned  to 
Newport.  Salt  water  damaged  most  of  the 
lecords.  Although  they  have  been  cleaned 
and  mounted  on  silk,  some  of  them  are  almost 
illegible.  This  accident  may  account  for  the 
scarcity  of  the  medical  records  of  the  British 
armed  forces  stationed  at  Newport  during  the 
Revolutionai-y  War.^” 

It  is  quite  obvious  that  the  evaluation  of 
the  quality  of  medical  care  rendered  by  the 
Germans,  French,  British,  or  Americans  is 
dependent  upon  whose  report  you  read.  Sur- 
prisingly, from  an  unbiased  viewpoint,  it 
seems  paradoxical  that  the  European  nations 
were  not  able  to  render  medical  care  far  su- 
l^erior  to  what  the  colonists  could  provide. 
These  foreign  nations  had  a far-advanced 
educational  system  by  comparison  to  that  of 
the  Americans.  Therefore,  either  they  did  not 
choose  to  send  their  best  medical  support,  or 
the  immaturity  of  medical  science  was  such 
that  extensive  medical  background  was  not 
necessaiy  to  render  the  best  medical  care 
then  available. 

From  this  overview  of  the  four  army  medi- 
cal coiqDS  it  appears  that  the  hastily  organ- 
ized, ill-equipped,  neophyte  American  Medical 
Corps  conducted  itself  medically  on  a par  with 
the  others  and  in  many  cases  was  superior  to 
them.  The  Americans  recognized  that  small- 
pox given  by  inoculation  resulted  in  a marked 
decrease  in  mortality  and  morbidity  and  con- 
ferred lasting  protection.  Washington’s  inoc- 
ulation of  his  troops  is  thought  to  have  been 
one  of  the  decisive  factors  in  the  American 
success. 

(Continued  on  page  334) 
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“The  Air  Of  Rhode  Island  Is  Good”* 


By  John  E.  Farrell,  Sc.D. 


Medicine  is  defined  as  the  science  and  the 
art  of  preventing,  curing,  or  alleviating  dis- 
ease, as  practiced  by  physicians. 

Therefore,  to  understand  how  Medicine  ful- 
filled its  role  in  the  Rhode  Island  colony  dur- 
ing the  period  of  the  American  Revolution 
one  must  have  an  understanding  of  the  over- 
all problems  affecting  the  people  living  there 
at  that  time,  their  hardships  as  the  result  of 
the  disruption  of  their  noi-mal  way  of  life, 
and  their  acceptance  of  the  reduced  availabil- 
ity of  an  already  limited  form  of  medical 
care.  Equally  to  be  considered  must  be  the 
availability  of  physicians,  their  limited  train- 
ing in  the  art  of  healing,  the  lack  of  drugs 
and  supportive  health  services,  the  demands 
of  the  military  for  their  services,  and  the 
effect  of  the  allegiance  of  prominent  British- 
born  physicians  to  the  King  and  the  British 
cause. 

From  1720  until  the  time  of  the  Revolution, 
Newport  was  the  second  most  populous  town 
in  New  England.  In  1776  there  were  5,299 
residents  and  an  additional  1,100  living  on 
the  island  beyond  the  town  limits.  Providence 
at  that  time  had  only  4,355  residents.  In  1770 
Newport’s  foreign  trade  was  greater  than 
that  of  New  York  with  its  17,000  population. 

JOHN  E.  FARRELL,  Sc.D.,  Executive  Director 
Emeritus,  Rhode  Island  Medical  Society. 

Publication  supported  in  part  by  the  Fiske  Fund. 

*From  the  journal  of  Claude  Blanchard,  Commissary 

of  the  French  Auxiliary  Army,  1780. 

“The  Air  of  Rhode  Island  is  Good” 


Between  1739  and  1770  great  fortunes  were 
made  in  the  triangular  trade  with  Africa  and 
the  Barbados,  in  which  rum  from  Newport 
was  exchanged  for  slaves  in  Africa,  who  were 
in  turn  exchanged  for  sugar  and  molasses  in 
the  Barbados,  which  were  brought  back  to 
Newport  to  be  made  into  more  rum. 

As  the  seat  of  government  of  the  Colony, 
and  as  the  busiest  port  of  commerce,  Newport 
attracted  highly-educated  physicians  from 
Europe,  whose  teachings  undoubtedly  had  a 
great  impact  on  local  physicians  and  upon 
young  students  interested  in  the  healing  art. 
One  of  the  first  such  eminent  physicians  was 
David  Vandelight,  a student  of  medicine  in 
the  most  celebrated  school  in  Holland,  who,  as 
a brother-in-law  of  Nicholas,  John,  and  Moses 
Brown,  was  apparently  attracted  to  Rhode 
Island  as  much  by  mercantile  inducements 
as  by  the  practice  of  healing.  As  a skilled 
chemist  he  introduced  here  the  Dutch  method 
of  separating  spermaceti  from  its  oil,  which 
brought  much  wealth  to  the  Plantations;  he 
also  is  recorded  as  giving  the  first  practical 
instruction  in  anatomy  here. 

Within  16  years  before  the  outbreak  of  the 
War  four  eminent  physicians  came  to  New- 
port from  Scotland.  William  Hunter  arrived 
in  1752,  and  his  talents  soon  became  apparent, 
as  six  years  later  the  Assembly  appointed  him 
Surgeon-General  to  the  troops  raised  in  Rhode 
Island,  a post  for  which  he  was  well  trained, 
as  he  had  been  a surgeon  in  the  British  army 
(Continued  on  next  page) 
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before  coming  to  America.  In  1756  he  gave 
the  first  formal  course  of  anatomical  lectures 
in  this  country,  and  it  is  recorded  that  the 
tickets  for  admission  to  the  course  were  prin- 
ted on  the  backs  of  playing  cards,  presumably 
for  economical  reasons.  But  by  the  time  the 
War  broke  out  Doctor  Hunter  had  overcome 
his  prejudice  against  the  House  of  Hanover 
and  had  become  a warm  supporter  of  the 
King  and  his  ministers.  As  a consequence  of 
this  he  was  removed  from  Newport  with  many 
other  persons  who  were  obnoxious  to  the  Co- 
lonial Government.  Subsequently,  he  was  al- 
lowed to  return  to  Newport,  where  he  resided 
until  his  death  in  1777. 

Doctor  Thomas  Moffatt  also  came  to  Rhode 
Island  from  Scotland  with  Doctor  Hunter,  and 
in  addition  to  his  medical  practice  he  crossed 
the  Bay  to  establish  a Scotch  snuff  factory  in 
Narragansett  with  the  father  of  the  famed 
portrait  painter,  Gilbert  Stuart.  Moffatt’s 
strong  endorsement  of  the  Stamp  Act  resul- 
ted in  his  being  driven  from  the  country  in 
1772,  with  much  of  his  property  destroyed  in 
the  process. 

About  1750  Doctor  Richard  Halliburton,  a 
prominent  English  physician,  arrived  as  a 
surgeon  on  a British  frigate.  When  he  mar- 
ried Miss  Brenton,  a Newport  lady  of  high 
family  connections,  he  resigned  his  commis- 
sion and  settled  in  the  Colony  to  practice 
medicine.  However,  his  allegiance  to  the 
Crown  remained  strong,  and  he  was  closely 
watched  during  the  early  part  of  the  War. 
Soon  after  the  British  forces  left  Newport 
for  Long  Island  and  New  York,  Halliburton 
became  the  subject  of  a blackmail  that  even- 
tually drove  him  from  the  Colony.  The  bearer 
of  his  letters  containing  secret  intelligence 
to  the  British  threatened  to  expose  him,  and 
hush  money  was  demanded.  Halliburton  paid, 
and  the  blackmail  continued.  As  a result,  he 
slipped  out  of  Newport  harbor  one  evening 
for  Long  Island,  then  made  his  way  to  New 
York  City,  where  the  British  offered  him  a 
choice  of  a hospital  surgeoncy  there  or  serv- 
ice in  Halifax.  He  preferred  to  go  to  Canada, 
and  another  fine  physician  was  lost  from 
Rhode  Island. 

Doctor  David  Oliphant  was  the  fourth  of 
the  prominent  group  to  arrive  in  the  area 
about  1750.  He  practiced  many  years  and 
apparently  adjusted  to  the  political  climate 
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of  Newport,  for  he  remained  there  until  his 
death  in  1802. 

Thus,  it  was  physicians  like  these  who 
helped  lay  the  foundation  for  medical  care 
in  Rhode  Island,  bringing  to  the  American 
born  aspirants  to  the  practice  of  the  healing 
art  the  skill  and  training  acquired  in  the 
medical  schools  of  Europe.  American  medi- 
cine of  that  era,  then,  was  merely  a heritage 
from  the  past  — European  medicine  at  its 
best.  With  neither  medical  schools  nor  hos- 
pitals in  the  colonies,  the  preceptor  method 
of  teaching,  augmented  with  texts  by  Euro- 
pean physicians  of  prominence,  provided  the 
education  for  the  young  student  who  would 
be  a follower  of  Hippocrates. 

What,  then,  was  the  status  of  medicine  in 
the  world  at  the  time  of  the  American  Revo- 
lution? 

STATUS  OF  MEDICAL  PRACTICE 

In  the  century  prior  to  the  American  Revo- 
lution there  had  been  an  immense  amount 
of  new  and  rewarding  medical  and  health 
research  along  diverse  lines.  The  protection 
and  care  of  the  sick  had  prompted  the  estab- 
lishment of  institutions  in  Europe  where 
collections  of  sick  people  encouraged  obser- 
vations, analysis,  and  discussion  among  phy- 
sicians by  furnishing  excellent  opportunities 
for  comparative  studies.  With  the  rise  of 
universities  in  Italy,  and  later  in  Prague, 
Paris,  Oxford,  Edinburgh,  and  elsewhere  in 
western  Europe,  the  teachers  of  medicine 
were  drawn  away  from  the  life  of  the  hos- 
pitals, and  were  offered  the  attractions  and 
prestige  of  serving  as  university  professors 
and  lecturers.  As  a result,  the  study  of  medi- 
cine rested  more  on  a familiarity  with  the 
theories  about  disease  rather  than  actual 
experience  with  sick  persons.  This  emphasis 
on  theory,  doctrine,  and  systems  lasted  well 
into  the  eighteenth  century,  and  it  remained 
for  the  great  clinician,  Herman  Boerhaave 
of  Leyden  University,  to  reassert  the  eminent 
role  of  the  “bedside”  teacher.  To  him  more 
than  to  any  other  man  do  we  owe  the  modern 
school  of  medical  instruction,  especially  in 
the  English-speaking  schools.  His  (^jfiving  in- 
fluence resulted  in  his  pupils  founding  the  Ed- 
inburgh medical  school  and  through  it  the 
best  medical  teaching  in  the  English-speaking 
countries  of  the  world.  We  have  already  noted 
that  Newport  and  Rhode  Islanc^j  Were  bene- 
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ficiaries  of  Edinburgh-trained  physicians  who 
came  to  this  Colony. 

Of  comparable  influence  to  Boerhaave  was 
his  pupil,  the  Swiss  physician  Albrecht  von 
Haller,  whose  texts  on  the  elements  of  phy- 
siology of  the  human  body  marked  the  mod- 
ernization of  the  subject  of  which  it  treats. 
Others  who  advanced  the  healing  art  in  this 
era  were  Doctor  Stephen  Hales  who  had  pro- 
ceeded to  investigate  the  dynamics  of  the 
circulatory  system;  Leopold  Auenbrugger,  a 
Viennese  physician,  who  in  1761  invented 
the  method  of  percussion  as  a means  of  out- 
lining the  position  of  the  internal  organs, 
especially  those  of  the  chest;  and  Giovanni 
Battista  Morgagni,  professor  at  Padua  for 
56  years,  who  performed  an  enormous  num- 
ber of  postmortem  examinations,  and  at  the 
age  of  79  issued  from  his  vast  experience 
his  text  on  “The  Seats  and  Causes  of  Dis- 
ease,” recounting  the  life  history  of  the  pa- 
tient, a history  of  his  diseases,  and  the  events 
related  to  his  final  illness  and  manner  of 
death,  thus  providing  the  anatomical  concept 
in  the  study  of  disease  which  is  the  main 
element  in  modern  diagnosis. 

However,  internal  medicine  lagged  far  be- 
hind surgery.  The  anatomical  reforms  of 
Vesalius  were  not  followed  by  any  commen- 
surate progress  in  physiological  knowledge 
which  internal  medicine  as  a science  demands. 
It  is  true  that  texts  improved  in  the  first 
half  of  the  seventeenth  century,  and  the  ex- 
panding development  of  new  colonies  in  the 
Americas  and  elsewhere  in  the  world  brought 
forth  new  remedial  drugs  and  a better  knowl- 
edge of  infectious  disease,  but  much  of  the 
knowledge  was  a long  time  in  spreading  down 
from  the  medical  centers  to  the  outposts  of 
civilization,  such  as  the  American  colonies. 

Undoubtedly  the  centuries  of  strife  that 
marked  the  history  of  all  Euiope  from  time 
immemorial  provided  the  physicians  of  each 
era  with  an  increasing  knowledge  of  surgical 
techniques  resulting  from  the  demand  for 
repair  of  wounds,  that  probably  defied,  in 
most  instances,  any  assurance  of  life  saving. 
Thus  we  find  that  during  the  eighteenth  cen- 
tury few  new  principles  were  introduced  into 
surgery,  even  by  the  greatest  surgeon  of  the 
time.  Sir  John  Hunter.  However,  due  to  the 
growth  of  knowledge  in  noimal  and  patho- 
logical anatomy,  there  were  improved  sur- 


gical techniques,  so  that  operations  were  ear- 
ned out  that  had  seldom  been  attempted  be- 
fore. 

In  1728  Sir  William  Cheselden  advanced 
surgery  with  operations  for  cataracts,  and 
he  also  developed  the  lateral  operation  for 
stone;  in  1736  the  first  successful  operation 
for  mastoid  was  performed,  and  16  years 
later  Jacques  Daviel  originated  the  treatment 
of  cataract  by  extraction  of  the  lens.  The 
invention  of  the  screw  tourniquet  by  Jean 
Louis  Petit  was  added  to  his  surgical  suc- 
cesses resulting  from  his  improvements  of 
techniques  in  amputations. 

Since  it  was  not  until  1799  that  Sir  Hum- 
phrey Davy  discovered  the  anesthetic  prop- 
erties of  nitrous  oxide,  or  laughing  gas  as  it 
became  popularly  known,  the  favorite  anes- 
thetic in  Europe  and  the  colonies  in  America 
at  the  time  of  the  Revolution  was  drunken- 
ness. 

PHYSICIAN  ALSO  PHARMACIST 

The  duties  of  the  apothecary  and  of  the 
physician  were  then,  and  long  afterwards, 
united  in  the  same  hands.  Every  physician 
learned  early  of  the  variety  of  herbal  con- 
coctions native  to  his  area  that  had  bene- 
ficial medicinal  value,  and,  indeed,  the  grow- 
ing of  herbs,  many  imported  from  foreign 
lands,  was  both  an  avocation  and  a vocation 
jbr  many  physicians.  Doctor  Solomon  Drowne, 
an  outstanding  Rhode  Island  physician  who 
served  throughout  the  Revolutionary  War 
as  a surgeon  with  the  anriy,  and  who  ulti- 
mately settled  in  Foster,  where  he  built  a 
spacious  mansion  on  an  elevation  which  he 
called  Mount  Hygeia,  founded  a botanical 
garden  there  where  he  even  raised  and  pre- 
pared his  own  opium.  He  is  recorded  as  list- 
ing as  his  favorite  medicines  those  of  “but- 
ternut pills,”  “decoction  of  mallows,”  and 
“pussy  willow  tea.”  The  oil  from  an  edible 
fruit  of  the  American  tree  Juglans  cinerea 
was  the  base  for  the  butternut  pills,  while 
the  boiling  down  of  the  mallow  family  of 
plants  (cotton  and  hollyhock  are  well-known 
plants  of  this  order)  provided  a treatment 
t(;  allay  irritation  and  alleviate  inflamma- 
tory soreness,  swelling,  or  pain.  Doctor 
Browne’s  “pussy  willow  tea”  was  used  in 
treatment  of  rheumatism,  and,  like  quinine, 
in  intermittent  fever,  catarrh  of  the  nose, 
(Continued  on  next  page) 
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the  common  cold,  and  neuralgia.  Its  basic 
ingredient  was  salicin,  a bitter  tonic  and 
antiperiodic  glucoside  in  white  powdery 
ciystals  produced  by  willow  trees. 

The  physicians  in  the  Colony  had  for  gen- 
erations secured  their  drug  supplies  from 
England,  where  the  approved  Pharmacopeia 
had  given  official  standing  to  such  drugs  as 
paregoric,  ipecac,  tartar  emetic,  spirit  of  sal 
volatile  or  sal  ammoniac,  used  as  a deobstru- 
ent and  resolvent;  valerian,  used  as  a nerve 
stimulant;  sweet  spirits  of  niter;  balsam  or 
tincture  of  benzoin,  used  to  heal  wounds ; and 
colchicum,  a preparation  of  the  seeds  or  bulbs 
of  the  meadow  saffron,  used  in  the  treatment 
of  gout.  Quinine,  from  cinchona  barks,  had 
long  been  in  use  for  malaria,  typhoid,  and 
other  fevers,  and  opium,  of  course,  had  pro- 
duced the  alkaloids  morphine  and  codeine 
which  were  used  in  a great  variety  of  cases, 
most  commonly  for  the  purpose  of  procuring 
sleep  and  for  relief  of  pain. 

These,  then,  were  heritages  that  the  Amer- 
ican-born aspirant  for  the  role  of  physician 
received  as  he  undertook  to  treat  the  ill  and 
wounded  of  the  colonies,  where  medicine  was 
still  more  medieval  than  modern.  With 
neither  medical  schools  nor  hospitals,  little 
understanding  of  infection  and  asepsis,  and 
equally  limited  knowledge  of  public  health 
safeguards  against  epidemic  diseases,  the 
Rhode  Island  physicians  born  and  bred  in 
the  Colony  were  indeed  men  of  courage,  who 
faced  the  dual  task  during  the  period  1776- 
1782  of  fighting  in  the  ranks  of  the  military 
for  the  preservation  of  the  political  freedom 
of  the  new  nation,  as  well  as  preserving  the 
health  of  all  the  colonists. 

Historical  data  are  sadly  lacking  on  the 
actual  services  rendered  by  Rhode  Island 
physicians  during  the  Revolutionary  War  if 
one  seeks  only  for  the  dramatic  stoiy  of  great 
surgical  accomplishments  in  the  treatment 
of  the  soldier  wounded  in  battles,  or  of  heroic 
activities  that  saved  the  civilian  population 
from  epidemic  illnesses  at  a time  when  there 
was  a desperate  want  of  drugs,  surgical  in- 
struments, and  supportive  supplies  which 
had  previously  been  available  from  England. 

The  data  that  are  available,  however,  do 
reveal  some  astonishing  facts  that  to  this 
writer,  at  least,  indicate  that  the  unwritten 
record  of  medical  service  by  aspiring  Ameri- 


can-born physicians  during  the  Revolutionary 
pei’iod  could  indeed  be  a very  bright  chapter 
in  the  history  of  medicine  in  Rhode  Island. 

TEMPER  OF  THE  TIMES 

Review  with  me  for  a moment  the  temper 
of  the  times  here  in  our  Colony,  as  well  as 
the  sister  colonies  that  formed  the  nucleus 
of  this  budding  new  nation.  The  great  ma- 
jority of  the  residents  had  come  from  Great 
Britain.  Their  loyalties  to  the  mother  coun- 
try, and  to  the  King,  had  been  strong.  From 
the  beginning  of  the  Colony  it  had  supported 
England  in  her  struggles  with  France,  Spain, 
and  Portugal  and  it  shared  in  the  benefits 
derived  from  England’s  victories  when  the 
Treaty  of  Paris  was  signed  in  1763.  The  fol- 
lowing year  the  molasses  and  sugar  act  of 
1739  was  due  to  expire  and  thereby  relieve 
the  commercial  and  manufacturing  industry 
of  the  colonies  of  the  duty  imposed  on  those 
products.  But  England  not  only  renewed  the 
act  in  1763,  but  she  extended  import  duties 
upon  various  articles  of  domestic  consump- 
tion. 

Then  followed  the  Stamp  Act  which  pro- 
vided for  the  raising  of  revenue  in  the  Ameri- 
can colonies  by  the  sale  of  stamps  and 
stamped  paper  for  commercial  transactions, 
real  estate  transfers,  law  suits,  marriage 
licenses,  inheritances,  and  newspapers.  It  also 
provided  that  British  soldiers  in  the  colonies 
should  be  quartered  in  the  homes  of  the 
people. 

History  well  records  the  ire  of  the  colonists 
toward  this  action.  When  enforcement  proved 
impossible,  England,  realizing  her  mistake, 
repealed  the  act  in  1766.  Yet  there  was  no 
deep-seated  hostility  to  the  Crown  among 
the  people  of  Rhode  Island.  The  repeal  of  the 
Stamp  Act  was  welcomed  with  great  demon- 
strations of  joy,  and  the  general  feeling  was 
that  a mistake  had  been  rectified  and  there 
would  be  no  more  talk  of  tax  collectors. 

But  in  May  1767  a new  scheme  of  taxa- 
tion was  devised,  which  imposed  import 
duties  upon  glass,  lead,  paints,  paper,  and 
tea.  The  plan  avoided  the  objection  to  internal 
taxes  which  had  been  the  principal  feature 
of  the  Stamp  Act.  It  did  resurrect,  however, 
the  old  question  of  taxation  without  repre- 
sentation, and  the  people  of  the  colonies 
were  angry.  Talk  of  secession  again  surged 
to  the  fore. 
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In  1768  a Rhode  Island  physician,  Josias 
Lyndon,  the  Governor  of  the  Colony,  wrote 
what  was  considered  one  of  the  most  loyal 
and  yet  earnest  and  frank  communications 
directed  to  the  mother  country  citing  the 
grievances  of  the  colonies.  Lyndon,  who  was 
born  in  Newport  in  1704,  was  well-educated, 
and  at  the  age  of  20  was  clerk  of  the  lower 
House  of  the  General  Assembly  and  later 
clerk  of  the  Superior  Court  of  Newport 
County.  As  a solution  to  the  great  strife  of 
political  partnership  for  election  of  either 
Samuel  Ward  or  Stephen  Hopkins  as  Gover- 
nor — a strife  that  had  gone  on  for  10  years 
— Josias  Lyndon  was  a compromise  candi- 
date for  Governor  in  1768,  and  he  served  a 
one-year  term  during  one  of  the  most  ex- 
citing periods  in  New  England  history.  Some 
of  his  statements  to  the  authorities  overseas, 
although  respectful  and  loyal,  were  at  the 
same  time  a strong  protest  of  the  grievances 
heaped  on  the  colonies. 

He  noted  that  we  are  “transplanted  from 
Britain,  subjects  of  the  same  King  . . . united 
with  her  in  religion,  laws,  manners,  and  lan- 
guage, and  animated  with  the  same  love  of 
freedom  . . . and  by  the  goodness  of  God, 
without  any  expense  to  the  Crown,  although 
at  much  expense  of  their  own  blood  and  of 
their  children’s,  they  settled  this,  your  Ma- 
jesty’s colony.’’  He  cited  the  charter  of 
Charles  II  to  Rhode  Island  which  pledged  to 
the  inhabitants  of  the  Colony  “all  the  liber- 
ties and  immunities  of  free  and  natural  sub- 
jects born  within  the  realm  of  England, 
among  which  was  the  exclusive  right  of  giv- 
ing and  granting  their  own  money  by  them- 
selves or  their  representatives.’’ 

For  about  two  years  there  was  a period 
of  comparative  calm  in  spite  of  the  great 
resentment  that  was  held  for  the  King  and 
his  revenue  collectors.  With  an  estimated  one- 
third  of  the  population  of  the  Colony  against 
armed  resistance,  the  private  interests  of 
merchants  often  got  the  better  of  their 
patriotism.  As  a result,  it  was  more  difficult 
to  adhere  to  the  non-importation  agreements 
than  to  make  them.  In  Newport  the  matter 
was  quite  serious,  as  the  town  had  shown 
strong  Loyalist  tendencies  almost  from  its 
beginning.  As  a result,  the  merchants  were 
prompted  to  set  aside  the  agreement  of  non- 
importation which  the  Providence  merchants 


had  pledged  in  the  fall  of  1769  to  maintain 
until  every  portion  of  the  revenue  act  should 
be  repealed. 

Then,  increasing  colonial  resentment 
brought  the  first  act  of  violence,  the  famous 
Gaspee  burning  in  June  1772,  when  a royal 
ship  of  war  was  captured  and  sunk  and  the 
first  British  blood  of  the  Revolution  was  shed. 
The  British  Lieutenant  Dudingston,  who 
had  detained  unoffensive  vessels,  plundered 
the  people  on  both  shores  of  Narragansett 
Bay,  and  illegally  used  the  Massachusetts 
courts  instead  of  those  in  Rhode  Island  to 
try  cases  in  the  enforcement  of  the  revenue 
laws,  had  grounded  the  Gaspee  on  Namquit 
Point,  and  on  the  evening  of  June  9 the 
nearby  colonists  vented  their  feelings  by 
burning  the  vessel. 

MOBILIZATION  FOR  WAR 

Providence  and  Newport,  in  particular, 
must  have  been  tense  with  excitement  when 
the  news  of  the  battles  of  Lexington  and 
Concord  was  reported.  While  open  warfare 
with  Great  Britain,  in  spite  of  the  strong 
Loyalist  party  in  the  colonies,  was  expected, 
the  strategic  importance  of  the  great  sea- 
coast  port  of  Newport,  and  the  accessibility 
to  Providence  at  the  head  of  the  bay,  caused 
immediate  concern  that  the  area  would  be 
a prime  target  for  attacks  by  the  armed 
forces  of  the  King. 

The  General  Assembly  of  Rhode  Island 
ordered  a so-called  Army  of  Observation  to 
be  raised,  and  all  the  militia  companies  were 
ordered  to  drill  a half  day  every  two  weeks. 
The  Anny  at  the  beginning  was  reportedly 
established  for  the  purpose  of  repelling  any 
“insult  or  violence  that  may  be  offered  to 
the  inhabitants’’  by  the  fleets  and  armies 
which  surrounded  them.  After  Bunker  Hill 
the  Colony  was  put  on  a war  footing,  and 
every  man  who  was  of  age  and  physically  fit 
was  required  to  hold  himself  in  readiness  for 
active  service. 

In  June  1776  the  Assembly  met  in  New- 
port and  voted  to  establish  a hospital  in  each 
county  for  the  inoculation  for  smallpox.  A 
few  members  of  the  Assembly  protested  the 
act.  The  delegates  to  Congress  were  also  in- 
structed to  urge  a general  system  of  inocu- 
lation in  the  Army,  and  also  in  the  Navy, 
as  smallpox  was  reported  as  raging  to  a 
(Continued  on  next  page' 
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fearful  extent  in  Canada.  A hospital  was  es- 
tablished that  summer  at  Providence  under 
the  direction  of  Doctor  Jonathan  Arnold  and 
a list  of  400  persons  inoculated  in  September 
and  October  is  still  preserved  in  the  historical 
archives  of  the  state. 

Most  of  the  soldiers  were  young  and 
strong,  and  the  transition  to  a military 
regime  of  outdoor  life  was  quite  in  keeping 
with  their  normal  civilian  life.  As  Claude 
Blanchard,  commissary  of  the  French  Aux- 
iliary Fleet  wrote  in  his  Journal  after  coming 
to  Newport  in  1780,  “the  inhabitants  of  the 
entire  country  are  proprietors.  They  till  the 
earth  and  drive  the  oxen  themselves.  This 
way  of  living  and  this  sweet  equality  have 
charms  for  thinking  beings.”  The  “physically 
fit”  requirement  of  the  military,  therefore, 
was  focused  mainly  on  the  smallpox  inocu- 
lation. And  rightly  so. 

THE  WORST  KILLER  IN  WAR 

Historians  have  written  that  smallpox  was 
ju-obably  the  worst  killer  during  the  Revo- 
lution. As  John  Adams  noted  after  the  1776 
expedition  against  Canada,  smallpox  “was  10 
times  more  terrible  than  Britons,  Canadians 
a?id  Indians  together.”  While  the  direct 
cause  of  the  disease  was  not  known,  over- 
crowding in  the  housing  of  troops  and  un- 
sanitary surroundings  were  vital  factors  in 
spreading  it  once  it  broke  out.  A Doctor  Jona- 
than Easton  who  started  his  medical  career 
in  Rhode  Island  10  years  prior  to  the  Revo- 
lution is  recorded  as  having  inoculated  three 
persons  for  smallpox  in  1772,  the  first  cases 
so  treated  in  the  state,  but  apparently  the 
disease  presented  a far  greater  threat  to  the 
regiments  of  soldiers  than  to  the  civilian 
population  of  the  Colony. 

The  smallpox  inoculation  by  incision  was 
followed  by  a single  dose  of  jalap,  a medical 
pi-eparation  of  purgative  properties  concocted 
from  the  root  of  the  climbing  plant  Ipomoea 
purga,  which  treatment  was  followed  with 
a program  of  diet.  In  1760  Robert  and  Daniel 
Sutton  of  England  introduced  inoculation  by 
puncture  and  subsequently  reported  that  in 
30,000  cases  they  had  had  1,200  fatalities, 
using  smallpox  serum  from  a human  being. 
It  Vv^as  not  until  1796  that  Edward  Jenner 
inoculated  with  a vaccine  made  from  a pox- 
infected  cow.  In  1798  he  reported  23  cases. 

The  high  mortality  of  the  military  from 


infectious  diseases  was  pointedly  narrated  by 
a Doctor  Tilton  in  his  “Economical  Observa- 
tions on  Military  Hospitals,”  published  in 
1813,  when  he  stated : “It  would  be  shocking 
to  humanity  to  relate  the  history  of  our  gen- 
eral hospital  (New  York  Hospital)  in  the 
years  1777-1778,  when  it  swallowed  up  at 
least  one-half  of  our  Army,  owing  to  a fatal 
tendency  in  the  system  to  throw  all  the  sick 
of  the  Army  into  the  general  hospital  — 
whence  crowds,  infection,  and  consequent 
mortality  too  affecting  to  mention.  My 
brethren  of  the  faculty  will  probably  think 
it  an  interesting  fact  that  more  surgeons 
died  in  the  American  service,  in  proportion 
to  their  numbers,  than  officers  of  the  line  — 
a strong  evidence  that  infection  is  more  dan- 
gerous in  military  life  than  the  weapons  of 
war.” 

With  the  Colony  on  a war  footing,  and 
with  every  man  of  age  and  of  good  health 
lequired  to  hold  himself  in  readiness  for  ac- 
tive military  service,  with  fortifications 
started  along  the  shores  of  Narragansett 
Bay,  and  with  all  livestock  removed  from 
Block  Island  and  the  islands  of  the  bay,  ex- 
cept Aquidneck,  Rhode  Island  prepared  itself 
for  the  threatened  invasion. 

AVAILABILITY  OF  PHYSICIANS 

There  is  no  census  of  those  who  practiced 
the  healing  art  during  this  trying  period  in 
the  state’s  history,  but  historians  have  listed 
the  names  of  some  physicians  and  surgeons 
of  this  area  who  served  in  the  Army  of  the 
Revolution.  Let  us  consider,  then,  the  ap- 
parent status  of  the  doctor  population. 

As  already  noted,  the  famed  Scotch-trained 
physicians.  Hunter  and  Moffatt,  and  Halli- 
burton of  England  fled  the  Colony  because 
of  their  strong  allegiance  to  the  King.  Doctor 
Benjamin  Waterhouse,  a Newport  native  who 
had  studied  and  practiced  medicine  in  the 
town  for  several  years,  left  the  Colony  a year 
before  the  outbreak  of  the  War.  He  was  then 
21  years  of  age,  and  he  went  to  England 
where  he  was  placed  under  the  tutelage  of  a 
Doctor  Fothergill,  a relative  of  his  mother. 
He  studied  medicine  in  Edinburgh  and  Ley- 
den until  1780,  when  he  returned  to  reside 
and  practice  in  Massachusetts.  He  is  credited 
with  introducing  vaccination  to  this  country. 

With  the  departure  of  these  outstanding 
physicians  the  health  care  of  the  people  of 
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the  Rhode  Island  Colony,  including  the  sol- 
diers in  the  Continental  Anny,  rested  with 
an  extremely  small  nucleus  of  young  men 
who  were  ultimately  to  become  the  medical 
leaders  of  the  state.  Consider  that  at  the 
outbreak  of  the  War  in  1776  the  age  of  the 
most  prominent  senior  physician  of  this 
group,  Doctor  Amos  Throop,  was  38,  and 
the  other  distinguished  surgeon  of  the  day 
was  35-year-old  Doctor  Jonathan  Arnold. 
Doctor  Peter  Turner  was  24;  both  Solomon 
Drowne  and  Isaac  Senter,  22 ; Pardon  Bowen, 
18;  Levi  Wheaton,  14,  and  Stephen  Gano  and 
Stephen  Randall,  both  13! 

Unfortunately  there  is  a paucity  of  data 
on  the  actual  medical  accomplishments  of 
these  young  doctors  in  terms  of  techniques 
of  treatment.  We  may  assume  therefore  that 
they  followed  to  the  best  of  their  abilities 
the  lessons  they  had  learned  from  the  for- 
eign-trained physicians  and  from  the  avail- 
able textbooks  that  had  been  imported  fi’om 
Europe.  The  historical  archives  within  the 
state  contain  personal  ledgers  indicating 
names  of  non-military  ))atients  treated  by 
some  physicians  and  medications  adminis- 
tered, but  the  clinical  reports  of  diagnosis 
and  results  of  treatments  remain  obscure. 

But  serve  the  military  these  physicians  did 
with  courage  and  enthusiasm.  A brief  review 
of  historical  reports  on  some  of  their  activi- 
ties is  warranted. 

Doctor  Amos  Throop  (Fig.  1)  was  a Con- 
necticut native  who  came  to  Providence  with- 
out means  or  friends.  But  his  medical  skill 
brought  him  an  extensive  practice,  and  he 
married  a Mary  Crawfoi’d,  whose  Scotch  heri- 
tage may  have  been  a factor  in  persuading 
the  doctor  to  spend  a considerable  part  of  all 
he  was  worth  in  the  purchase  of  foreign 
drugs  before  the  outbreak  of  the  War  would 
cut  off  imports.  And  lest  there  be  a miscar- 
riage in  the  mail,  she  sent  a duplicate  order 
on  the  next  sailing  vessel.  When  both  orders 
were  filled,  her  husband  was  nearly  bank- 
rupt. But  the  large  supply  of  drugs  was  a 
great  boon,  both  medically  and  financially, 
and  they  were  used  both  for  the  civilian 
needs  and  for  use  in  the  treatment  of  sol- 
diers quartered  in  University  Hall,  at  Rhode 
Island  College  (Brown),  which  had  been  con- 
verted into  a barracks  and  later  a hospital. 


Fig.  1.  Amos  Throop,  INI.D.,  first  President  of  the 
Rhode  Island  Medical  Society,  treated  patients  at  an 
improvised  barracks  at  Rhode  Island  College  (now 
Urown)  during  the  Revolution. 


HOSPITAL  BEGINNINGS 
As  previously  noted.  Doctor  Jonathan  Ar- 
nold, the  great-great-grandfather  of  Theo- 
dore Francis  Green,  was  named  director  of 
the  hospital  authorized  by  the  General  As- 
sembly for  the  inoculation  of  the  new  troops 
enlisted  in  Rhode  Island.  Apparently  his  skill 
and  leadership  was  widely  known,  for  he 
went  from  Providence  to  New  York  to  serve 
at  New  York  Hospital,  which  the  state  Pro- 
vincial Congress  had  taken  over  for  barracks, 
as  well  as  for  hospital  uses.  Arnold  is  re- 
corded as  having  done  the  first  surgical 
operation  at  the  hospital  — the  amputation 
of  an  aiTn.  He  served  throughout  the  war  in 
various  capacities,  including  a directorship 
of  the  hospital  established  in  Providence  to 
care  for  the  troops  of  General  Sullivan’s  divi- 
sion, which  defended  the  state  against  the 
I’.ritish.  Doctor  Arnold  was  a member  of  the 
General  Assembly  in  1776,  and  a member  of 
the  Continental  Congress  from  1782  to 
(Continued  on  next  page) 
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Fig.  2.  Levi  Wheaton,  M.D.  at  age  20  served  as  a 
surgeon  on  a privateer  and  was  subsequently  taken 
prisoner. 


1784,  after  which  he  moved  to  Vermont  to 
engage  in  agricultural  pursuits  and  also  serve 
as  judge  of  Orange  County. 

Certainly  the  concept  of  a hospital  in  the 
Revolutionary  era  was  far  different  from 
modem  hospitalization  programs.  Although 
the  General  Assembly  voted  in  1776  to  es- 
tablish a hospital  in  each  county,  there  is 
no  evidence  that  the  act  was  fulfilled.  The 
“hospitals”  for  inoculation  of  the  military 
against  smallpox,  and  possibly  for  a 
screening  of  the  general  health  of  the  en- 
listees, were  certainly  temporary  in  nature. 

The  long-term  care  of  those  ill  and 
wounded,  and  the  latter  appear  to  have  been 
in  the  minority  in  Rhode  Island,  was  carried 
out  with  the  utilization  of  large  homes  for 
the  most  part.  Historical  references  indicate 
that  a “hospital”  for  the  military  was  es- 
tablished at  Bristol  and  one  also  at  Warren. 
The  major  hospital  base,  however,  was  at 
Providence,  where  the  new  Rhode  Island  Col- 
lege, later  renamed  Brown  College,  was  taken 


over  for  military  purposes.  The  late  Professor 
Walter  C.  Bronson,  in  his  history  of  Brown 
University,  notes  that  in  December  1776  the 
colonial  troops  marched  into  Pro\  idence  when 
the  British  arrived  in  Newport,  and  “un- 
provided with  barracks  they  marched  into 
the  College  and  dispossessed  the  students, 
about  40  in  number.”  The  Corporation  rec- 
ords of  the  University  note  years  later  that 
“As  the  College  Edefice  was  taken  for  bar- 
racks and  an  Hospital  for  the  American 
Army,  and  continued  to  be  so  occupied  by 
them  and  the  troops  of  France,  from  Decem- 
ber 7th,  1776  until  June  1782,  the  courses 
of  education  in  the  College  were  (in  great 
measure)  eliminated.”  When  University  Hall 
was  finally  reoccupied  by  the  College  it  was 
in  pretty  bad  condition  from  damage  done 
by  the  military  inhabitants.  The  College 
asked  the  Congress  for  $7,660  for  use  and 
damage  to  the  Hall,  but  got  only  $2,779.13, 
and  that  eight  years  after  the  end  of  the  war. 

With  the  closing  of  the  College  those  stu- 
dents seeking  a medical  education  contim  ed 
preceptorships  with  older  physicians  and  then 
joined  the  AiTny.  Stephen  Randall,  a native 
of  North  Providence,  continued  his  studies 
under  Doctor  Jonathan  Arnold,  and  then 
became  a surgeon  in  the  Ai*my  for  which  he 
received  a pension.  His  training  must  have 
been  thorough,  for  after  the  war  he  became 
an  eminent  doctor  and  accumulated  large  land 
properties  in  Rhode  Island  and  Vennont. 
Stephen  Gano  of  New  York  with  his  college 
career  interrupted,  studied  medicine  with  his 
uncle,  a Doctor  Stites  and  at  the  age  of  19 
enlisted  in  the  Ai*my  as  a surgeon.  But  in 
1786  he  turned  from  medicine  to  the  minis- 
tiy.  After  seiwing  several  pastorates  in  the 
New  York  area,  he  accepted  the  call  to  the 
First  Baptist  Church  in  Providence  where 
he  was  a distinguished  pastor  for  the  re- 
maining 36  years  of  his  life. 

Levi  Wheaton,  14  at  the  outbreak  of  the 
war,  volunteered  at  the  medical  hospital  in 
Providence,  and  then  served,  at  the  age  of 
20,  as  a surgeon  on  a privateer  which  was 
captured  off  Block  Island.  He  was  taken 
as  a prisoner  to  New  York  City  on  the  British 
Frigate  Vestal  and  placed  on  medical  duty 
on  the  prison  ship  Falmouth,  where  he  re- 
ported he  had  the  opportunity  of  rendering 
services  to  his  imprisoned  countrymen. 
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One  of  the  most  courageous  of  the  Col- 
ony’s military  surgeons  was  Doctor  Isaac 
Senter,  a native  of  Londonderry,  New  Hamp- 
shire, who  came  to  Newport  to  study  under 
the  prominent  Scotch  physician.  Doctor 
Thomas  Moffatt.  He  was  with  Colonel  Bene- 
dict Arnold  on  the  historic  march  through 
the  Maine  wilderness  as  a 22-year-old  sur- 
geon, and  his  journal  of  that  disastrous  in- 
vasion is  probably  one  of  the  best  recoi'ds 
of  the  event.  The  hardships  and  misery  suf- 
fered by  the  soldiers  is  graphically  related 
by  Senter.  He  was  told  by  his  superiors  that 
he  could  turn  back  with  casualties,  but  he 
refused  and  was  himself  captured  and  held 
as  a prisoner  of  war,  assigned  the  task  of 
caring  for  the  sick  and  wounded.  He  was 
later  allowed  to  return  to  Rhode  Island,  and 
in  1779  he  took  up  residence  in  Pawduxet. 
He  was  subsequently  appointed  Surgeon  and 
Physician  General  of  the  state,  and  he  moved 
to  Newport  to  engage  in  medical  practice. 
(Fig.  3.) 

THE  BEST  FOUGHT  ACTION  OF  THE  WAR 

For  nearly  three  years  the  British  army 
occupied  Newport.  During  that  time  Ameri- 
can trade  was  destroyed  as  the  fleet  pre- 
vented ships  from  entering  the  area.  Prop- 
erty was  plundered,  and  the  citizens  suffered 
great  destitution.  The  prices  of  all  kinds  of 
provisions  and  household  necessities  were 
abnormally  high,  and  price  controls  had  to 
be  adopted.  The  fear  that  the  British 
stranglehold  on  Newport  might  result  in 
Rhode  Island  becoming  the  base  for  an  in- 
vasion of  the  remainder  of  New  England 
led  to  the  battle  that  Lafayette  called  “the 
best  fought  action  of  the  war.’’ 

In  April  1778  General  John  Sullivan  was 
appointed  to  command  the  troops  in  Rhode 
Island.  He  had  as  his  surgeon  in  Command 
Doctor  Solomon  Drowne,  a 25-year-old  Provi- 
dence native,  who  had  graduated  from  Brown 
in  1773  and  after  studies  under  Doctor  Wil- 
liam Bowen  at  the  University  of  Pennsyl- 
vania and  at  Dartmouth,  entered  the  Army 
and  served  until  the  end  of  the  war.  He  was 
a surgeon’s  mate  at  the  General  Hospital  in 
New  York  at  the  time  of  the  evacuation  of 
the  American  troops  from  that  city,  and  in 
1777  he  returned  to  Providence  to  serve  at 
the  hospital  there  for  seven  months  before 


Fig.  .3.  I.ssac  Senter,  M.D.,  whose  journal  of  his 
march  with  Colonel  Benedict  Arnold  through  the 
Maine  wilderness  is  probably  one  of  the  best  records 
of  that  disastrous  invasion. 


being  promoted  to  rank  of  Surgeon  in  Colonel 
Archibald  Crary’s  regiment. 

In  July  of  1778  twelve  French  ships  of  the 
line  and  four  frigates  entered  Narragansett 
Bay,  and  the  British  troops  all  withdrew  to 
the  town  of  Newport.  An  August  plan  of  at- 
tack called  for  the  French  fleet  to  land  an  ex- 
l)edition  of  4,000  men  on  the  harbor  side,  and 
an  expedition  of  land  forces  under  General 
Sullivan  to  march  from  the  northeni  end  of 
the  island.  However,  a violent  gale  swept  the 
area,  scattering  the  fleet,  and  forcing  Sulli- 
van to  abandon  his  attack.  Then  the  Fi-ench 
fleet  departed  in  a hurry  for  Boston  for  re- 
pairs, leaving  the  Continental  Army  on  its 
own  to  fight  the  British.  Sullivan  had  lost 
not  only  much  of  his  equipment,  but  more  im- 
portant two  to  three  thousand  of  his  men  due 
to  disaffection  with  the  situation  and  also  be- 
cause of  illnesses  from  the  miserable  weather 
conditions. 

On  August  29  the  British  forces  marched 
(Continued  on  next  page) 
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out  of  Newport  in  two  columns  and  by  two 
roads,  and  at  seven  o’clock  in  the  morning  the 
battle  started  on  the  northend  of  Aquidneck 
Island.  The  battle  raged  for  seven  hours  with 
the  British  ships  opening  fire  on  the  right 
flank  of  the  Americans.  The  carnage  was  re- 
ported as  being  frightful,  with  the  Americans 
reporting  211  killed,  wounded,  or  missing  and 
the  British  a total  of  1,023,  including  those 
taken  prisoner.  When  General  Washington  no- 
tified Sullivan  the  next  day  that  Lord  Howe 
was  headed  for  the  island  with  5,000  British 
troops,  it  was  decided  that  the  American 
troops  should  wuthdraw.  A masterful  retreat 
was  effected  that  night  with  the  loss  of  only 
15  men,  but  the  battle  prevented  occupancy 
of  New  England  by  the  British  troops. 

HEALTH  OF  BRITISH  TROOPS 

The  health  of  the  British  troops  during 
their  stay  in  NewqDort  is  told  in  an  interesting 
comment  by  Lieutenant  Frederick  MacKenzie, 
an  officer  of  the  Regiment  of  Royal  Welch 
Fusiliers  in  his  diary  of  the  happenings  from 
1775  to  1781.  He  relates  as  of  January  29, 
1778: 

“Notwithstanding  frequent  changes  in  the 
weather,  the  healthiness  of  this  island  is  be- 
yond a doul)t.  As  proof  of  it,  three  Hessian 
Regiments  of  Ditfourth,  Hayne,  and  Bunan, 
amounting  to  very  near  1,800  effective  men, 
have  not  more  than  70  sick  men  on  the  lists, 
of  all  descriptions.  The  Landgrave’s  Regiment, 
indeed,  out  of  500  men,  have  about  60  sick. 
The  extraordinary  sickness  in  this  Regiment 
is  differently  accounted  for.  It  commenced  in 
April  last  and  continued  during  the  whole 
campaign.  Their  officers  say  it  w'as  owing  to 
Ihe  severe  duty  the  Regiment  had  during  the 
last  winter,  for  as  the  Regiment  was  quar- 
tered nearest  Newport  and  furnished  their 
proportion  for  the  Guards  and  working  par- 
ties at  the  North  end  of  the  Island,  their 
men  were  greatly  harassed  by  marching 
eight  or  ten  miles  to  duty,  in  all  w’eathers, 
and  bad  roads.  This  may  have  contributed  to 
it,  especially  v/hen  it  is  observed  that  as  the 
Captains  are  obliged  to  furnish  their  men 
with  Shoes  for  a certain  allowance,  it  is  prob- 
able they  w^ere  not  so  well  provided  with  them 
as  those  Regiments  that  wore  fewer. 

“In  my  opinion,  the  principle  cause  w'as 
their  having  lost  their  Regimental  Surgeon 
early  in  the  Spring;  and  it  is  well-known  the 


Company’s  Surgeons  have  very  little  Physical 
knowledge,  and  are  totally  ignorant  of  medi- 
cine and  the  proper  method  of  treating  Dys- 
enteries and  intermittent  fevers,  which  the 
soldiers  are  subject  to  at  that  Season,  and  in 
the  beginning  of  a Campaign.  Some  neglect 
perhaps  in  the  interior  Oeconomy  of  the  Reg- 
iment may  have  contributed  to  it,  as  much 
as  anything;  as  I have  frequently  observed 
that  those  Regiments  that  are  most  deficient 
in  attention  to  interior  Oeconomy  and  man- 
agement, have  fewest  men  fit  for  duty. 

“The  Sick  of  the  British  Regiments  have  in 
general  been  more  num.erous  than  the  Hes- 
sians. During  the  last  campaign  w'e  never  had 
less  than  100,  and  sometimes  180  sick  out  of 
1,700  men. 

“There  was  a good  deal  of  sickness  among 
the  Inhabitants  last  summer,  but  I think  it 
should  be  attributed  to  their  w^ant  of  the 
usual  quantity  of  fresh  provision,  than  to  any 
insalubrity  in  the  air  of  the  Island.’’ 
HARDSHIPS  OF  INHABITANTS 

There  w^as  indeed  a great  deal  of  sickness 
among  the  inhabitants.  In  1779  destitution 
in  Rhode  Island  w'as  very  great,  and  historian 
Arnold  cites  that  “two  thousand  persons  driv- 
en from  Rhode  Island  were  scattered  about, 
homeless  and  penniless,  through  the  State, 
but  chiefly  in  Providence,  dependent  upon 
public  or  private  charity.’’ 

The  wunter  of  1779-80  w'as  one  of  great 
severity.  The  entire  bay  was  frozen  over  for 
six  w'eeks.  Extreme  and  widespread  suffering 
W'as  experienced  throughout  the  area,  but 
particularly  in  Newport.  Even  provisions  of 
fuel  w'ere  scarce,  with  wood  at  ten  silver  dol- 
lars a cord.  Potatoes  w'ere  two  dollars  a bush- 
el. People  endured  consequences  of  their  ig- 
norance of  sanitary  science,  and  ancient 
wharves  w'ere  the  open  sew'ers  of  the  towns; 
the  tide  failed  to  clean  them,  and  the  summer 
sun  caused  them  to  exhale  “pestilent  vapours’’ 
at  low’  tide.  They  w’ere  at  all  times  productive 
of  diseases,  the  origin  of  which  was  attribu- 
ted to  every  cause  but  the  true  one. 

Ague  and  fever  were  undoubtedly  major 
complaints,  and  the  physicians  relied  on  their 
stock  of  home  produced  or  imported  drugs  for 
treatment.  However,  bloodletting,  a procedure 
first  taught  by  Erasistratus  of  Chios,  the 
father  of  physiology,  at  the  great  medical 
school  in  Alexandria  in  322  B.C.,  still  sur- 
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vived  as  a standard  procedure  in  medical 
practice  in  the  Revolutionary  era  of  the 
Americas. 

In  the  Rhode  Island  Historical  Tracts  it  is 
recorded  of  Doctor  Levi  Wheaton,  of  whom 
we  have  already  written,  that  “His  practice 
was  based  on  the  theory  that  diseases  in  this 
climate,  at  least,  are  generally  inflammatory, 
and  that  when  inflammation  is  controlled  the 
disease  subsides  as  a necessary  consequence. 
It  was  a common  remark  with  him  that  we  do 
not  bleed  enough ; he  had  not  had  occasion  to 
regret  bleeding  in  more  than  two  or  three  in- 
stances in  the  whole  course  of  his  practice, 
but  he  had  frequently  regi’etted  the  omission 
of  it.’’ 

The  practice  of  bloodletting  persisted  into 
the  eighteenth  century,  and  the  Memoir  of 
Doctor  William  Ingalls,  who  practiced  in  Bos- 
ton and  taught  at  the  Brown  Medical  School 
from  1811-1815,  as  written  by  his  son,  relates 
that  it  was  the  custom  of  the  people  in  this 
region  to  “be  bled,”  especially  in  the  spring, 
with  the  patients  coming  to  the  doctor’s  office 
for  the  operation,  “not  only  as  though  it  was 
a matter  of  course,  but  because  they  thought 
:t  was  a ‘duty,’  and  essential  in  promoting  the 
maintenance  of  their  health.’’  Pondering  on 
the  custom  Doctor  Ingalls  arrived  at  the  con- 
clusion that  phlebotomy  should  not  be  per- 
formed without  an  investigation  as  to  the 
state  of  health  of  the  applicant,  and  if  he 
were  in  good  health,  there  certainly  was  no 
necessity  for  his  quota  of  blood  being  les- 
sened. Thus  it  appears  that  Doctor  Ingalls 
was  instrumental  in  causing  the  abolition  of 
“a  pernicious  habit.’’ 

Rosanna  Eddy,  daughter  of  a Wai’wick 
family  that  moved  to  Newport,  tells  in  one 
of  her  narratives  how  she  defied  tradition  and 
a medical  procedure  of  those  days  when  Cap- 
tain Read,  whose  family  had  adopted  her,  was 
seized  with  a virulent  fever  which  soon  ar- 
rived at  a crisis.  She  relates  that  physicians 
“as  was  the  custom  in  those  days,  forbade  his 
having  a drop  of  cold  water,  and  protested 
that  it  would  be  almost  certain  death”  if  he 
did  take  any.  However,  as  the  good  Captain 
appeared  to  be  dying,  she  decided  to  take 
matters  in  her  own  hands,  and  she  wet  his 
lips  with  cool  water,  then  urged  him  to  take 
swallows  which  appeared  to  help  him,  so  she 
continued  and  finally  he  recovered. 


SURGERY  IN  THE  MILITARY  SERVICE 

The  military  physicians  all  bore  the  title 
of  surgeon,  but  records  indicate  that  the  bulk 
of  the  services  rendered  were  related  to  in- 
ternal medical  procedures  rather  than  sur- 
gery. There  is  little  literature  on  military  med- 
icine as  pi'acticed  during  the  Revolution,  at 
least  following  skirmishes  or  battles  in  Rhode 
Island.  Undoubtedly,  such  surgery  as  was  per- 
formed was  radical,  and  certainly  without  the 
supportive  seiwices  with  which  we  are  accus- 
tomed today  the  percentage  of  recovery  was 
very  low.  Some  idea  of  the  views  of  the  cit- 
izenry on  Anny  surgery  may  be  gleaned  from 
the  historical  reference  about  Doctor  William 
Turner,  brother-in-law  of  General  James  M. 
Varnum,  who  served  for  three  years  with 
Colonel  Christopher  Greene’s  Regiment.  After 
the  war  Doctor  Turner  became  the  first  sur- 
geon to  establish  a practice  in  surgery  in 
Kent  County,  and  it  is  reported  that  “coming 
from  the  Army  the  good  people  of  the  area 
looked  upon  him  with  no  little  distrust,  fear- 
ing that  he  might  take  off  an  arm  or  a leg 
without  even  so  much  as  saying  ‘by  your 
leave.’  But  this  feeling  of  apprehension  soon 
wore  off,  and  he  was  engaged  in  a very  large 
practice  extending  ten  miles  in  every  direc- 
tion.” 

There  is  little  literature  of  a clinical  nature 
by  physicians  who  treated  the  soldiers.  How- 
ever, one  Brown  College  alumnus.  Doctor  Bar- 
nabas Binney,  who  was  graduated  with  the 
class  of  1774  and  who  was  a senior  surgeon 
in  one  of  the  Continental  Army  hospitals 
from  1777  until  the  close  of  the  war,  wrote 
j!  thoughtful  study  of  “A  Remarkable  Case  of 
Gun-Shot  Wound”  which  brought  forth  the 
comment  from  one  critical  historian  that  the 
“remarkable”  part  was  apparently  the  fact 
that  the  soldier  survived. 

Since  the  Amei’ican  Navy  had  its  inception 
in  Rhode  Island,  it  is  probable  that  the  first 
Navy  surgeons  may  have  been  the  physicians 
from  this  Colony  who  manned  the  war  vessels 
and  equally  the  privateers  that  ran  the  Brit- 
ish blockade  of  Narragansett  Bay  to  inter- 
cept cargoes  of  supplies  destined  for  the  Brit- 
ish invaders.  In  June  1775,  by  an  act  of  the 
Rhode  Island  General  Assembly,  two  vessels 
were  chartered,  fitted  out,  armed,  and  man- 
ned. Named  the  Washington  and  the  Katy, 
(Continued  on  page  339) 
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Aesculapius  Comes  To  The  Colonies 


By  John  F.  W.  Gilman,  i\I.D. 


Rhode  Island  and  Providence  Plantations, 
named  by  the  first  Ptoyal  Charter  of  the  Col- 
ony promulgated  by  King  Charles  II  of  Eng- 
land in  1663,  three  years  after  the  Stuart 
Restoration,  was  the  longest  name  for  the 
smallest  Colony  in  America.  The  double  name 
was  occasioned  by  the  two  population  centers 
in  the  Colony,  Newpoid  on  Rhode  Island  and 
Providence  at  the  head  of  Narragansett  Bay. 
Prior  to  the  Revolution,  Newport  was  the 
fifth  city  of  the  Colonies  after  Philadelphia, 
New  York,  Boston,  and  Charleston.  With  the 
British  occupation  of  Newport  the  popula- 
tion of  the  town  decreased  by  two-thirds  to 
five  tliousand  people  and  never  again  com- 
peted with  Providence  in  size.  The  Royal 
Charter  of  Rhode  Island  from  the  King  was 
delivered  to  the  Colony  by  the  first  doctor 
of  the  Colony,  Doctor  John  Clarke,  who  in 
addition  to  his  role  as  physician  and  states- 
man was  the  first  pastor  of  the  Baptist 
Church  in  Newport.  (Fig.  1.) 

Doctor  Clarke  had  studied  both  medicine 
and  theology  in  Leyden  prior  to  coming  to 
Boston  in  1631.  From  Boston  he  was  ban- 
ished in  1638  for  his  Antinomian  beliefs 
along  with  William  Coddington  and  Anne 
Hutchinson.  He  settled  first  in  Portsmouth, 
Rhode  Island,  then  moved  to  found  Newport 
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the  following  year.  In  1644  he  became  pastor 
of  the  First  Baptist  Church  in  Newport.  In 
1651  he  and  Roger  Williams  went  back  to 
England,  where  Doctor  Clarke  took  up  the 
practice  of  medicine  during  the  next  12 
years.  In  1663  he  returned  to  Newport  with 
the  Rhode  Island  Charter  and  there  continued 
medical  practice  until  his  death  in  1676.  It 
is  interesting  that  the  year  following  the 
arrival  of  the  Colonial  Charter  to  Rhode  Is- 
land, which  allowed  democratic  government 
to  the  people  and  complete  religious  freedom 
within  the  Colony,  the  Colonial  Assembly 
awarded  the  first  M.D.  degree  in  America 
to  Captayne  John  Cranston.  “Whereas  the 
Court  hath  taken  notice  of  the  great  blessing 
of  God  on  the  good  endevor  of  Captayne  John 
Cranston  of  Newport,  both  in  phissicke  and 
chirurgery,  to  the  great  comfort  of  such  as 
have  had  occation  to  improve  his  skill  and 
practice,  etc.  the  Court  does  therefore 
unanimously  enacte  and  declare  that  the  said 
Captayne  John  Cranston  is  lycenced  and 
commistioned  to  administer  phissicke  and 
practice  chirurgery  throughout  the  whole 
Colony  and  is  by  this  Court  styled  and  re- 
corded Doctor  of  phissicke  and  chirurgery  by 
the  authority  of  the  General  Assembly  of 
this  Colony.” 

Subsequently  the  physician,  Captayne 
Cranston,  became  Attorney-General  and  later 
Governor  of  the  Colony  of  Rhode  Island.  De- 
tails of  his  career  and  medical  training  are 
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unknown.  For  most  doctors  in  the  colonies, 
medical  training  was  a matter  of  apprentice- 
ship to  a senior  physician.  A very  few  of  the 
early  doctors  were  trained  in  Europe  and 
then  at  the  Protestant  schools  of  Leyden  or 
Edinburgh. 

Scientific  medicine  was  nonexistent  during 
the  seventeenth  and  eighteenth  centuries, 
not  only  in  America,  but  in  Europe  and  the 
woidd.  The  major  medical  influence  abroad 
was  the  classical  Galenical  view',  and  this 
w'as  imported  to  the  New  World.  Galen’s 
theory  held  that  the  body  was  composed  of 
four  cardinal  elements  — water,  fire,  air, 
and  earth  which  comprised  the  four  principal 
humors  of  the  body  — phlegm,  blood,  bile, 
and  black  bile.  Excessive  quantities  or  im- 
proper temperature  of  these  humors  resulted 
in  disease.  The  treatment  of  these  problems 
depended  on  diet,  administration  of  herbs, 
and  bleeding.  These  theories  had  survived 
from  the  Greeks.  They  were  vigorously  at- 
tacked by  Paracelsus  (1493-1541)  who  op- 
posed all  Galenicism  and  denounced  the  hu- 
moral theory,  substituting  straight  chemis- 
try in  its  place.  The  eighteenth  century  fur- 
ther reduced  Galenicism  when  smallpox  w'as 
successfully  controlled  with  vaccination,  and 
scurvy  was  cured  with  oranges  and  lemons. 
The  classical  importation  of  Galenicism  to 
New  England  is  well  illustrated  by  the  medi- 
cal log  of  the  ship  Hannah  and  Elizabeth  on 
the  trip  from  Dartmouth,  England  to  New' 
England,  from  May  to  August  in  1679: 

“May  27 : Hen  Dawson,  an  itching  humour 
treated  with  letting  of  blood.  Nath  Stanbury, 
pain  in  his  head  and  teeth  treated  wdth  six 
purgative  pills,  resin  of  jalup,  and  oil  of 
cloves. 

“June  28:  Rich  Gourding,  bite  with  a dog 
on  ye  wrist  treated  with  oyntments  and  em- 
plaisters  balsam  for  seven  days. 

“July  22:  Goodwife  Hutchins,  wdth  tooth- 
ache treated  with  blistering  emplaisters. 

“July  23:  Goodman  Hutchins,  much 

troubled  with  flemye  treated  with  a pectoral 
syrup.’’ 

With  the  common  ailments  logged  on  the 
trip  to  New  England  and  spread  through  the 
colonies  there  were  from  time  to  time  much 
worse  illnesses.  Included  among  these  were 
the  great  epidemics  of  smallpox,  yellow- 
fever,  and  malaria.  These  devastating  epi- 


Fig.  1.  John  Clarke,  M.D.,  first  doctor  of  the  Col- 
ony, delivered  the  Royal  Charter  of  Rhode  Island  from 
the  King  of  England  in  1663. 


demies  in  the  colonies  came  at  a time  when 
doctors  were  few,  the  people  poor,  supplies 
scanty,  and  knowledge  nonexistent.  Compli- 
cating any  approach  to  these  illnesses  was 
the  total  absence  of  medical  institutions  and 
organizations,  for  there  were  no  hospitals, 
medical  schools,  or  medical  societies  to  sup- 
port the  individual  efforts  of  physicians.  The 
greatest  of  the  recurrent  colonial  epidemics 
was  the  smallpox,  so  named  to  separate  it 
from  the  great  pox  of  syphilis.  Up  to  1721 
in  Boston  there  had  been  eight  epidemics 
of  smallpox  in  that  town.  In  retrospect  it  is 
estimated  that  60  per  cent  of  the  colonists 
were  attacked  and  that  10  per  cent  of  these 
died.  The  first  medical  article  in  the  colonies, 
published  by  Thomas  Thacher  in  1677,  was  a 
broadside:  “A  Brief  Rule  to  Guide  the  Com- 
mon People  of  New-  England.  How  to  Order 
Themselves  and  Theirs  in  the  Small  Pox  or 
iMeasles.” 

The  first  successful  attack  on  the  smallpox 
was  reported  back  to  England  from  Constan- 
tinople in  1718  by  Lady  Mary  Wortley  Mon- 
tagu, wife  of  the  English  Ambassador  w-ho 
learned  of  the  Turkish  technique  of  inocula- 
tion of  serum  from  a single  pox  to  a healthy 
(Continued  on  next  page) 
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person.  In  Boston  tlie  Reverend  Cotton 
Mather  read  of  this  method  in  1716.  When 
in  1721  smallpox  was  brought  to  Boston  in 
the  sailing  ship,  Seahorse,  from  the  West 
Indies,  the  first  case  was  recorded  May  12. 
By  May  27  there  were  80  cases,  and  by 
June  22  a hundi'ed  deaths  had  already  oc- 
curred. At  this  time  Cotton  Mather  (1663- 
1728)  persuaded  Doctor  Zabdiel  Boylston  to 
initiate  the  inoculation  described  by  Lady 
IMontagu.  Just  as  Lady  Montagu  had  inocu- 
lated her  two  daughters,  so  Doctor  Boylston 
inoculated  first  his  6-year-old  son  and  his 
two  slaves  before  offering  the  inoculation 
generally. 

A violent  opposition  to  Doctor  Boylston’s 
inoculations  rapidly  developed  led  by  the 
only  M.D.  in  Boston,  Doctor  William  Doug- 
las, who  had  trained  in  Edinburgh  and  Ley- 
den. Doctor  Douglas  objected  that  inoculation 
spread  smallpox;  the  people  objected  that  it 
was  against  God’s  will  and  came  from  for- 
eigners. On  July  21,  1721  the  Selectmen  of 
Boston  convened  and  forbade  Doctor  Boyl- 
ston from  further  inoculations.  But  the  over- 
all statistics  of  the  1721-1722  epidemic 
favored  Cotton  Mather  and  Doctor  Boylston. 
Altogether  there  were  7,989  cases  of  small- 
pox with  844  deaths.  Doctor  Boylston  inocu- 
lated 286  persons,  of  whom  six  died.  At  this 
time  in  London  inoculation  was  being  used 
scantily.  Inoculation  was  begun  in  1718,  but 
by  February  1723  only  145  persons  had  been 
inoculated.  Then  in  1722  two  of  the  Royal 
Princesses  were  inoculated  and  passed 
through  it  successfully  — a development  that 
turned  the  tide  in  London  in  favor  of  inocu- 
lation (variolation  as  it  became  named).  In 
1724  Doctor  Boylston  visited  London,  became 
the  first  foreign  member  of  the  Royal  So- 
ciety, and  was  awarded  1,900  guineas  by  the 
King. 

However,  the  development  of  inoculation 
in  1721  did  not  prevent  further  smallpox. 
Esther  Forbes  in  her  prize-winning  book, 
Paul  Revere,  the  World  He  Lived  In,  de- 
scribes the  Boston  smallpox  epidemic  of  1764 
during  which  the  Revere  children  were  af- 
llicted  and  Doctor  Joseph  Warren  inoculated 
John  Adams.  Before  that  storm  of  illness 
was  over  4,977  people  had  taken  smallpox 
by  inoculation  by  doctors,  of  whom  46  died. 


while  699  i)ei'sons  had  taken  smallpox  “in 
the  natural  way’’  with  124  deaths. 

With  the  outbreak  of  the  War  of  Inde- 
pendence in  1775  the  scourge  of  smallpox 
continued.  It  was  a particularly  devastating- 
problem  during  the  attack  of  General  Bene- 
dict Arnold  on  Quebec  in  1775.  Gn  that  for- 
midable expedition  up  the  Kennebec  River 
into  Canada,  Doctor  Isaac  Senter  of  New- 
port served  as  surgeon  to  the  Rhode  Island 
troops.  The  plan  to  add  Canada  to  the  colo- 
nies in  the  fight  against  England  was  de- 
feated at  Quebec.  The  Colonial  troops  pushed 
on  to  Montreal  whei-e  Doctor  Senter  organ- 
ized a hospital  to  deal  with  the  sick  and 
wounded.  Of  1,900  soldiers  attacking  Quebec 
900  became  sick,  mostly  with  smallpox.  Then 
it  was  that  Doctor  Senter  received  permission 
to  administer  inoculation  and  inoculate  him- 
self at  the  same  time.  Later  General  Wash- 
ington was  much  concerned  about  smallpox 
in  the  Continental  Army.  In  1776  he  had 
Mrs.  Washington  inoculated  in  Philadelphia, 
and  during  the  winter,  while  the  Army  was 
at  Morristown,  he  arranged  for  large-scale 
inoculations  of  the  soldiers. 

The  major  resolution  of  the  smallpox  prob- 
lem did  not  occur  until  after  the  Revolution, 
when  in  1796  Doctor  Edward  Jenner  in  Eng- 
land discovered  from  observing  the  clear,  un- 
scarred complexions  of  the  milkmaids  that 
they  had  had  exposure  to  kine  pox  or  cow- 
pox.  Cow-pox  formed  a matter  used  in  a way 
similar  to  inoculation  with  smallpox,  which 
}-rotected  against  smallpox  without  intro- 
d.’.cing  the  disease.  Vaccination  was  intro- 
duced into  America  by  Doctor  Benjamin 
Waterhouse,  one  of  the  outstanding  doctors 
of  Newport  then  and  now.  (Fig.  2.) 

Benjamin  Waterhouse  was  born  in  New- 
port in  1754  into  a Quaker  family.  As  a 
schoolboy  he  was  a classmate  of  Gilbert 
Stuart.  In  1770  at  age  16,  he  was  apprenticed 
to  the  loyalist  doctor,  John  Halliburton  of 
Newport,  for  five  years.  Then  in  1775  with 
the  inception  of  the  Revolution  he  was  sent 
to  London  to  stay  with  his  Quaker  uncle. 
Doctor  John  Fothergill,  who  in  later  years 
was  a benefactor  of  Pennsylvania  Hospital 
and  Trustee  of  the  New  York  Hospital.  In 
London  Waterhouse  again  met  Gilbei’t  Stuart, 
encouraged  him  in  his  paintings,  found  suit- 
able living  quarters  for  him,  and  had  Stuart 
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paint  his  and  Doctor  Fothergill’s  portraits. 
He  also  became  the  owner  of  the  first  Stuart 
self-portrait. 

In  due  course  Stuart  became  the  appren- 
tice of  the  popular  London  painter,  Benja- 
min West.  In  his  five  years  with  West,  he 
developed  into  the  master  portrait  painter 
of  the  age,  while  Waterhouse  went  on  to  Ley- 
den, where  he  acquired  a medical  degree. 
These  two  men  both  lived  out  the  American 
Revolution  in  England,  but  returned  to  Amer- 
ica with  much  to  give  the  new  nation.  Stuart 
painted  portraits  of  the  first  six  American 
presidents,  but  his  foremost  effort  was  the 
three  portraits  of  Washington  — the  Vaughn 
portrait  of  1795,  the  Lansdowne  full-length 
likeness  of  1796,  and  the  Athanaeum  portrait 
painted  in  Germantown  in  1796  that  satisfied 
both  the  artist  and  the  General,  but  not  Mrs. 
Washington.  The  Athanaeum  portrait  was 
never  finished,  remained  in  Stuart’s  posses- 
sion until  his  death,  but  has  since  then 
adorned  the  one  dollar  bill  and  has  been 
etched  on  the  American  mind  as  George 
Washington,  the  most  famous  portrait  in 
America. 

Benjamin  Waterhouse  graduated  from 
Leyden  in  1780,  practiced  briefly  with  his 
uncle.  Doctor  Fothergill,  then  retunied  to 
Newport,  where  in  1783  he  accepted  the  in- 
vitation to  become  the  first  Harvard  profes- 
sor of  the  theory  and  practice  of  physic  and 
join  with  Doctor  John  Warren,  professor  of 
anatomy  and  surgery,  and  Doctor  Aaron  Dex- 
ter, professor  of  chemistry  and  materia 
rnedica,  at  the  founding  of  the  Harvard  Medi- 
cal School  in  the  older  Harvard  College 
founded  in  1636.  The  major  medical  activity 
of  Waterhouse  was  his  introduction  of  vac- 
cination into  the  United  States  in  1 800,  using 
kine  pox  imported  from  London  instead  of 
the  earlier  inoculation  from  a single  small- 
pox — the  variolation  technique  introduced 
by  Cotton  Mather  and  Doctor  Boylston  in 
1721.  Doctor  Waterhouse  learned  of  vaccina- 
tion from  reading  “Inquiry  Into  the  Causes 
and  Effects  of  the  Variolae  Vaccinae,’’  writ- 
ten by  Edward  Jenner,  the  discoverer  of  the 
technique,  who  began  vaccination  in  1796. 
With  the  importation  of  cow-pox  into  Boston 
in  1800,  Doctor  Waterhouse  created  a tem- 
porary monopoly  of  the  materials  and  dis- 
persed the  vaccine  to  practitioners  only  on 


Fig.  2.  Benjamin  Waterhouse,  M.I).  is  generally 
credited  with  having  introduced  vaccination  for  small- 
pox in  America. 


receipt  of  their  agreement  to  pay  a (luarter 
of  their  fee  or  one  hundred  and  fifty  dollars. 

The  monopoly  was  quite  temporary,  how- 
ever, for  other  physicians  acquired  the  im- 
ported vaccine,  and  many  physicians  trans- 
ferred kine  pox  from  patient  to  patient.  This 
great  discovery  at  the  end  of  the  eighteenth 
century  remains  the  present  technique  to 
prevent  smallpox  in  the  twentieth  century 
and  one  of  the  major  discoveries  of  medical 
history. 

The  other  major  medical  advance  of  the 
eighteenth  century  was  James  Lind’s  dis- 
covery of  the  curative  effect  of  oranges  and 
lemons  in  scurvy.  Utilizing  12  sailors,  sick 
at  sea  with  scurvy  in  1747  aboard  the  war- 
ship Salisbury,  he  divided  them  into  six 
liairs,  each  pair  to  receive  a different  medi- 
cine. This  earliest  controlled  clinical  thera- 
peutic trial  on  record  revealed  the  cure  of 
scurvy  in  three  weeks  with  oranges  and 
lemons.  He  published  his  results  in  “A 
Treatise  of  the  Scurvy,”  published  in  1753, 
six  years  after  the  discovery.  And  in  time, 
(Continued  on  next  page) 
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Fig.  3.  Solomon  Drowne,  M.D.,  who  after  conspic- 
uous service  in  the  Continental  Army  was  among  the 
original  faculty  of  the  Brown  University  Medical 
School  founded  in  1811. 


specifically  40  years  later,  it  became  the 
order  of  the  British  Navy  in  1795  — the 
origin  of  the  British  limey. 

A most  devastating  epidemic  disease  of  the 
eighteenth  century  was  yellow  fever  which 
invaded  the  colonies  at  frequent  intervals. 
The  greatest  colonial  epidemic  of  yellow 
fever  occurred  in  Philadelphia  in  1793.  There 
Benjamin  Rush,  graduate  of  Edinburgh  and 
the  foremost  physician  of  his  age,  undertook 
the  therapy  of  yellow  fever  with  classical 
authoritarianism.  In  his  own  words:  “As 
soon  as  you  are  affected  with  a pain  in  the 
head,  or  back,  sickness  at  stomach,  chills  or 
fever,  more  especially  if  these  symptoms  be 
accompanied  by  a redness  or  faint  yellowness 
in  the  eyes,  take  one  of  the  powders  in  a 
little  sugar  and  water  every  six  hours,  until 
they  produce  four  or  five  large  evacuations 
from  the  bowels  ....  After  the  bowels  are 
thoroughly  cleansed,  if  the  pulse  be  full  or 
tense,  eight  or  ten  ounces  of  blood  should 


be  taken  from  the  arm,  and  more  if  the  ten- 
sion of  the  pulse  should  continue.’’  Here  Doc- 
tor Rush  describes  the  traditional  Galenical 
approach  to  medical  treatment  dependent  on 
the  authority  of  the  physician  and  quite 
lacking  in  scientific  support  — the  charac- 
teristic response  of  physicians  until  the  days 
of  Laennec,  Virchow,  and  Pasteur. 

The  War  of  Independence  in  Rhode  Island 
began  early.  A conspicuous  disturbance  in- 
volved the  British  ship  H.M.S.  Gaspee  under 
command  of  Lieutenant  Dudingston  which 
on  June  9,  1772,  was  chasing  a smuggler.  The 
Hannah,  up  Narragansett  Bay.  The  Gaspee 
ran  aground  on  Namquit  Point  in  Warwick. 
That  night  a group  of  men  from  Providence 
under  John  Brown  and  Captain  Abraham 
Whipple  rowed  out  to  the  Gaspee,  captured 
the  ship  and  crew,  and  burned  the  ship  to 
the  waterline.  This  overt  act  was  widely  pub- 
lished and  led  to  the  rapid  formation  of  Com- 
mittees of  Correspondence  in  the  colonies  in 
touch  with  the  first  such  committee  in  Bos- 
ton initiated  by  Sam  Adams.  Rhode  Island 
as  an  ocean  state  was  much  involved  in  smug- 
gling before  the  Revolution,  then  converted 
to  privateering  during  the  War,  when  the 
government  awarded  all  manner  of  small  fast 
sailing  ships  Letters  of  Marque  and  Reprisal, 
which  allowed  capture  of  enemy  shipping  and 
diversion  of  cargo  and  vessel  to  private  own- 
ers. In  1775-1776  there  were  16  of  these  pri- 
vateers in  Narragansett  Bay.  And  during  the 
War  Congress  issued  altogether  1,150  Letters 
of  Marque  to  avoid  the  charge  of  piracy  to 
armed  private  vessels  all  up  and  down  the 
coast. 

In  his  book  Aesculapius  Comes  to  the 
Colonies,  Doctor  Maurice  Gordon  lists  the 
names  of  33  doctors  in  Rhode  Is- 
land who  were  variously  involved  as  support- 
ers of  the  War  of  Independence.  These  were 
Jonathan  Arnold,  James  Ballasseure,  John 
Bartlett,  Nicholas  Bogart,  Isaack  Bowen,  VvTl- 
liam  Bradford,  John  Chase,  Elias  Cornelius, 
Solomon  Drowne,  Jonathan  Easton,  Caleb 
Fiske,  Gorton  Jerauld,  Joseph  Joslyn,  John 
Martin,  Reuben  Mason,  Samuel  Montgomery, 
Stephan  IMunro,  Jacques  Pallifer,  John  Parish, 
Joshua  Perry,  Jachues  Pulliser,  Joseph 
Rhodes,  Ebenezer  Richmond,  Edward  Sands, 
Isaac  Senter,  Peter  Turner,  James  Walcott, 
(Continued  on  page  342) 
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Editorial 


BICENTENNIAL 


This  special  Bicentennial  issue  of  the  Jour- 
nal is  devoted  to  the  subject  Rhode  Island 
Medicine  in  the  American  Revolution.  The 
Trustees  of  the  Fiske  Fund  had  selected  this 
appropriate  subject  for  the  1976  essay. 

Doctor  Caleb  Fiske,  Avho  established  the 
Fiske  Fund,  was  born  in  Scituate,  Rhode  Is- 
land on  March  11,  1753.  A direct  descendant 
of  Roger  Williams,  he  studied  medicine  in 
Providence  with  the  prominent  Doctor  Wil- 
liam Bowen  and  himself  served  under  Gen- 
eral John  Sullivan  in  the  Battle  of  Rhode 
Island. 

He  was  a founding  member  of  the  Rhode 
Island  Medical  Society  in  1812.  He  was  com- 
missioned Surgeon  in  the  militia,  and  later 
Captain  of  the  Scituate  Militia.  Besides  carry- 
ing on  a successful  practice  there  and  attract- 
ing a large  number  of  students,  he  was  elec- 
ted Judge  of  the  Court  of  Common  Pleas.  In 
1821  he  received  an  M.D.  degree  from  Brown 
University.  In  1824  he  donated  his  library  to 


the  Rhode  Island  Medical  Society  and  upon 
his  death  in  1834  in  his  eighty-second  year  he 
bequeathed  to  the  Society  a fund  for  an  an- 
nual essay  on  a medical  subject. 

This  year  three  essays  were  submitted  on 
the  assigned  topic.  The  Trustees  awarded  the 
first  prize  to  Doctor  Charles  E.  Millard.  As  is 
our  custom,  we  are  publishing  the  winning 
essay,  this  year  in  this  special  issue.  The 
Trustees  have  seen  fit  to  bestow  honorable 
mention  awards  to  the  two  runners-up.  While 
there  are  many  similarities  in  the  three  pap- 
ei  s,  we  believe  that  our  readers  will  be  inter- 
ested in  comparing  them  for  similarities  and 
differences.  Further,  each  contains  material 
not  touched  upon  in  the  others. 

We  commend  the  authors  for  the  large 
amount  of  work  which  their  papers  repre- 
sent and  congratulate  them  upon  winning. 

They  are  a fitting  tribute  to  our  beloved 
country  and  state  in  this  Bicentennial  season. 
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KHODE  ISLAND  MEDICINE  IN 
THE  RE\OLlJTION 

(Continued  from  page  316) 

Another  important  and  decisive  factor 
must  have  been  the  deep-seated  patriotism 
which  actuated  these  medical  men.  These  pa- 
triotic physicians  were  daily  exposed  to  viru- 
lent genns  and  much  greater  danger  than 
members  of  the  fighting  forces  to  whom  they 
ministered.  Doctor  James  Tilton  aptly  de- 
scribed this  when  he  wrote:  “My  brethren  of 
the  faculty  will  probably  think  it  an  impor- 
tant fact  that  more  surgeons  died  in  the 
Anierican  service  than  officers  of  the  line;  a 
strong  evidence  that  infection  is  more  dan- 
gerous than  the  weapons  of  war.”* 

The  conviction  of  these  physicians  that 
their  independence  was  worth  any  sacrifice, 
hardship,  or  suffering  is  best  exemplified  in 
tl'.e  diary  of  Doctor  Isaac  Senter  who  was 
Benedict  Arnold’s  medical  officer  in  the  in- 
credibly difficult  march  into  Canada.  The 
trials  and  tribulations  suffered  by  these  noble 
Americans  could  only  be  endured  by  men  who 
firmly  believed  in  Patrick  Henry’s  oft  quoted 
phrase,  “Give  me  Liberty  or  Give  me  Death.” 
The  irrational  penuriousness  of  Congress 
in  all  that  related  to  the  medical  force  effec- 
tively destroyed  efforts  at  improving  the 
esprit  de  coi*ps.  Despite  the  inadequate  com- 
pensation of  medical  men,  we  have  another 
Bvhode  Island  doctor,  Solomon  Drowne,  writ- 
ing, “Our  wages  were  raised  some  time  ago 
(in  consequence  of  a petition  to  Congress)  to 
thirty  dollars  per  month  or  a dollar  a day. 
The  pay  would  be  no  inducement  to  stay  a 
moment  in  this  shocking  place,  at  the  expense 
of  health,  that  best  of  blessings.  The  air  of 
the  whole  city  (New  York)  seems  infected. 
In  almost  every  street  there  is  a horrid  smell 
— but  duty  to  my  country  and  another  con- 
sideration, require  that  I should  not  quit  my 
post  at  this  juncture.”^®  These  are  the  men 
who  typified  the  medical  corps  of  the  Revo- 
lutionary Army.  This  dedication  in  the  medi- 
cal corps,  essentially  the  same  as  in  the  fight- 
ing forces,  resulted  in  the  defeat  of  our  ene- 
mies in  the  face  of  odds  that  were  seemingly 
insurmountable.  From  this  honored  base  has 
evolved  the  finest  anned  forces  medical  corps 
in  the  world  today. 

REFERENCES 

lAshburn  PM:  American  army  hospitals  of  revolu- 


tion and  war  of  1812.  Hull  Johns  Hopkins  Hosp  46: 
47-60,  Jan  30 

-Lane  JE:  Jean-Frangois  Costc;  chief  physician  of 
French  E.xpeditionary  Forces  in  the  American  Rev- 
olution. Milit  Surg  63:219-38,  Aug  28 
•'Bloch  H:  Medical  conditions  at  Valley  F'’orge.  NY 
.State  J Med  70:3010-2,  15  Dec  70 
■'Nadeau  G:  A German  military  surgeon  in  Rutland, 
Massachusetts  during  the  Revolution.  Julius  Fried- 
rich Wasmus.  Bull  Hist  Med  18:243-300,  Oct  45 
•''Gilman  CM:  Military  surgeiy  in  the  American  Rev- 
olution. J .Med  Soc  New  Jersey  57:491-6,  Aug  60 
"Gordon  MB:  Aesculapius  Comes  to  the  Colonies.  The 
Story  of  the  Early  Days  of  Medicine  in  the  Thirteen 
Colonies.  New  Jersey,  Ventnor  Publi.shers,  Inc.,  1949 
"Coues  WP:  Washington’s  campaign  against  smallpox 
in  the  Continental  Army.  N Engl  J .Med  202:1254, 
26  Jun  30 

"Gibson  JE:  The  I’ole  of  disease  in  the  70,000  casual- 
ties in  the  Amercian  Revolutionary  Army.  Trans 
.Stud  Coll  Physicians  Phil  17:121-7,  Dec  49 
"Sabine  DB:  Medicine  in  the  Revolution.  Am  History 
Hlus  8:36-44,  Jun  73 

'"Pringle  J:  Observations  on  the  Diseases  of  the  Army, 
in  Camp  and  Garrison.  First  American  edition  with 
notes  by  Benjamin  Rush.  Philadelphia,  E.  Earle, 
1810 

"Lewis  E:  Medicine  in  the  Continental  Army  of  the 
Revolutionary  War,  1775-83.  Phil  ^led  J 55:254, 
1959 

'^Thacher  J : A Military  Journal  During  the  American 
Revolutionary  War,  From  1775  to  1783,  Describing 
Interesting  Events  and  Transactions  of  this  Period, 
With  Numerous  Historical  Facts  and  Anecdotes, 
from  the  Original  Manuscript.  Boston,  Richardson 
and  Lord,  1823 

'"Beardsley  GL:  Doctors,  and  what  they  did  in  ’76. 

Yale  .Med  J 10:51-9,  Aug  1903 
'■'SchoepfF  JD:  The  Climate  and  Diseases  of  America. 
Translated  by  James  Read  Chadwick  (from  the  orig- 
inal published  at  Erlangen,  1781)  Boston,  H.O. 
Houghton  & Co.,  1875 

'^Diary  of  Frederick  Mackenzie.  Cambridge,  Haiward 
University  Press,  1930.  Volume  1,  p.  239 
'"Packard  FR:  History  of  Medicine  in  the  United 
.States.  New  York,  Paul  B.  Hoeber  Inc.,  1931.  Vol- 
ume 1,  p.  590-5 

'"Stone  EM:  Our  French  .Yllies.  Providence,  Providence 
Press  Co.,  1884.  p.  534 

'"Villebresme,  Thomas  Jacques  de  Goisland:  Souven- 
eirs  du  Chevalier  de  Villebresme,  mousquetaire  de 
la  garde  due  roi,  1772-1816.  Paris,  Berger-Levrault 
& Cie,  1897 

'"Packard  FR:  The  military  seiwices  of  the  medical 
faculty  of  the  College  of  Philadelphia  during  the 
Revolution.  Univ  Penna  Med  Bull  15:90-4,  May  1902 
""Saffron  MH:  Rebels  and  disease:  The  New  York 
campaign  of  1776.  Acad  Med  NJ  Bull  13:105-18,  Jun 
67 

"'Bartlett,  JR  (ed.):  Records  of  the  Colony  of  Rhode 
Island  and  Providence  Plantations  in  New  England. 
Providence,  A.  Crawford  Greene.  7 :74-6,  1862 
""Bayles  RM:  History  of  Newport  County.  New  York, 
L.  E.  Preston  & Co.,  1888.  Chapter  11 
""•Browne  HR  Jr:  Dr.  Solomon  Drowne  — A Surgeon 
of  the  Revolution.  Milit  Surg  86:292-7,  Mar  40 
"■iJohnson  O:  A history  of  the  dnig  business  in  Provi- 
dence. Narragansett  Historical  Register  5:345-62, 
1884 

(Continued  on  page  338) 


334 


Rhode  Island  ^Iedical  Journal 


Ko.3 


As  potent  as  themin  it  relievesi 


e.g.  the  pain  of 
sprains  and  strains 


NOT  TOO  LITTLE 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


KOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

Cii  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

I codeine  phosphate*  (32  4 mg)  gr  h 

Each  tablet  also  contains;  aspirin  gr  3';.,  phenacetin  gr  25^,  caffeine  gr  !4, ‘Warning-may  be  habit-formmg 

t 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Office  For  Rent 

New  Medical  Building  right  next  to 
Pawtucket  Memorial  Hospital 
760  sq.  ft. 

CALL  PAWTUCKET 
MEDICAL  CENTER 

728-9200 


Curran  & Burton 

DIVISION  OF  TEXACO.  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 


OFFICE  SPACE 
FOR  LEASE 

Kent  County  Professional  Building 

200  Tollgate  Road 
Warwick,  Rhode  Island 

Seconds  to  Kent  County  Hospital 
Minutes  to  95,  North  and  South 
Ultra-modern,  carpeted,  medical-dental  building. 
Will  expand  or  alter  to  your  specific  needs  or  re- 
quirements. 

Your  ownership  participation  possible. 

Ample  off-street  parking. 

Electronic  suite  and  building  protection. 

Smoke  and  fire  detectors  direct  to  alarm  head- 
quarters. 

For  further  particulars,  call: 

JOSEPH  R.  MURATORE,  C.A. 

766  West  Shore  Road 
P.O.  Box  486 

Warwick,  Rhode  Island  02889 

(401)  737-6460 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and.  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity,-  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine  hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 


' V Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
^ Nutley.  New  Jersey  07110 
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When  pain 

complicates  acute  cystitis 

AzoGantanoI 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

forthepain  for  the  patlu^ens 


□ Early  relief  of  painful  symp 
toms  such  as  burning  and 
discomfort  associated  with 
urgency  and  frequency. 

□ Effective  control  of  sus- 
ceptible pathogens  such  as 
£.  coli,  Klebsiella-Aerobac- 
ter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  fre- 
quently, Proteus  vulgaris. 


□ Appropriate  antibacterial 
therapy:  up  to  three  days  with 
AzoGantanoI,  then  11  days 
with  Gantanol®  (sulfamethox- 
azole). 


<S> 


nonobstructed;  due  to 
susceptible  organisms 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


DWIDE 

^ — — Iradcmark 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 


* 


Warning 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications;  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hr/pertension  Useful- 
ness of  the  triamterene  component  is  limited  to 
Its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been 


r^orted  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SKi'iF).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (in  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  'Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and,  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


The  Llpjohn  Company,  Kalamazoo,  Michigan  49001 


Medrol  4 mg  DosepcJc 

methylprednisolone,  Upjohn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 
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When  Big  Ben  looks  ”a  little  off  ” ♦ 


Antivert  25 


(meclizine  HCl)  25  mg«  Tablets 

for  vertigo 


■ Most  Widely  Prescribed— Anti\  ert  is 
the  most  widely  prescribed  agent  for  the 
management  ot  vertigo"  associated  with  dis- 
eases  affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  and  ves- 
tibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

Antivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  \'ertigo" 

■ Dosage  for  Vertigo" —The  usual  adult 
dosage  for  Antivert/25  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

*INDICATIONS.  Based  on  a review  nf  this  drug  hy  ^ 
the  National  Academy  of  Sciences— National  Research  i 
Council  and/or  other  intormation,  FDA  has  classified 
the  indications  as  follows;  I 

Effective:  Management  ot  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness.  ' 

Possibly  Effective:  Management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HCl)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contr.iindicated  in  view  of  the  terato- 
genic effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 


W^ARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  m Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  m Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 
available  on  request. 


ROeRIG<® 

A division  of  Pfizer  Pharmaceuticals 
New  York  New  York  10017 


HOME  and  PROFESSIONAL 
OFFICE  FOR  SALE 

FOR  DOCTOR,  DENTIST  OR  LAWYER 

4 Bedrooms  — Sunken  Dining  Area  — Den  — Library 
— 2 Fireplaces  — Utility  Room  — Attached  Heated 
Greenhouse  — 1st  Floor  Air  Conditioned  — 2 Car  Ga- 
rage — Corner  Location  — Excellent  Condition.  $78,000. 

Shown  by  Appointment  by  Owner 
942-0050  or  944-1469 


CARDIOLOGIST 

Board  certified  internal  medicine  and  car- 
diology seeks  to  associate  with  group  or 
individual  in  the  practice  of  clinical  cardi- 
ology. Extensive  experience  with  CCU,  all 
invasive  and  noninvasive  tehniques. 

Contact:  EDWARD  A.  PALANK,  M.D. 
c/o  John  Roque,  M.D. 

495  Park  Avenue 
Cranston,  Rl  02910 


J.WR1KER 

HEAL  ESTATE 

Main  Office 
36  Kennedy  Plaza 
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25Siniister,  FP:  Isaac  Greenwood  and  the  Art  Dental, 
Pp.  1-9.  (Personal) 

-•'Personal  Communication  from  Librarian  of  Wellcome 
Institute  for  the  History  of  Medicine,  24  Nov  75 
-'Mrs.  Williams:  Biography  of  Revolutionary  Heroes. 

Providence,  Published  by  the  author,  1839 
2«Editorial:  Richard  Bayley  (1745-1801)  Health  Offi- 
cer of  New  York.  JA.MA  198:551-2,  31  Oct  66 
^•'Farnham  CW;  Rhode  Island  colonial  records.  RI  His- 
tory 29:36-45,  Winter/spring  70 

APPENDICES 

Available  upon  request  from  the  Rhode  Island  Medi- 
cal Society  Library,  106  Francis  Street,  Providence, 
RI  02903.  (331-3208). 

A Return  of  the  Staff  of  the  General  Hospital  (Oc- 
tober 12,  1779) 

B Return  of  the  Sick  in  His  Majesty’s  Hospital, 
Rhode  Island  from  25th  Dec.  1778  to  24th  March 
1779 

C Return  of  Invalids,  Newport  (January  1778) 

D-1  Embarkation  Return  of  the  Detachment  of  the 
Royal  Artillery  (1779) 

l)-2  Embarkation  Return  of  the  Eighth  Battalion 
Companies  of  22nd  Regiment  (1779) 

D-3  State  of  the  Regiments  of  Brandenboury  (March 
1779) 

D-4  State  of  the  British  and  Provincial  Troops,  under 
the  Command  of  Major  General  Robert  Pigot 
(May  15,  1778) 

E-1  Return  of  Sick  and  Wounded  in  his  Majesty’s  Hos- 
pitals at  New  York  (February  15-19,  1780) 

E-2  Return  of  Sick  and  Wounded  in  his  Majesty’s 
Hospitals  at  New  York  (February  20-26,  1780) 
E-3  Return  of  Sick  and  Wounded  in  his  Majesty’s 
Hospitals  (February  15-22,  1780) 

1 A Weekly  Return  of  Colonel  Topham’s  Hospital 
(July  1,  1778) 

2 A Weekly  Return  of  the  Sick  in  General  Cornel’s 
Hospital  (October  28,  1778) 

3 A Weekly  Return  of  the  Sick  in  General  Cornel’s 
Hospital  Tiverton  (March  10,  1779) 

4 Steward’s  Daily  Supplies  for  each  Diet  for  the 
Sick  in  Hospital 

5 Return  of  Articles  Wanting  in  the  Brigade  Hospi- 
tal of  General  Stark  (November  27,  1778) 

6 Articles  Wanted  in  the  Apothecary’s  Department 
(September  5,  1778) 

7 Return  of  Patients  in  General  Hospital  (January 
22-29,  1778) 

8 Return  of  Patients  in  General  Hospital  (Febru- 
ary 26  to  March  5,  1778) 

9 Return  of  Patients  in  General  Hospital  (May  7- 
14,  1778) 

10  Providence  General  Hospital  April  1,  1779,  Medi- 
cines delivered  out 

11  List  of  Medicines  Wanted  for  the  use  of  Col.  St. 
Jackson’s  Detachment  (September  10,  1778) 

12  A Return  of  Officers  and  Nurses  in  General  Hos- 
pital at  Providence  (April  23,  1779) 

13  Abstract  of  Monies  to  Nurses  in  Hospital  from 
Jan.  1 to  Nov.  1,  1778 

14  Abstract  of  Monies  to  Nurses  after  Nov.  1,  1778 

15  Act  of  General  Assembly  permitting  inoculation 
against  smallpox  in  Rhode  Island  (May  2,  1778) 

16  Letter  to  the  Governor  of  Rhode  Island  from 
General  Washington  furnished  by  Doctor  Craik 

17  Letter  to  the  Governor  of  Rhode  Island  from  Gen- 
eral Heath  urging  the  use  of  the  college  building 
(Brown)  as  a hospital 
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18  Legislative  resolution  concerning  Hospitals  for 
the  French 
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cal Liability  Mediation  Panel  under  the  re- 
cently enacted  Malpractice  Bill  76  H-7796. 
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submit  their  names  by  calling  the  Execu- 
tive Office  at  331-3207. 


THE  AIR  OF  RHODE  ISLAND 
IS  GOOD 

(Continued  from  page  327) 

these  vessels  were  placed  under  the  command 
of  Commodore  Abraham  Whipple.  Later  that 
year  the  Congress,  urged  by  the  Rhode  Island 
representation,  fitted  out  several  vessels,  and 
the  entire  fleet  was  placed  under  the  com- 
mand of  another  distinguished  member  of  the 
Colony,  Esek  Hopkins. 

However,  the  need  for  supplies  for  the  citi- 
zenry denied  them  by  the  British  blockade 
prompted  the  General  Assembly  to  legislate 
an  act  in  March  1776  “for  encouraging  the 
fixing  out,  and  authorizing  anned  vessels  to 
defend  the  seacoast  of  America,  and  for  erec- 
ting- a court  to  try  and  condemn  all  vessels 
that  shall  be  found  infesting  the  same.”  This 
act  opened  the  way  for  the  operation  of  a 
great  swarm  of  privateers  which  was  to  be 
such  an  important  factor  in  the  war,  and 
condemnation  and  sale  of  their  prizes  did 
much  to  supply  public  needs. 

As  noted  previously.  Doctor  Levi  Wheaton 
served  as  a surgeon  on  one  of  these  priva- 

( Continued  on  next  page) 
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teers,  and  he  was  taken  prisoner  by  the  Brit- 
ish. Doctor  Solomon  Drowne,  after  service 
with  the  land  forces  until  1780,  served  on  a 
cruise  that  year  in  a private  sloop-of-war 
named  Hope.  Doctor  Pardon  Bowen,  a native 
of  Providence,  accepted  appointment  in  1779 
as  a surgeon  on  board  a privateer  which  had 
been  fitted  out  to  prey  on  British  commerce. 
The  vessel  was  taken,  and  he  was  a prisoner 
of  war  in  Halifax  for  several  months.  Ex- 
changed, he  returned  home  but  soon  em- 
barked on  other  journeys  of  similar  nature 
with  the  same  experience  of  capture  and  im- 
prisonment. In  his  final  sortie  victory  re- 
sulted after  a two  hour  battle.  Undoubtedly 
the  prize  money  made  some  amends  for  all 
his  sufferings,  for  he  was  then  able  to  fur- 
ther his  medical  education  in  Philadelphia  and 
return  to  practice  in  Providence  about  1784. 
Doctor  Zuriel  Wateiinan,  in  his  journal  now 
owned  by  the  Rhode  Island  Historical  Soci- 
ety, tells  of  his  experiences  on  a privateer, 
but  there  is  a dearth  of  reporting  of  medical 
services  in  the  chronicle,  other  than  sea  sick- 
ness due  to  heavy  gales  and  in  one  instance 
the  stopping  of  a vessel  loaded  with  tobacco 
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but  with  no  contraband  goods,  from  whom 
“one  of  her  hands  came  aboard  to  have  his 
hand  dressed  which  was  smashed  the  day 
before.” 

THE  BRITISH  LEAVE;  THE  FRENCH  ARRIVE 
On  October  25,  1779  the  British  evacuated 
Newport,  since  the  scene  of  military  activity 
had  shifted  to  the  south.  By  then  Newport 
was  but  a shadow  of  its  former  importance. 
More  than  500  dwellings  had  been  destroyed, 
commerce  was  ruined,  merchants  had  moved 
elsewhere,  and  people  had  fled  the  area.  But 
in  July,  1780,  the  French  fleet  arrived  with 
6,000  men.  Again  Newport  and  the  Colony 
became  a great  military  camp,  and  the  eco- 
nomic picture  brightened  for  the  local  citi- 
zenry. 

Commissary  General  Dominique-Louis  Eth- 
is  deCorny,  in  behalf  of  the  French  govern- 
ment, applied  to  Brown  College  for  the  use 
of  University  Hall  as  a hospital  for  the 
French  troops.  As  the  mood  of  the  day  was 
to  please  the  new  allies,  the  request  was 
granted.  Use  was  also  made  of  the  so-called 
hospitals  at  Warren  and  Bristol,  and  at  New- 
port. Apparently  the  more  seriously  ill  went 
by  boat  to  Providence,  with  the  other  instal- 
lations being  utilized  for  less  serious  cases. 

In  the  Journal  of  Claude  Blanchard,  Com- 
missary of  the  French  Auxiliary  Army  sent 
to  Newport,  one  reads  some  interesting  com- 
ments regarding  the  health  care  of  the  French 
troops,  as  the  following  accounts  for  July 
1780  reveal : 

“July  13,  1780.  I was  at  Papisquash  (sic) 
on  the  mainland,  twenty  leagues  from  New- 
port, to  examine  an  establishment  which 
M.  deCorny  had  arranged  for  the  sick. 

“July  18.  I visited,  in  company  with  M. 
de  Rochambeau,  an  Anabaptist  temple 
where  we  established  a hospital.  (Protes- 
tant churches  were  then  called  temples  by 
French.) 

“July  23.  M.  de  Rochambeau  came  to 
hear  Mass  at  the  Hospital  and  to  visit  the 
sick;  we  had  400  of  them  at  Newport  and 
280  at  Papisquash ; the  detachment  of  the 
regiment  of  Bourbonnais,  which  had  landed 
at  Boston,  also  had  100  of  them,  so  that 
we  had  about  800  sick  out  of  a body  of 
troops  amounting  to  5,000  men ; for  I speak 
only  of  the  sick  among  the  land  forces.  The 
Navy  had  its  own  hospital. 
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“September  8.  We  had  about  500  sick, 
and  among  them  a great  number  attacked 
by  dysentery. 

“September  12.  I found  our  hospital  in 
Providence  in  very  good  order.  We  then  had 
340  sick  there,  and  we  had  a few  more 
than  200  at  Newport,  which  made  the  sick 
amount  to  a tenth  part  of  the  Amay.” 

And  a final  comment  on  the  good  air  of 
Rhode  Island,  for  “It  appears  that  the  Ger- 
mans feel  the  heat  more  and  are  more 
subject  to  the  scurvy  than  the  French.  All 
these  maladies  began  to  manifest  them- 
selves when  we  were  in  the  latitude  of  27°. 
There  is  reason  to  believe  we  shall  save 
many  of  them;  the  air  of  Rhode  Island  is 
good ; it  is  hot  there,  but  only  in  the  middle 
of  the  day;  for  the  mornings  and  evenings 

are  cool  without  being  damp.” 

* * * 

The  air  was  indeed  good  in  Rhode  Island, 
and  the  health  of  the  first  Colony  to  declare 
its  independence  from  England  strengthened 
as  the  entire  citizenry  looked  ahead  to  peace 
and  freedom  to  build  this  new  nation  after 
Cornwallis  surrendered  a year  later,  October 
19,  1781,  at  Yorktown,  and  for  all  practical 
purposes  the  War  of  the  Revolution  was  over. 
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Samuel  Watson,  Levi  Wharton,  Daniel  Peck 
Whiple,  Stephan  Wigeron,  John  Wittredge, 
and  John  Young.  Details  of  the  activities 
of  many  of  these  men  is  not  known. 

Doctor  Solomon  Drowne  was  a conspicuous 
member  of  this  group  of  Rhode  Island  doc- 
tors. He  was  born  in  Providence  in  1753 
and  graduated  from  Brown  in  1773.  He  se- 
cured medical  degrees  from  the  University 
of  Pennsylvania  and  Dartmouth.  He  entered 
the  Continental  Army  as  a surgeon  under 
Doctor  John  Morgan,  who  was  the  Director 
General  of  Hospitals  prior  to  his  dismissal 
by  Congress.  Later  during  the  War,  Drowne 
was  with  the  Army  of  General  John  Sullivan 
when  it  crossed  over  from  Tiverton  to  Rhode 
Island  to  join  the  French  fleet  in  the  cap- 
ture of  the  British  at  Newport.  This  elegant 
plan  was  a fiasco  in  performance  because 
General  Sullivan  started  too  early,  and  the 
French  fleet  got  tied  up  in  a severe  two-day 
stoi'm.  Later  Drowne  became  surgeon  on  the 
privateer  Hope.  Then,  at  the  end  of  the  War, 
he  visited  Europe  where  he  was  the  guest 
of  Benjamin  Franklin  and  Thomas  Jefferson. 
In  1801  he  moved  to  the  country  in  Rhode 
Island  and  lived  in  Foster  where  he  culti- 
vated a fine  garden  and  became  professor  of 
materia  medica  and  botany  at  the  Brown 
University  Medical  School,  founded  in  1811. 
Brown  had  begun  as  the  Rhode  Island  Col- 
lege in  Warren  in  1764,  then  moved  to  Provi- 
dence in  1770  and  became  Brown  University 
in  response  to  a generous  gift  from  the 
Browns  — Moses,  Nicholas,  John,  and  Joseph. 
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The  medical  school  was  founded  in  1811  with 
the  faculty  composed  of  Doctor  William 
Bowen,  Doctor  William  Ingalls,  and  Doctor 
Drowne.  It  survived  until  1827  after  award- 
ing 87  M.D.s  to  its  graduates.  Doctor  Drowne 
died  in  1834  at  Mount  Hygeia,  where  he  had 
lived  for  33  years.  If  there  were  33  patriot 
doctors  in  Rhode  Island,  there  were  also 
some  Royalists,  nicknamed  Tories  by  the 
American  patriots.  Doctor  Sylvester  Gardner, 
born  in  South  Kingstown  in  1717,  was  58 
at  the  onset  of  the  Revolution.  He  was 
a confirmed  Loyalist  and  on  that  account 
fled  to  Nova  Scotia  at  the  outset  of  the  War. 
His  lands  were  confiscated  by  the  patriots, 
but  nonetheless  he  returned  to  Newport  at 
the  end  of  the  War  and  resumed  medical 
practice  until  his  death  in  1786.  Doctor  John 
Hunter,  an  M.D.  graduate  from  Edinburgh, 
arrived  in  Newport  in  1750,  where  he  prac- 
ticed for  the  next  24  years  — the 

first  male  accoucher  in  the  town  and  the 

first  person  to  lecture  on  anatomy  in  the 
colonies.  He  was  a member  of  the  Church  of 
England,  and  a vigorous  supporter  of  the 
British  Army  in  Newport.  He  died  in  Janu- 
ary 1777.  His  wife  and  three  lovely  daugh- 
ters then  moved  to  Europe,  never  to  return. 
Two  other  well-known  Loyalists  in  Rhode 
Island  were  Doctor  Thomas  Moffatt  and  Doc- 
tor John  Halliburton.  Both  were  born  in 

England  and  were  well  educated  and  promi- 
nent physicians  in  the  town  of  Newport.  Doc- 
tor Moffatt  was  the  person  who  persuaded 
Gilbert  Stuart’s  father  to  manufacture  snuff 
in  Rhode  Island  and  later  was  the  teacher 
of  Doctor  Isaac  Senter,  who  served  with 
Arnold  at  Quebec.  In  1772  Doctor  Moffatt’s 
support  of  the  Stamp  Act  enraged  Newport- 
er’s who  drove  him  from  the  country  and 
destroyed  his  property.  Doctor  Halliburton 
arrived  in  Newport  about  1750,  was  at  one 
time  teacher  of  Doctor  Waterhouse,  and  was 
devoted  to  the  British  Navy,  in  which  he 
had  served.  He  was  blackmailed  during  the 
War,  fled  to  Long  Island,  and  later  to  Halifax 
where  he  died  in  1807. 

The  extent  of  Loyalist  or  Tory  sentiment 
in  the  colonies  has  never  been  accurately  de- 
fined. Samuel  Eliot  Morison  in  his  book,  The 
Oxford  History  of  the  American  People,  sup- 


ports the  view  that  10  per  cent  of  the  people 
were  active  Loyalists,  40  per  cent  active 
patriots,  and  50  per  cent  indifferent,  neutral, 
or  changeable. 

The  problem  of  one  doctor  and  one  patient 
began  to  yield  to  the  growth  of  medical  in- 
stitutions toward  the  end  of  the  eighteenth 
century,  when  hospitals,  medical  schools,  and 
medical  societies  began  to  appeal'.  First  was 
the  establishment  of  the  Pennsylvania  Hos- 
pital in  Philadelphia,  which  opened  in  1751. 
Then  the  Medical  College  of  Philadelphia,  the 
antecedent  of  the  Medical  School  of  the  Uni- 
versity of  Pennsylvania,  opened  in  1765,  and 
the  first  medical  society,  the  New  Jersey 
Medical  Society,  commenced  in  1766. 

In  1773  the  foundation  of  the  New  York 
Hospital  was  started,  but  was  destroyed  by 
fire  in  1775.  It  was  rebuilt  in  1776,  when  it 
became  a barracks  for  American  trcops  until 
the  British  captured  the  land  and  made  the 
structure  a barracks  for  Hessian  troops.  It 
finally  achieved  hospital  status  in  June  1791. 
In  1768  Doctor  Samuel  Bard  and  five  others 
became  the  faculty  of  the  King’s  College 
iMedical  School,  which  after  the  War  became 
Columbia  in  1792.  Meanwhile,  the  Harvard 
Medical  School  was  founded  in  1782  with 
Benjamin  Waterhouse  of  Newport  the  first 
professor  of  theory  and  jiractice  of  physic. 
In  Rhode  Island,  the  year  after  the  founding 
of  the  Brown  Medical  School  in  1811,  the 
Rhode  Island  Medical  Society  with  46  physi- 
cians was  formed  on  April  22,  1812. 

The  development  of  this  variety  of  institu- 
tions in  the  country  served  to  provide  a more 
effective  medicine  to  the  country  by  improv- 
ing the  education  of  the  doctors,  bringing 
them  together  more  effectively,  and  aiding 
their  patients  with  facilities  other  than  home 
care.  The  medical  schools,  medical  societies, 
and  hospitals  were  necessary  steps  to  pi'e- 
cede  the  great  scientific  developments  of  the 
nineteenth  century,  which  affectively  dis- 
credited the  ancient  doctrine  of  Galenicism. 
The  Revolutionary  War  in  America  and  in 
Rhode  Island  among  other  results  facilitated 
the  growth  of  American  medicine  which  still 
continues. 

(Continued  on  next  page) 
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124  Waterman  Street 
Providence,  RI  02906 

OFFICES 

for  Rent  or  Lease 

Prime  office  location,  8 rooms,  2 lavatories, 

1 small  laboratory,  suitable  for  1 or  2 physi- 
cians, all  utilities  included. 


463  Broadway,  Providence 
Call  861-4223,  7-10  P.M. 


Peripatetics 

CHARLES  F.  JONES  and  RAYMOND 
MOFFITT  were  recently  selected  as  members 
of  the  New  England  Endoscopic  Society.  This 
year  both  have  completed  intensive  courses 
in  the  Department  of  Gastroenterology  and 
Endoscopy  at  the  Lehey  Clinic  in  Boston. 

* * * 

On  April  28,  1976  MARY  D.  LEKAS  was 
elected  to  seiwe  a three-year  term  on  the 
Executive  Committee  of  the  New  England  Ot- 
olaryngological  Society. 

* * 

JOHN  TURNER,  II,  was  recently  elected 
as  Chairman  of  District  I of  the  Amer- 
ican College  of  Obstetricians  and  Gynecolo- 
gists. 

* * * 

PIERRE  M.  GALLETTI  has  received  a one 
year  $99,418  grant  from  N.I.H.  for  “Synthe- 
sis of  Artificial  Lung  and  Kidney  Systems.” 

* * 

MATIG  R.  MAVISSAKALIAN  will  assume 
his  duties  as  the  new  Chief  of  the  Out-Patient 
Program  at  Butler  Hospital  in  July.  Prior  to 
his  appointment.  Doctor  Mavissakalian  was  in 
l^rivate  practice  in  Lebanon  for  two  years  and 
served  as  an  Assistant  Professor  of  Psychia- 
try at  the  University  of  Mississippi  Medical 
Center  for  a year. 

t t t 

ONE  SENTENCE  ESSAY 

Smoking  is  the  greatest  advancement  ever 
in  preventive  medicine  since  it  prevents  old 
age,  senility,  arteriosclerosis,  strokes,  loss  of 
memory,  and  other  debilitations. 

. . . extracted  from  Letters  in  JAMA. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings;  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequencj 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti-fi 
convulsant  medication;  abrupt  withdrawal" 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of  j i 
seizures.  Advise  against  simultaneous  in-  ■ i 
gestion  of  alcohol  and  other  CNS  depres-  i 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  » 
occurred  following  abrupt  discontinuance  j • 
(convulsions,  tremor,  abdominal  and  mus  j- 
cle  cramps,  vomiting  and  sweating).  Keepi;. 
addiction-prone  individuals  under  careful  ju 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
'eelings,  part  of  the  problem 
nay  sound  like  depression. 

This  is  because  her  problem, 
ilthough  primarily  one  of  ex- 
:essive  anxiety,  is  often  accom- 
)anied  by  depressive  symptom- 
itology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
oms  associated  with  it  are  also 
iften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
management  of  psychoneu- 
otic  anxiety  with  secondary 
epressive symptoms:  the 
sychotherapeutic  effect  of 
^alium  is  pronounced  and 
,apid.  This  means  that  im- 
rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


lurveillance  because  of  their  predisposi- 
ibn  to  habituation  and  dependence.  In 
i’egnancy,  lactation  or  women  of  child- 
paring  age,  weigh  potential  benefit 
I'ainst  possible  hazard. 

I ecautions:  If  combined  with  other  psy- 
•totropics  or  anticonvulsants,  consider 
iirefully  pharmacology  of  agents  em- 
aoyed;  drugs  such  as  phenothiazines, 
|ircotics,  barbiturates,  MAO  inhibitors 
i d other  antidepressants  may  potentiate 
i action.  Usual  precautions  indicated  in 
I tients  severely  depressed,  or  with  latent 
< pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 

CONTINUING  MEDICAL  EDUCATION  CALENDAR 

SEPTEMBER 

10  Friday  - “RECENT  ADVANCES  IN  PEDIATRICS"  (Combined  Pediatric  Teach- 
ing Rounds),  Sidney  S.  Gellis,  M.D.,  Professor  and  Chairman,  Department 
of  Pediatrics,  Tufts  University  School  of  Medicine.  10:30  A.M.,  Kay  Audi- 
torium, Roger  Williams  General  Hospital. 


15  Wednesday  - "RECENT  ADVANCES  IN  PEDIATRICS,"*  meeting  of  the  New 
England  Pediatric  Society  with  sessions  on  "History  of  Rhode  Island  Pedi- 
atrics," Wilson  Utter,  M.D.;  "Newer  Advances  in  the  Prevention  end  Man- 
agement of  Hyaline  Membrane  Disease,"  William  Oh,  M.D.;  "Recent  Ad- 
vances in  Surgical  Problems  of  the  Newborn,"  Frank  Deluca,  M.D.  and  Con- 
rad Wesselhoeft,  M.D.;  "New  Bacterial  Vaccines  and  Approaches  to  Immu- 
nization," Georges  Peter,  M.D.  Also  "Advances  in  the  Diagnosis  and  Man- 
agement of  Phenylketonuria,"  Siegfried  Pueschel,  M.D.;  "Current  Concepts 
in  the  Treatment  of  Diabetes  in  Childhood,"  Robert  Schwartz,  M.D.;  "Man- 
agement of  the  Leukemic  Child,"  Edwin  Forman,  M.D.  Dinner  speaker  will 
be  Leo  Stern,  M.D.,  on  "The  Evaluation  of  the  Efficacy  of  Perinatal  Care."  All 
speakers  are  Brown  University  Faculty  Members. 

10:30  A. M. -9:00  P.M.,  The  Sheraton  Islander,  Newport,  Rl.  For  information. 
Contact  Doctor  Leo  Stern,  Rhode  Island  Hospital. 


27  Monday  - "WORKSHOP  ON  PEER  REVIEW,"**  meeting  of  the  Rhode  Island 
District  Branch,  American  Psychiatric  Association.  This  program  will  serve 
as  a brief  introduction  to  the  history  and  purpose  of  peer  review;  workshops 
will  review  sample  cases  and  will  be  followed  by  questions  and  discussion. 
Sopkin  Auditorium,  The  Miriam  Hospital,  8:00  P.M.  For  information,  contact 
Doctor  Robert  Fowler,  The  Miriam  Hospital. 


*Approved  by  the  Brown  University  Office  of  Continuing  Medical  Education  for 
6 Category  I credits  toward  the  AMA  Physician  Recognition  Award. 


**Application  has  been  made  to  the  Brown  University  Office  of  Continuing  Med- 
ical Education  for  Category  1 credits  toward  the  AMA  Physician  Recognition 
Award. 
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GENERIC  DRUG  LAW 


By  Herbert  F.  Hager,  M.D. 

“Any  person,  firm,  or  corporation  who  or 
which  shall  violate  any  of  the  provisions  of 
sections  5-37-18  or  5-37-18-1  shall  be  fined 
not  more  than  one  hundred  dollars  ($100)  for 
each  violation.”  So  reads  the  penalty  clause 
of  the  so-called  “generic  drug  law”  designed 
to  require  physicians  to  authorize  less  expen- 
sive generic  substitutions  for  drugs  by  brand 
name.  The  law  also  creates  a “formulary  com- 
mission” of  11  members  within  the  Depart- 
ment of  Health.  The  act  took  effect  July  1, 
1976.  The  formulary  commission  shall  con- 
sist of  two  specified  directors,  one  senate 
chairman,  one  house  chairman,  and  seven  ap- 
pointees selected  by  the  Governor  from  lists 
furnished  to  him  by  the  Rhode  Island  Phar- 
maceutical Society  and  the  Rhode  Island  Hos- 
pital Association.  He  is  to  choose  one  phar- 
macologist and  four  pharmacists.  He  is  re- 
quired to  appoint  two  senior  citizens  from  a 
list  submitted  by  the  Speaker  of  the  House 
of  Representatives. 

The  commission  shall  propose  a formulary 
of  less  expensive  generic  or  chemical  and 
brand  names  of  drugs  and  pharmaceuticals 
considered  by  the  commission  to  be  therapeu- 
tically equivalent  and  interchangeable  with 
specific  brand  name  drugs  and  phaiTnaceuti- 
cals.  The  first  list  shall  be  established  by 
January  10,  1977  and  shall  be  revised  every 
three  months.  All  pharmacists  of  Rhode  Is- 
land are  required  to  commence  accepting  pre- 
scriptions provided  for  in  this  act  not  later 
than  March  10,  1977. 


There  is  no  provision  for  any  physician  to 
be  on  the  formulary  commission  or  for  the 
Rhode  Island  Medical  Society  to  provide  ad- 
vice, expertise,  or  criticism  in  the  implemen- 
tation of  this  law. 

To  be  in  compliance  with  the  law  every 
licensed  Rhode  Island  physician  when  pre- 
scribing any  drug  by  brand  name  shall  in 
each  such  prescription,  oral  or  written,  au- 
thorize a less  expensive  generic  equivalent 
substitute  by  signing  on  the  line  “substiut- 
tion  allowed,”  provided  however  that,  if  in 
the  professional  judgment  of  the  prescribing 
physician  the  active  ingredient  or  ingredients 
may  vary  in  the  therapeutic  effect  upon  the 
drug  recipient,  the  physician  shall  sign  on  the 
line  marked  “dispense  as  written”  on  the 
prescription  form. 

There  is  no  provision  for  either  the  patient 
or  the  doctor  to  be  informed  that  a substi- 
tution has  been  made.  Nor  is  there  any  re- 
quirement that  the  pharmacist  pass  on  to  the 
patient  any  saving  accomplished  by  any  such 
substitutions.  There  is  by  this  act  granted 
the  legal  right  for  the  pharmacist  to  increase 
his  profitability  by  decreasing  his  costs  but 
not  necessarily  decreasing  his  selling  price. 

Before  any  physician  permits  such  substi- 
tution, he  should  be  guaranteed  that  his  pa- 
tient will  receive  a medicinal  product  that 
meets  the  following  criteria.  The  substituted 
drug  should  in  actuality  be  equivalent  not 
only  in  the  active  ingredients,  but  in  the 
(Continued  on  next  page) 
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other  less  active  components  such  as  are  in 
the  capsule,  coating,  vehicle,  mordant,  color- 
ing, additives,  and  preservatives.  Allergens 
such  as  the  yellow  and  red  dyes  must  be  iden- 
tified. Coatings,  capsules,  and  compressed  tab- 
lets must  become  soluble,  so  that  the  active 
ingredients  are  actually  released  and  not 
simply  ingested  and  excreted  intact.  Undesir- 
able trace  chemicals,  allergens,  and  contamin- 


ants harmful  to  the  sensitized  patient  should 
be  eliminated. 

In  short  the  substituted  product  in  total 
should  have  bioavailability,  bioequivalence, 
true  generic  equivalence,  and  not  merely  prof- 
itability to  the  dispenser  before  your  signa- 
ture permits  replacement  of  the  product  you 
choose  as  the  best  treatment  for  your  pa- 
tient. 


FIGHT  FLU 

To  assist  in  the  implementation  of  the 
first  phase  of  FFP,  the  bivalent  immuni- 
zation of  the  elderly  and  the  chronically 
ill,  a Central  Advisory  Committee  of  ac- 
tive sponsors  of  this  phase  has  been 
formed.  Members  include  representatives 
of  the  Hospital  Association  of  Rhode  Is- 
land, Rhode  Island  Health  Center  Associa- 
tion, Association  of  Home  Health  Agen- 
cies of  Rhode  Island,  Rhode  Island  Depart- 
ment of  Mental  Health  Retardation  and 
Hospitals,  Rhode  Island  Department  of  So- 
cial Rehabilitative  Services,  Rhode  Island 
Lung  Association,  Rhode  Island  Associa- 
tion of  Facilities  for  the  Aged,  Rhode  Is- 
land Division  on  Aging,  Rhode  Island 
Group  Health  Association,  Rhode  Island 
Department  of  Community  Affairs,  Cran- 
ston Community  Action  Program,  and  the 
Rhode  Island  Nursing  Home  Association. 
The  Rhode  Island  Me:’ical  Society  will  pro- 
vide liaison  with  the  Central  Advisory 
Committee. 

The  rough  outline  of  the  strategy  that 
will  be  used  for  phase  one  has  been  formu- 
lated. Over  100  immunization  clinics  spon- 
sored by  the  Central  Advisory  Committee 
with  support  from  the  Rhode  Island  De- 
partment of  Health  will  be  established  dur- 
ing a one  week  period  in  September.  Vol- 
unteer professional  and  nonprofessional 
help  in  the  management  of  these  clinics 
would  be  welcomed.  Those  wishing  to  as- 
sist may  contact  the  Epidemiology  Office 
(277-2362)  or  any  member  of  the  advisory 
committee. 


PROGRAM 

For  phase  two  of  the  FFP,  the  mono- 
valent immunization  of  the  18  to  60  year 
old  general  population,  several  routes  for 
vaccine  distribution  are  being  developed. 
The  vaccine  will  be  distributed  in  bulk  to 
those  physicians  responsible  for  large 
populations  (such  as  industry,  hospital 
personnel,  and  colleges).  Also  a public  im- 
munization program  will  be  conducted  on 
a single  day  in  October  throughout  the 
state.  It  is  anticipated  that  clinics  will  be 
organized  by  a variety  of  community  or- 
ganizations with  support  and  coordination 
from  the  Department  of  Health.  One  group 
that  has  already  agreed  to  sponsor  such 
clinics  is  the  Jay-cettes.  Other  proups 
capable  of  sponsoring  more  than  one  clinic 
would  be  welcome. 

Both  the  bivalent  and  monovalent  in- 
fluenza vaccines  will  be  made  available  to 
private  physicians  according  to  their 
needs.  We  anticipate  that  a large  portion 
of  the  population  will  request  and  receive 
the  vaccine  from  their  private  physician. 
Voluntary  physician  and  nurse  participa- 
tion in  the  mass  immunization  clinics 
would  also  be  welcomed. 

Details,  appropriate  order  forms,  and 
specifics  for  the  FFP  will  be  released  by 
the  Department  of  Health  as  they  become 
available. 


Extracted  from  the  Communicable  Disease  News- 
letter, Vol.  13,  No.  28,  July  16,  1976,  published 
by  the  Division  of  Epidemiology,  Rhode  Island 
Department  of  Health. 
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Only^your  prescription 
^ can  give  your  patients 
the  extra  benefits  of 


TABLETS  ; 

virtually  without  odor  or  aftertaste 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc, 
Nutley,  New  Jersey  07110  ip  “ 


(See  Summary  of  Product  Information  on  other  side.) 


Book  Review 


HANDBOOK  OF  PSYCHIATRY  3rd  Edition 
edited  by  Philip  Solomon,  M.D.  and  Ver- 
non D.  Patch,  M.D.  Los  Altos,  Calirornia, 
Lange  Medical  Publications,  1974.  $8.00 
How  come  this  patient  presents  himself  as 
he  does?  The  answer  to  this  makes  a psychi- 
atrist need  to  become  a renaissance  man  and 
have  awareness  of  the  many  factors  that 
compose  and  influence  the  person  and  person- 
ality; genetic,  intrapersonal,  physical,  inter- 
personal, family,  race,  culture,  socio-economic 
1‘eligious,  and  geographic.  As  Pinel  once  said, 
“But  one’s  difficulties  do  appear  increased  as 
soon  as  one  embarks  upon  a medicopsycho- 
logical  career,  because  it  becomes  necessary  to 
acquire  such  a variety  and  such  a great 
amount  of  additional  knowledge.’’ 

Since  the  review  of  the  first  two  editions 
(1969  and  1971)  of  this  Handbook  by  this 
reviewer  in  this  Journal  in  October  1972, 
three  chapters  have  been  added:  Psychother- 
apy (Chapter  23:  what  to  ask,  how  to  ask, 
what  to  expect,  and  how  to  go  beyond  the 
first  and  second  responses) ; Psychosurgery 
(Chapter  28) ; and  Transcultural  Psychiatry 
(Chapter  40). 

The  simple  sensible  organization  of  the 
Second  Edition  has  been  continued.  Some 
standing  chapters  have  been  reorganized  as 
well  as  rewritten  (e.g.  Psychotherapy  and 
Special  Psychotherapies) , facts  have  been  up- 
dated, and  over  five  hundred  new  references 
have  been  added.  There  is  even  a discussion 
of  acupuncture  (under  ECT  and  Other  So- 


matic Therapies) . The  Summary  of  the  Treat- 
ment of  Acute  Poisioning  has  been  moved  to 
the  end  of  the  book,  wdiere  it  appropriately 
accompanies  the  Psychiatric  Emergency  Rou- 
tine. There  is  no  overall  bibliography,  but  a 
Ubliography  and  references  for  further  read- 
ing accompany  each  chapter. 

The  developments  updated  since  the  last 
edition  are:  1.  information  on  biologic  psy- 
chiatry and  the  role  of  biogenic  amines  in 
schizophrenia  and  manic-depressive  psycho- 
sis, and  2.  evidence  of  the  scientific  validity 
of  psychotherapy. 

A Spanish  translation  of  the  handbook  is 
already  in  circulation.  Italian  and  Portuguese 
translations  are  in  preparation.  An  English 
edition  is  published  in  Tokyo  for  distribution 
in  the  Orient.  (I  am  curious  as  to  wKether 
culture-bound  changes  had  to  be  made  in  the 
phrasing  of  specific  interview'  cpiestions  and 
in  the  understanding  of  the  responses  — and 
what  they  were.) 

The  Handbook  continues  to  be  an  excellent 
compendium  and  integration  to  date  of  psy- 
chiatric functioning,  know-how,  and  doubts. 
It  continues  to  be  a spirited  painstaking  labor 
of  love  by  the  editors  and  the  other  contribu- 
tors. It  continues  to  fill  a need  in  the  face 
of  information  overload  and  conflicting  biases 
in  an  ever-changing  field  and  concerning  an 
ever-changing  object,  namely,  the  human  be- 
ing and  his  emotional  difficulties. 

Joseph  M.  Zucker,  M.D. 


Books  Received  For  Review 


The  Editor  acknowledges  the  receipt  of  the 
following  books  and  thanks  the  publishers  for 
sending  them.  We  shall  have  as  many  as  pos- 
sible reviewed.  The  volumes  are  greatly  ap- 
preciated and  w'ill  be  added  to  the  Library’s 
collection  w'here  they  will  be  available  to 
readers. 

PRINCIPLES  OF  CLINICAL  ELECTROCAR- 
DIOGRAPHY 9th  Edition  by  IMervin  J. 


Goldman,  M.D.  Los  Altos,  California,  Lange 
Medical  Publications,  1976.  $9.50 
F REEDOM  TO  DIE,  Moral  and  Legal  Aspects 
of  Euthanasia  by  0.  Ruth  Russell.  New 
York,  Dell  Publishing  Co.,  Inc.,  1975.  $1.95. 
CURRENT  PEDIATRIC  DIAGNCSIS  AND 
TREATMENT  4th  Edition  by  C.  Henry 
Kempe,  DI.D.;  Henry  K.  Silver,  M.D. ; Don- 
( Continued  on  Page  379) 
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Peripatetics 


Recently  seen  at  the  AMA  Annual  Assem- 
bly in  Dallas  were  HERBERT  F.  HAGER,  the 
late  THOMAS  F.  HEAD,  SEEBERT  J.  GOL- 
DOWSKY,  WILLIAM  J.  MacDONALD,  and 
JOHN  J.  CUNNINGHAM.  TIMOTHY  B. 
NORBECK  of  the  executive  office  was  pres- 
ent as  well.  SEEBERT  J.  GOLDOWSKY  also 
attended  a Blue  Shield  briefing  session  and 
the  annual  meeting  of  the  State  Medical  Jour- 
nal Advertising  Bureau,  Inc.  At  that  annual 
n’eeting  Doctor  Goldowsky  was  elected  to  the 
Board  of  SMJAB.  He  had  formerly  served  as 
a member  of  the  Advisory  Board  for  several 
years. 

* * * 

WILMA  S.  F.  ROSEN,  Staff  Psychiatrist, 
and  ROBERT  J.  WESTLAKE,  Director  of 
Outpatient  Services,  both  of  Butler  Hospital, 
were  elected  as  Fellows  in  the  American  Psy- 


chiatric Association  at  the  1976  Annual  Meet- 
ing in  Miami.  Other  members  of  the  Butler 
Hospital  staff  in  attendance  were  EDWARD 
B.  FINK,  THOMAS  SCARAMELLA,  and 
WILLIAM  SAMUELS. 

* * * 

WALTER  COTTER  and  DAVID  BARRY, 
members  of  St.  Joseph’s  Medical  Staff  and 
both  past  presidents  of  the  New  England 
Neurosurgical  Society,  recently  served  as  rep- 
resentatives for  the  Society  in  San  Francisco 
for  the  Joint  Social-Economics  Committee  of 
the  American  Association  of  Neurological 
Surgeons  and  the  Congress  of  Neurological 
Surgeons.  Doctor  Barry  was  recently  ap- 
pointed to  the  American  College  of  Surgeons 
Advisory  Council  on  Neurosurgery. 


Do  You  Need  an  Rx,  Sugar-Free  Liquid  Hematinic  Specialty? 
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8 ozs  • 

NOC  372*0021 


(HEMATINIC) 
SUGAR- FREE 

Eo<h  i«o«poenufwl  (5  cc  ) contoini; 
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For  your  R.  I.  Welfare  Rx.:  Vita-Plus  H half-strength.  Pint.  Well  stocked  in 
Southern  New  England  pharmacies! 

For  personalized,  honest,  prompt  service  and  low  prices  for  all  your  surgical 
supply  needs,  place  your  order  with  us! 

WE  BUY  AND  SELL  USED  MEDICAL  EQUIPMENT 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 

SCOT-TUSSIN  SURGICAL  SUPPLY  DIV.:  942-8555  or  944-1254  anytime! 
50  Clemence  and  Transit  Sts.  (off  Rte.  5)  Cranston,  R.  I.  02920 
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ABOARD 

Holland  ^^^America 
S.S.  STATENDAM 
TO  BERMUDA 

NOVEMBER  6-13, 1976 
FROM  NEW  YORK 

INTRODUCTION  TO  CLINICAL 
PULMONARY  PHYSIOLOGY 

A post-graduate  course  by  the  Office  of  Continuing  Medical  Education 

BROWN  UNIVERSny  PROGRAM  IN  MEDICINE 


P^Wans  Hecognition  Award 


Curriculum  — Anatomic  Consideration  including  Lung 
Morphometry,  Overview  of  Lung  Ventilation  and  Profusion, 
Discussion  of  Gas  Exchange  with  Introduction  to  Arterial  Blood 
Gas  Analysis.  Additional  subjects  include;  Clinical  Interpreta- 
tion of  Pulmonary  Function  Tests:  1.  Obstructive  Lung  Dis- 
ease, 2.  Restrictive  Lung  Disease,  3.  Case  Presentations; 
Arterial  Blood  Gasses  1.  Causes  of  Hypoxemia,  2.  Causes  of 
CO2  Retention,  3.  Acid  Base  Disorders.  Acute  Respiratory 


Failure-Clinical  Presentations,  Chronic  Respiratory  Failure- 
Clinical  Presentations,  Treatment  of  Respiratory  Failure  includ- 
ing Oxygen  Therapy,  Choice  of  Ventilators,  “Adjunct”  Therapy 
(I.P.P.B.  physiotherapy  etc.)  Adult  Respiratory  Distress 
Syndrome-“Shock  Lung”,  Preoperative  Assessment  of  Lung 
Function,  Prevention  of  post-operative  Pulmonary  Complica- 
tions and  Review  of  course  by  Case  Presentation. 


EDUCATIONAL  INVESTMENT 

• Course  registration  $150.00 

• Per  person,  double  occupancy  575.00 

• Port  tax,  per  person  14.06 


Deposit  $100  per  person  promptly  to  re- 
serve space.  Make  check  payable  to 
Basic  Science  Services,  Inc. 

Mall  check  to: 

)PHISTICATED 
TRAVELER 

120  Wayland  Avenue, 
Providence,  R.  I.  02906 

274-1646 


S.S.  STATENDAM  IS 
YOUR  FLOATING  CAMPUS 

Fabulous  food  and  accommodations  on  your 
way  to  fabulous  Bermuda.  Arrive  home  relaxed 
and  refreshed! 


NAME 


ADDRFSS 

(print) 

CITY 

(print) 

STATF 

ZIP 

PHONF 

OTHERS  IN  PARTY 


Your  Patient  Deserves  a Specialist 

RECOMMEND 
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WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  i 


NOTICE 

ALL  PHYSICIANS  IN  RHODE  ISLAND!! 

We  believe  that  all  Members  who  had  been  insured 
under  policy  No.  l-A-5718  until  9-15-75,  now  have  re- 
placement insurance  with  us  or  Commercial  Casualty 
Company. 

Also,  we  have  provided  personal  service  to  all  who 
have  informed  us  of  their  desire  to  file  claims  or  to 
have  their  insurance  continued  on  an  individual  basis 
— guaranteed  to  age  70. 

To  date,  Continental  Casualty  Co.  has  paid  all  but 
two  claims  which  have  been  brought  to  our  attention. 
These  are  in  process  and  we  believe  Continental  Cas- 
ualty will  be  forced  to  pay. 

It  is  my  hope  that  all  Members,  insured  or  otherwise, 
will  feel  free  to  continue  to  make  use  of  our  46  years 
of  professional  experience  in  personal  insurance  and 
financial  planning. 

R.  A.  DEROSIER  AGENCY 

FOURDEE  AGENCY,  INC. 

FOURDEE  planning  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 
(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


Gower  and  Co. 

Real  Estate 


□ 

REALTOR* 


Providence  751*8100  — Barrington  245-0100 


FOR  SALE 


EAST  SIDE 

217  ANGELL  STREET 

LOVELY  ONE  FAMILY  HOUSE  WITH  NINE  ROOMS 
PLUS  USABLE  BASEMENT  FOR  OFFICE  OR  APART- 
MENT. ATTRACTIVE  YARD  ON  FONES  ALLEY  FOR 
AMPLE,  CONVENIENT  PARKING.  SETTLING  ESTATE. 
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While, 
we’re„ 
operating 
on^our 
car. . . . 


drive  one  of  ours. 


We  know  how  busy  you  are,  and  how 
important  a car  is  in  your  plans.  So 
while  our  service  department  is 
working  on  your  car,  we’ll  let  you 
use  one  of  ours.  When  you  sell  very 
special  cars  to  very  special  people,  you 
have  to  give  them  special  service. 


1 

PO^^TIAC 

ROLLS 

n 

sl;elnEni.d 

\ tleale'i 

(VOIjVO) 

Kw  T 

766  BROADWAY.  PAWTUCKET.  R.I.,  PHONE  723-4700 

J.WRIKER 

HEAL  ESTATE 

Main  Office 
36  Kennedy  Plaza 
Providence,  R.  I. 

Td.  751-1113 

WATERFRONT! 

$125,000 

Spanish  Villa  in  exclusive  Wood  Estates, 
Coventry,  Rhode  Island.  This  breathtaking 
beautiful  home  was  custom  built  with  steel 
beam  construction a "U"  shape  sur- 

rounding the  lovely  courtyard  with  fountain. 
The  8V2  rooms  include  20x48  foot  family  room 
with  wet  bar  overlooking  Johnson's  Pond,  com- 
pletely equipped  kitchen  with  dining  area, 
master  bedroom  suite,  formal  dining  room,  2 
fireplaces.  There  are  3 full  baths  (one  with 
whirlpool),  2-car  garage,  a deck  along  the  en- 
tire length  of  house.  Extras  include:  Central 
vacuum  system,  electric  eye  door,  cedar  closet, 
air  conditioners.  Excellent  swimming  and  boat- 
ing. Low  maintenance.  For  more  information, 
or  an  appointment,  please  call: 

JOANNE  RIKER 
739-0222  or  884-8895 


Attractive  & Functional  Offices 


Desiyners  S Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Famous  Fighters 


NEOSPORIff  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended,  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIDNS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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THERE AREA 
LOTOPPEWLE 
GETTING  BETWEEN 
VOUANDVOUR 
MTIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


UopL  in5 


Profile  '20" 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


WATERFRONT 
FOR  SALE 

Entertain  your  guest  on  the  nicest  parcel 
of  land  on  Flat  River  Reservoir,  consisting 
of  6.44  acres  with  1,000  ft.  water  and 
beach  frontage.  Present  income  from  cot- 
tages and  outing  rentals. 

Ideal  for  Exicusive  Estate,  Apartments, 
Condominiums,  or  Several  Mini  Estates. 
Other  business  opportunities  may  be  con- 
sidered. 

GEO.  MOORE  REALTY 

176  WASHINGTON  STREET 
WEST  WARWICK,  R.l.  02893 

401-822-0600  or  401-828-6363 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 
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Annual  Golf  Tournament  and  Dinner 

of  the 

Providence  Medical  Association 

WEDNESDAY,  SEPTEMBER  15,  1976 


lOLF  TOURNAMENT;  At  the  RHODE  ISLAND  COUNTRY  CLUB  (Barrington) 

Starting  time;  1 p.in. 

KICKER’S  HANDICAP— Valuable  golf  prizes  (and  also  door 
prizes  at  the  dinner).  Plan  your  foursome  (guests  may  par- 
ticipate) and  indicate  on  reservation  envelope  names  and 
your  preferred  starting  time.  MAIL  BEFORE  SEPTEMBER 
8th. 


Please  indicate  on  the  envelope  whether  you  wish  to  reserv^e  a cart  ($10). 
We  must  reserve  them  in  advance  and  cancellations  must  be  made  by  Sep- 
tember 14.  Please  do  not  include  a check  for  the  gasoline  cart.  They  will  cost 
$10  each  as  in  the  past  but  will  be  paid  directly  to  the  Pro  Shop  at  the  Rhode 
Island  Country  Club.  Advise  the  executive  office  (331-3207,  331-3208)  by 
September  14  if  you  find  it  necessary  to  cancel  it. 

Pull  carts  are  allowed  on  the  course  but  are  not  available  at  the  Club.  Most 
of  the  area  schools  will  be  open  on  September  15  so  that  there  will  be  few 
caddies. 


HEALS;  Luncheon  available  at  the  Club.  A cash  box  will  be  available 

at  the  10th  tee  for  those  who  wish  to  purchase  hamburgers, 
soft  drinks,  etc. 

DINNER  will  be  at  7 ;00  p.m-  Dinner  reservations  must  be 
made  in  advance.  Use  special  envelope  enclosed. 

(Note:  The  Annual  dinner  is  for  members  of  the  Association  and  custom- 
arily it  has  not  been  open  for  spouses  of  members.) 


ELEPHONES;  RHODE  ISLAND  COUNTRY  CLUB  golf  shop-245-7370 

Evening— 245-5 700 

Facilities  available  for  those  who  may  wish  to  play  cards 

• 

'’S  ALWAYS  A GREAT  PARTY  AT  THE  ANNUAL  GOLF  TOURNAYIENT  AND 
DINNER  OF  THE  PROVIDENCE  MEDICAL  ASSOGATION 

Remember—  Dinner  reservations  close  on  Monday,  September  13. 
Remember  — Golf  reservations  for  starting  time  close  on  Wednesday,  September  8, 


500341 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N*’  K)0 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvotf 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 


A Pathophysiologic  Approach  To  Disorders  Of 
Potassium  Homeostasis 


In  Seeking  The  Causes  Of  A Potassium 
Disorder  Mechanisms  Producing  The 
Abnormality  Must  Be  Defined 


By  Richard  Solomon,  M.D. 

Clinically  significant  electrolyte  abnormali- 
ties are  increasingly  common  as  a result  of 
the  introduction  of  more  potent  medications 
and  the  advancements  in  supportive  care  for 
the  severely  ill  patient.  An  appreciation  of 
the  pathophysiology  of  such  electrolyte  dis- 
turbance is  necessary  for  the  proper  diagnosis 
and  management  of  these  disorders.  Hypo- 
kalemia and  hyperkalemia  are  common  elec- 
trolyte derangements  in  which  an  under- 
standing of  the  pathophysiology  is  necessary 
for  proper  diagnosis  and  management. 

NORMAL  PHYSIOLOGY 

Potassium  is  an  intracellular  ion,  only  2 
per  cent  of  total  body  potassium  being  located 
in  extracellular  fluid  at  a concentration  of 
3. 5-5. 5 mEq/L.  The  extracellular  concentra- 
tion of  potassium  is  controlled  by  two  inter- 
related processes.  On  the  one  hand  the  dis- 
tribution of  potassium  between  the  intra- 
cellular and  extracellular  compartments  is 
altered  in  response  to  acute  changes  in  serum 
potassium,  serum  pH,  or  hormones  (aldos- 
terone and  insulin).  An  increase  in  any  of 
these  factors  will  favor  movement  of  potas- 
sium into  the  cells  throughout  the  body  and 

RICHARD  SOLOMON,  M.D.,  Assistant  Profes- 
sor of  Medicine,  Brown  University ; Chief,  Divi- 
sion of  Nephrology,  Roger  Williams  General  Hos- 
pital and  Veterans  Administration  Hospital,  Provi- 
dence. 


will  be  reflected  in  acute  (though  transient) 
decreases  in  serum  potassium.  At  the  same 
time,  net  losses  or  additions  of  potassium  to 
the  body  are  primarily  regulated  by  dietary 
intake  and  the  kidney’s  ability  to  alter  renal 
excretion  of  potassium  in  response  to  a num- 
ber of  variables.  States  of  chronic  hypo- 
kalemia and  hyperkalemia  are  almost  always 
related  to  abnormalities  of  renal  handling  of 
potassium.* 

Essentially  all  potassium  that  is  filtered  by 
the  glomerulus  is  reabsorbed  before  the  urine 
reaches  the  distal  nephron.  In  the  distal  tu- 
bule and  collecting  tubules,  potassium  is 
added  to  the  urine  by  passive  diffusion  out  cf 
the  renal  tubular  cell  down  both  a concentra- 
tion and  electrochemical  gradient.  A concen- 
tration gradient  exists  because  of  the  high 
intracellular  content  of  potassium  relative  to 
tubular  urine.  The  electrochemical  gradient 
exists  because  the  distal  tubular  lumen  is  neg- 
ative with  respect  to  the  renal  tubular  cell, 
thus  providing  an  electrical  sink  favoring  po- 
tassium movement  (a  positively  charged  ion) 
into  the  lumen.  The  concentration  gradient 
is  maintained  and  affected  by  those  same 
processes  which  affect  the  distribution  of  po- 
tassium between  intracellular  and  extracellu- 
lar compartments.  The  electrical  gradient  is 
created  by  the  presence  of  negative  ions  in 
the  distal  tubule  lumen  (chloride,  phosphate, 
(Continued  on  next  page) 
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TABLE  I 
HYPOKALEMIA 

MECHANISM 

TEANSIENT 

TRANSCELLULAR  SHIFT 
acute  alkalosis 
insulin  administration 

CHRONIC 

GASTRO-INTESTINAL  LOSS 
villous  adenoma 
WDHA 

laxative  abuse 

vomiting  (pyloric  obstruction  and  N/G  tube  drain- 
age) 

RENAL  LOSS 

hypermineralocorticoidism 
primary  aldosteronism 

secondary  aldosteronism  (liver  disease,  Bartters 
syndrome,  malignant  hypertension,  JG  cell 
tumors,  salt  losing  nephritis) 
licorice  abuse 

Cushing’s  syndrome  and  ectopic  ACTH 
17-hydroxylase  deficiency 
increase  sodium  delivery  to  distal  nephron 
diuretics 
mannitol 
alkaline  urine 
acetazolamide 
NaHCOs  ingestion 

renal  tubular  acidosis  (proximal  and  distal  RTA) 
increase  in  non-reabsorbable  ion 
carbenicilhn,  penicillin 
sodium  sulfate 

lysozymuria  (leukemia  and  RTA) 
primaiy  tubular  defect 
pyelonephritis 
gentamicin 
post  obstruction 
familial 

vitamin  D intoxication 
magnesium  deficiency 

sulfate,  bicarbonate)  which  are  left  behind 
after  sodium  has  been  actively  removed  from 
the  fluid.  Processes  that  increase  sodium  de- 
livery (reabsorption)  to  the  distal  nephron  or 
increase  the  quantity  of  negative  ions  in  the 
distal  tubule  will  increase  the  electrical  grad- 
ient and  favor  potassium  excretion  in  the 
urine. ^ 

After  the  ingestion  of  a potassium  load, 
potassium  is  readily  absorbed  and  serum 
potassium  rises.  This  rise  in  serum  potassium 
results  in  a movement  of  potassium  into  cells. 
In  this  way  most  of  the  acute  potassium  load 
is  handled  by  intracellular  deposition.  The 
ability  of  the  cell  to  store  potassium  is  limited, 
however,  and  with  continued  potassium  loads 
lethal  hyperkalemia  would  result,  unless  po- 
tassium is  eliminated  from  the  body.  The 
kidney  responds  by  increasing  potassium  ex- 
cretion into  the  urine.  This  results  in  part 
because  potassium  has  also  shifted  into  the 


renal  tubular  cells  priming  them  for  secretion 
and  in  part  because  hyperkalemia  directly 
stimulates  the  adrenal  secretion  of  aldo- 
sterone. Aldosterone  in  turn  augments  distal 
tubular  potassium  secretion  by  mechanisms 
which  are  not  fully  known.  In  this  way  acute 
as  well  as  chronic  potassium  loads  can  be 
handled  without  producing  sustained  hyper- 
kalemia. These  two  processes  are  also  at 
work  during  states  of  potassium  deflciency  to 
correct  the  extracellular  deflcit  by  shifting 
potassium  from  the  intracellular  to  the  extra- 
cellular compartment  and  by  decreasing  po- 
tassium excretion  in  the  urine. 

HYPOKALEMIA 

Hypokalemia  is  clinically  symptomatic  when 
serum  levels  fall  below  2.5  mEq/L.  Neuro- 
muscular symptoms  predominate  with  weak- 
ness, especially  of  the  quadriceps,  the  most 
common  complaint.  Cranial  nerves  are  almost 
never  involved,  and  deep  tendon  reflexes  are 
not  impaired.  Muscle  cramps  and  paresthesia 
may  accompany  the  weakness.  Electrocardio- 
graphic abnoiTnalities  such  as  depression  of 
ST  segments,  flattening  or  inversion  of  T 
waves,  or  both,  and  prominent  “u”waves  — 
usually  precede  the  development  of  such 
arrhythmias  as  sinus  bradycardia,  Wenche- 
bach  atrio  ventricular  (AV)  block,  par- 
oxysmal atrial  tachycardia  (PAT),  and  rarely 
ventricular  fibrillation.-^ 

Hypokalemia  may  be  the  result  of  a num- 
b:r  of  conditions  (Table  I).  Acute  hypo- 
kalemia may  result  from  a shift  in  potassium 
from  the  extracellular  to  the  intracellular 
compartment  as  a result  of  a sudden  rise  in 
serum  pH  or  a carbohydrate  load.  However, 
this  process  will  not  account  for  states  of 
chronic  hypokalemia  in  which  a net  loss  of 
potassium  from  the  body  has  occurred.  This 
may  be  secondarj^  to  an  increase  in  either 
gastrointestinal  or  renal  losses.  In  the  case  of 
gastrointestinal  losses  urinary  potassium  con- 
centration will  be  appropriately  low  (<15 
mEq/24h),  whereas  with  renal  losses,  by 
definition,  urinary  potassium  will  be  inappro- 
priately high  (>15  mEq/24h). 

Renal  losses  in  turn  may  be  secondary  to 
abnormalities  of  any  of  the  nomial  physio- 
logic factors  favoring  potassium  excretion  — 
hypermineralocorticoidism,  increase  delivery 
of  sodium  to  distal  nephron,  and  increase 
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alkalinity  or  concentration  of  poorly  diffus- 
able  anions.  Rarely,  a defect  in  the  ability 
of  the  kidneys  appropriately  to  lower  potas- 
sium excretion  during  hypokalemia  has  been 
found.  Appropriate  therapy  wdll  depend  upon 
an  accurate  diagnosis  of  the  underljdng  patho- 
physiology. 

The  evaluation  of  chronic  hypokalemia 
therefore  first  involves  determining  the  site 
of  loss  by  means  of  a spot  or  preferably  24 
hour  urine  collection.  If  renal  losses  of  po- 
tassium. are  suspected,  further  evaluation  on 
a metabolic  ward  equipped  for  measurements 
of  plasma  renin  and  aldosterone  levels  during 
controlled  dietary  restrictions  is  indicated. 

Therapy  of  hjqrokalemia  is  tailored  to  the 
underlying  pathophysiology.  Hypokalemia 
may  respond  to  discontinuation  of  diuretics, 
supplementation  of  potassium  to  the  diet,  use 
of  potassium  retaining  medications,  or  re- 
moval of  autonomously  functioning  adrenal 
tissue. 

HYPERKALEMIA 

Hyperkalemia  is  associated  with  malaise 
and  muscle  weakness,  but  the  effect  which 
overshadows  all  others  in  terms  of  clinical 
impoiTance  is  that  on  the  conduction  system 
of  the  heart.  Electrocardiographic  changes 
consisting  of  peaking  of  the  T waves  pre- 
dominate until  serum  potassium  exceeds 
7 mEq/L.  Gradual  prolongation  of  the  QRS 
complex  then  occurs,  resulting  in  a sine  wave 
appearance  and  eventuating  in  cardiac  stand- 
still. 

Hyperkalemia  may  result  from  diverse 
etiologies  (Table  II).  Hyperkalemia,  unlike 
hypokalemia,  may  result  from  “test  tube” 
artifacts.  Lysis  of  white  cells,  or  platelets,  or 
both  may  occur  in  the  test  tube,  releasing 
potassium  and  elevating  the  apparent  serum 
levels.  Such  artifacts  occur  only  when  white 
cells  and  platelets  are  present  in  excessive 
quantities  (>100,000  and  >1,000,000  re- 
spectively). Since  platelets  disrupt  during  the 
formation  of  the  clot  releasing  potassium, 
potassium  concentration  in  heparinized  blood 
(plasma  potassium)  will  be  noimal. 

As  in  the  case  of  hypokalemia,  acute  hy- 
perkalemia may  result  from  transcellular 
shifts.  These  shifts  ai*e  often  life  threatening 
because  of  their  suddenness  and  because  only 
small  quantities  need  to  be  redistributed  to 
jji’oduce  lethal  hyperkalemia.  However,  as 


TABLE  II 
HYPERKALEMIA 
MECHANISM 

ARTIFACTUAL 
hemolysis  in  tube 
prolonged  venoconstriction 
marked  leukocytosis  and  thrombocytosis 
TRANSIENT 

TRANSCELLULAR  SHIFT 
acute  acidosis 

hypertonic  solution  (mannitol) 
suxamethonium 

acute  hemolysis  (transfusion  reaction) 

muscle  damage 

fresh  water  drowning 

CHRONIC 

INCREASE  LOAD 

KCl  (oral  or  infusion,  salt  substitutes, 
acute  GI  bleedng) 

IMPAIRED  RENAL  EXCRETION 
oliguria  (acute  renal  i.'.suificiency) 
hypoaldosteronism 
Addison’s  disease 

primary  hypoaldosteronism  (enzyme  defect) 
secondary  hypoaldosteronism  (impaired  renin 
secretion) 

aldosterone  antagonists 
spironolactone 
progesterone 
heparin 

potassium  retaining  diuretics  (triamterene,  amilo- 
ride) 

primary  tubular  defect  (familial,  SLE) 


long  as  renal  function  is  intact,  these  are 
self-limited.  Chronic  hyperkalemia,  on  the 
other  hand  results  from  persistently  high 
potassium  loads  or  an  inability  of  the  kidney 
to  excrete  potassium.  This  may  result  from 
oliguria  (<400  ml/d)  or  from  an  insufficient 
mineralocorticoid  effect.  Because  all  filtered 
potassium  is  normally  reabsorbed,  decreases 
in  glomerular  filtration  rate  in  the  absence 
of  oliguria  do  not  produce  hyiierkalemia. 
Measurements  of  both  the  kidney’s  abil- 
ity to  generate  renin  and  the  adrenal’s 
ability  to  synthesize  cortisol  and  aldosterone 
will  determine  whether  such  mineralocorticoid 
deficiency  is  a primary  adrenal  or  renal 
disease. 

Treatment  of  hyperkalemia  is  directed  first 
at  lowering  serum  potassium  and  then  cor- 
recting the  underlying  defect.  Acute  EKG 
changes  can  be  immediately  controlled  with 
intravenous  calcium  (either  chloride  or  glu- 
conate), one  or  more  ampules  being  admin- 
istered while  the  EKG  is  being  monitored. 
Acute  lowering  of  serum  potassium  can  be 
accomplished  with  sodium  bicarbonate,  or 
glucose  and  insulin,  or  both.  However,  these 
(Continued  on  page  380) 
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Suicide  Perspectives  In  Rhode  Island  In  1974 


Suggestions  As  To  Mental  Tranquility 
In  Rhode  Island  Are  Seemingly  Unsub- 
stantiated And  Perhaps  Misleading 


By  William  Q.  Stumer,  M.D.  and  John  Sisti,  Jr., 
B.A. 


In  the  year  1974  people  were  faced  with 
a faltering  economy  in  addition  to  their  per- 
sonal problems.  They  were  truly  thrust  into 
an  “age  of  anxiety,”  which  can  predispose 
to  self-destruction.  Suicide  now  emerges  as 
a major  leader  in  fatalities,  ranking  as  the 
10th  leading  cause  of  death  in  Rhode  Island, 
and  having  increased  by  27  per  cent  over  the 
1973  rate  per  100,000  population.^  There  are 
said  to  be  some  20  attempts  at  self-destruc- 
tion requiring  medical  attention  for  each  suc- 
cessful suicide;  one  fourth  of  the  victims  in 
the  present  study  made  previous  attempts 
prior  to  their  terminal  act.  Challenges  to  phy- 
sicians regarding  prescription  practices  and 
diagnosing  depressive  states  in  an  attempt 
to  curb  self-destruction  have  recently  been 
offered.^’  ^ 

A steady  rise  in  the  suicide  rates  is  being 
observed  annually.  The  number  of  cases  clas- 
sified as  suicide  in  Rhode  Island  has  increased 
from  68  in  1972,  to  83  in  1973,  and  to  102 

WILLIAM  Q.  STURNER,  M.D.,  Chief  Medical 
Examiner,  State  of  Rhode  Island  and  Providence 
Plantations;  Associate  Professor,  Section  of  Pa- 
thology; Director,  Subsection  of  Forensic  Medicine, 
Brown  University. 

JO'HN  SISTI,  JR.,  B.A.,  Brown  University,  1976. 


in  1974.‘‘  This  may  be  attributed  to  the  eco- 
nomic and  social  conditions  of  our  time  along 
with  the  under-reporting  of  suicides  in  the 
past.  The  latter  phenomenon  may  have  been 
partly  due  to  the  emotional  and  philosophic 
outlook  of  the  reporting  officials.  Also,  there 
had  been  a lack  of  generally  accepted  stand- 
ards for  determining  a death  by  suicide.  Now 
there  is  an  orderly  interpretation  of  evidence 
obtained  at  the  scene,  from  the  postmortem 
examination,  from  the  toxicology  laboratory, 
and  from  the  social,  medical,  and  psychiatric 
history  of  the  victim.  In  any  event  recent  sug- 
gestions as  to  the  low  incidence  of  self- 
destruction  in  this  community  may  be 
equivocal,  if  not  invalid.®-  ® The  present  study 
examines  several  of  the  parameters  of  the 
suicide  fatalities  investigated  by  the  Medical 
Examiner’s  Office  during  1974.'^ 

LOCATION 

The  incidence  of  suicide  has  been  found  to 
predominate  in  certain  areas.  Most  previous 
studies  indicate  that  urban  areas  have  a some- 
what higher  rate  than  rural  areas.  A study 
of  the  cities  and  towns  of  Rhode  Island  shows 
an  opposite  trend.  When  the  actual  place  of 
death  is  considered,  a suicide  rate  of  10.4 
per  100,000  was  found  for  urban  areas  while 
a rate  of  13.9  was  present  for  rural  areas. 
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People  thus  prefer  or  tend  to  commit  their 
self-destructive  acts  in  rural  areas.  Similarly, 
a higher  suicide  rate  (12.1)  was  found  for 
residents  of  rural  areas  as  opposed  to  people 
living  in  urban  communities  (10.6).  It  should 
be  pointed  out  that  a high  density  of  popu- 
lation in  this  state  makes  a clear  differentia- 
tion between  urban  and  rural  communities 
rather  difficult. 

AGE  AND  SEX 

Suicide  is  prevalent  in  all  age  groups,  but 
suicide  rates  have  been  found  to  be  elevated 
for  people  of  certain  ages.  The  present  sur- 
vey shows  three  peaks  that  are  particularly 
high,  those  being  age  ranges  30-39,  50-54, 
and  65-74.  Spelman  found,  on  the  other  hand, 
in  his  study  of  Philadelphia  deaths  between 
1961  and  1965  that  the  incidence  of  suicide 
rises  with  age  in  an  almost  linear  relation- 
ship.® There  were  five  teenage  suicides  in  our 
series,  and  suggestions  have  been  made  that 
self-destruction  in  young  people  is  continuing 
to  increase.®  Our  study  shows  that  almost 
twice  as  many  males  commit  suicide  as  fe- 
males, with  the  rate  of  suicide  for  males  14.3 
as  compared  to  only  7.5  for  females. 

HISTORY 

Most  of  these  individuals  have  experienced 
some  form  of  depression  prior  to  their  ter- 
minal act,  including  psychotic  episodes.  Like- 
wise, they  may  have  been  treated  for  this 
depression  in  the  past,  including  hospitaliza- 
tion. Among  102  suicide  cases  in  Rhode  Is- 
land, 21.6  per  cent  of  the  victims  had  psy- 
chiatric institutional  care  one  or  more  times. 

ALCOHOL 

Ethyl  alcohol  was  detected  in  a significant 
number  of  suicide  victims;  of  the  86  victims 
tested,  alcohol  was  detected  in  39,  or  45.3 
per  cent.  Alcohol  as  well  as  drugs  was  used 
predominantly  by  the  young  and  middle-aged 
rather  than  the  elderly.  Less  than  50  per 
cent  of  those  60  years  of  age  and  older  were 
found  to  have  positive  alcohol  and  drug  tests, 
whereas  nearly  70  per  cent  of  younger  per- 
sons tested  positive.  This  finding  does  not 
necessarily  imply  that  the  young  and  middle- 
aged  people  resort  to  alcohol  for  their  cour- 
age, but  it  may  serve  to  merely  alter  the  bal- 
ance between  self-preserving  and  self- 
destructing  forces  within  the  individual  of 
any  age.  Alcohol  may  trigger  the  final  act  but 
is  not  necessarily  the  underlying  cause.  In 


TABLE  I 

SUICIDE  AND  EMPLOYMENT 


Males 

Females 

Total 

Employed 

27 

9 

36 

Unemployed 

26* 

22** 

48 

Unknown 

13 

5 

18 

Total 

66 

36 

102 

* Includes  Retired  Men 
**Includes  Housewives  and  Retired  Women 


many  cases  the  act  of  suicide  appears  to  be 
the  culmination  of  an  illness  rather  than  im- 
pulse.® 

EMPLOYMENT 

Forty-eight  of  the  102  victims  were  un- 
employed, retired,  or  both  (see  Table  I). 
Among  the  male  suicide  \ictims  whose  em- 
ployment status  was  known,  39.4  per  cent 
were  unemployed,  retired,  or  both,  whereas 
40.9  per  cent  were  employed.  However, 
61.1  per  cent  of  known  status  females 
were  unemployed,  retired,  or  both  (including 
housewives),  while  25  per  cent  were  em- 
ployed. About  half  of  the  unemployed  fe- 
males were  of  child-bearing  age.  Twenty-three 
per  cent  of  the  unemployed  females  were  be- 
tween the  ages  of  50  and  54,  and  27.2  per- 
cent were  65  years  of  age  and  above.  Thirty- 
eight  per  cent  of  the  unemployed  male  vic- 
tims were  65  years  old  or  above,  while  15.4 
per  cent  were  between  30  and  34  years  of 
age.  However,  three  males  and  three  females 
in  the  20-24  age  group  were  unemployed  at 
the  time  of  their  final  act.  These  data  indi- 
cate that  a high  percentage  of  the  unem- 
ployed males  and  females  were  elderly  and 
most  likely  retired. 

SUICIDE  NOTES 

The  presence  of  a suicide  note  at  the  scene 
of  death  is  almost  conclusive  (but  not  incon- 
trovertible) evidence  that  a suicide  has  oc- 
curred. The  notes  may  be  difficult  to  find, 
as  family  and  friends  may  conceal  or  even 
destroy  them.  Suicide  rotes  were  present  in 

22.5  per  cent  of  the  cases ; 39  per  cent  of  the 
female  victims  left  notes,  with  only  a mere 

13.6  per  cent  of  the  males  leaving  notes.  The 
suicide  notes  seem  to  show  various  patterns, 
with  some  writings  expressing  hostility  to- 
ward certain  people,  while  others  display  un- 
usual warmth.  A few  of  the  notes  indicate 
how  the  writer  expected  to  enjoy  revenge 
from  his  act.  The  rotes  were  written  both 
rationally  and  irrationally.  In  one  case  not 

(Continued  on  next  page) 
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TABLE  II 


SI  ICIDE  BY  METHOD  AND  SEX  OF  VICTIM 


> 

No.  of 

No.  of 

Per  Cent 

Per  Cent 

Per  Cent 

Method 

.Males 

Females 

Total 

of  .Males 

of  Females 

Total 

Fireamis 

25 

5 

30 

37.8 

13.9 

29.4 

Drug  Ingestion 

6 

10 

16 

9.1 

27.8 

15.7 

Hanging 

12 

4 

16 

18.2 

11.1 

15.7 

Carbon  Monoxide 

8 

8 

16 

12.1 

22.1 

15.7 

Poison 

7 

0 

7 

10.6 

0 

6.9 

Drowning 

3 

2 

5 

4.5 

5.6 

4.9 

Jumping 

2 

2 

4 

3.0 

5.6 

3.9 

Conflagration 

1 

1 

2 

1.5 

2.8 

2.0 

Alcohol  Intoxication 

1 

1 

2 

1.5 

2.8 

2.0 

Suffocation 

0 

1 

1 

0 

2.8 

1.0 

Alcohol  and  Barbiturate 

1 

2 

3 

1.5 

5.6 

2.9 

only  was  the  note  incoherent,  but  the  hand- 
writing was  distorted  to  the  point  of  illegi- 
bility; however,  the  deceased  was  not  under 
the  influence  of  alcohol  or  drugs. 

METHOD 

The  method  of  suicide  is  usually  obvious 
at  the  scene,  but  the  object  used  is  occasion- 
ally withheld  from  officials  by  the  family. 
Despite  precautions  taken  to  conceal  the  evi- 
dence, a careful  postmortem  examination  fol- 
lowing an  in-depth  scene  investigation  will 
usually  reveal  the  method  employed.  The  use 
of  firearms  was  the  most  frequent  method 
used  by  suicide  victims  in  Rhode  Island  (see 
Table  II).  Hanging,  ingestion  of  drugs,  and 
carbon  monoxide  poisoning  each  accounted 
for  15.7  per  cent  of  the  deaths  by  suicide. 
Together,  these  four  methods  were  used  by 
76.5  per  cent  of  the  individuals. 

Males  tended  toward  the  use  of  methods 
more  traumatic  than  those  used  by  females. 
Firearms  and  hanging  accounted  for  56  per 
cent  of  the  male  suicides,  while  50  per  cent 
of  the  females  died  from  drugs  or  carbon 
monoxide  poisoning.  Firearms  were  used  most 
often  by  males  (37.8  per  cent),  while  inges- 


tion of  drugs  was  the  most  frequent  method 
used  by  females  (27.8  per  cent).  Fireai'ms, 
drugs,  hanging,  and  carbon  monoxide  poison- 
ing were  the  four  most  frequent  methods 
used  by  both  males  and  females.  While  a 
large)’  number  of  females  ingested  drugs, 
there  were  no  reported  cases  of  ingestion  of 
poisons,  such  as  cyanide  or  insecticides.  Sur- 
prisingly, seven  (10.6  per  cent)  of  the  males 
ingested  these  poisons,  with  six  of  these  being 
cyanide  deaths. 

Members  of  certain  age  groups  predomi- 
nantly utilize  one  or  two  methods.  A trend 
can  be  seen,  as  less  traumatic  methods  are 
used  by  people  in  the  40s,  while  young  and 
elderly  victims  tend  to  use  the  more  trau- 
matic methods.  Fifty  per  cent  of  the  teen- 
agers, 41.7  per  cent  of  the  victims  in  their 
20s,  and  34.6  per  cent  in  their  30s  used  fire- 
arms as  a means  of  self-destruction  (see 
Table  III).  Hanging  and  fireai'ms  each  ac- 
counted for  22.3  per  cent  of  the  suicide  deaths 
between  the  ages  of  50  and  59.  Hanging  was 
used  by  26.3  per  cent  of  the  victims  60  years 
and  above.  Drugs  and  carbon  monoxide 
poisoning  each  accounted  for  27.3  per  cent 


TABLE  III 


SUICIDE  BY 

METHOD  AND 

AGE  OF  VICTIMS 

Method 

15-19 

20-29  .30-39 

40-49 

50-59 

60-1- 

Total 

Firearms 

2 

10 

9 

1 

4 

4 

30 

Drugs 

0 

4 

3 

3 

2 

4 

16 

Hanging 

1 

3 

3 

0 

4 

5 

16 

Carbon  Monoxide 

1 

3 

3 

3 

3 

3 

16 

Poison 

0 

1 

3 

0 

2 

1 

7 

Drowning 

0 

1 

3 

1 

0 

0 

5 

Jumping 

0 

0 

1 

0 

1 

2 

4 

Conflagration 

0 

1 

0 

0 

1 

0 

2 

Alcohol  Intoxication 

0 

0 

1 

1 

0 

0 

2 

Suffocation 

0 

1 

0 

0 

0 

0 

1 

.\lcohol  and  Barbiturate 

0 

0 

0 

2 

1 

0 

3 

Total 

4 

24 

26 

11 

18 

19 

102 
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TABLE  IV 


SUICIDE  BY  METHOD  AND  MONTH 


Month 

Firearms 

Carbon 

Drugs  Monoxide 

Hang- 

ing 

Poison 

Drown- 

ing 

Jump- 

ing 

Other 

January' 

2 

1 

0 

1 

1 

0 

2 

1 

February 

1 

1 

0 

0 

0 

0 

0 

0 

March 

2 

1 

1 

2 

1 

1 

0 

0 

April 

3 

1 

1 

0 

1 

1 

0 

0 

May 

3 

1 

0 

2 

1 

1 

0 

0 

June 

4 

0 

0 

2 

1 

1 

0 

1 

July 

5 

3 

1 

1 

0 

0 

0 

1 

August 

1 

1 

1 

2 

2 

0 

0 

1 

September 

3 

3 

2 

1 

0 

1 

0 

2 

October 

3 

1 

6 

1 

0 

0 

0 

2 

November 

1 

2 

1 

2 

0 

1 

0 

0 

December 

3 

1 

4 

1 

0 

0 

1 

0 

Totals 

31 

16 

16 

15 

7 

6 

3 

8 

of  the  deaths  of  individuals  in  their  40s. 

SEASON 

Certain  methods  of  suicide  appear  to  be 
seasonal.  For  instance,  methods  which  gen- 
erally occur  outdoors  will  take  place  pre- 
dominately during  the  wanner  months.  Those 
ingesting  drugs  tended  to  prefer  the  late 
summer  months.  Forty-one  per  cent  of  the 
suicides  took  place  between  July  and  Septem- 
ber (see  Table  IV).  Between  the  months  of 
October  and  December  62.5  per  cent  of  all 
carbon  monoxide  cases  were  reported.  Auto- 
mobile engines  were  the  source  of  carbon 
monoxide  in  each  instance.  There  were  no 
examples  of  poison  ingestion  between  the 
months  of  September  and  December.  Seventy- 
five  per  cent  of  the  jumping  victims  com- 
mitted their  act  during  December  and  Janu- 
ary. Somewhat  sun^risingly,  the  ‘‘holiday 
season”  of  December  with  its  associated  mel- 
ancholia produced  less  than  10  per  cent  of 
the  suicide  total,  but  it  is  of  interest  that 
28  per  cent  of  the  homicides  in  1974  occurred 
during  this  month. 

PRECIPITATING  FACTORS 

A wide  range  of  factors  which  cause  peo- 
ple to  self-destruct  has  been  cited.  The  pri- 
mary reason  in  this  series  was  domestic  or 
marital  conflicts,  with  16  cases  reported  in 
which  this  was  the  underlying  factor  (see 
Table  V).  The  second  leading  cause  of  sui- 
cides was  depression.  In  some  patients  the 
depression  seemed  to  have  been  brought  on 
by  a recent  trauma  while  in  others  it  could 
have  involved  a prolonged  ordeal.  Eight  of 


the  victims  were  in  an  ‘‘ill  state  of  mind,” 
or  harbored  a non-specific  psychiatric  condi- 
tion. There  were  several  cases  in  which  the 
victim  had  been  hospitalized  one  or  more 
times  for  psychiati'ic  care.  Unemployment 
and  arguments  ranked  as  other  primary 
causes  of  suicide.  Ten  cases  were  reported 
in  which  the  victim  was  afflicted  with  an 
organic  disease  state.  This  group  was  made 
up  predominantly  of  elderly  people.  There 
were  also  10  cases  in  which  recent  family 
deaths  had  played  a role  in  precipitating  the 
suicide,  with  nearly  all  of  them  caused  by  a 
deep  state  of  anxiety  due  to  the  loss  of  a 
loved  one.  In  one  case  a known  suicide  was 
the  force  initiating  the  subsequent  incident. 
There  were  23  cases  in  which  the  underlying 
cause  or  precipitating  factor  was  either  un- 
known or  uncertain. 

(Continued  on  page  380) 


TABLE  V 

MAJOR  PRECIPITATING  FACTORS 


Domestic  or  Marital  Conflict  16 

Known  Depression  13 

Organic  Disease  10 

Death  of  Family  Member  10 

Unspecified  Psychiatric  History  8 

Argument  (boyfriend  or  girlfriend)  5 

Unemployment  4 

Financial  Problems  3 

Divorce  2 

Imprisonment  2 

Religious  or  Social  Conflict  2 

Armed  Forces  (ser\’ice  connected)  2 

Business  Reverses  1 

Drug  and  Alcohol  Dependency  1 

Unknown  23 

Total  102 
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Pseudocysts  Of  The  Pancreas,  A 
Community  Hospital  Experience 


Importance  Of  Applying  Sound  Surgical 
Principles  Is  Emphasized 


By  D.  A.  Di  Donato,  M.D.,  F.A.C.S. 


This  study  represents  a community  hos- 
pital experience  with  pseudocysts  (and  phleg- 
mon) or  pseudo-pseudocyst  of  the  pancreas. 
Although  there  seems  to  be  little  disagree- 
ment that  they  require  surgical  intervention 
for  the  relief  of  symptoms  and  to  avoid  rup- 
ture associated  with  high  mortality,  the  va- 
riety of  procedures  recommended  is  proof  of 
the  uncertainty  about  the  ideal  procedure. 
Spontaneous  resolution  is  sporadically  re- 
ported in  the  literature;'  our  experience  with 
a small  number  of  cases  re-emphasizes  the 
concept  that  surgery  is  still  the  treatment  of 
choice  for  this  disease.  Those  few  patients 
who  had  radiographic  evidence  of  pseudocyst 
but  improved  gradually  on  conservative  man- 
agement most  likely  represent  cases  of  phelg- 
mon  rather  than  a true  pseudocyst  of  the 
pancreas.2  Pseudocysts  develop  in  genei'al  as 
a result  of  other  diseases  affecting  the  pan- 
creas, such  as  acute  and  chronic  pancreatitis, 
pancreatic  injury,  and  neoplasia.  They  vary 
in  size,  anatomical  location,  etiology,  and  his- 
tology. Some  are  cystoadenomas,  and  some 
are  cystadenocarcinomas.^  They  are  not  very 

D.  A.  DiDOXATO,  M.D.,  F.A.C.S.,  Attending  Sur- 
geon, Active  Staff,  Kent  County  Memorial  Hospi- 
tal; Surgeon,  Courtesy  Staff,  Rhode  Island  Hospi- 
tal. 

From  the  Surgical  Service  of  the  Kent  County  Me- 
morial Hospital. 


common,  and  the  experience  in  most  large 
clinics  and  medical  centers  is  limited  to  rela- 
tively few  cases. 

Most  pseudocysts  are  unilocular  and  in  gen- 
eral are  located  in  the  lesser  peritoneal  sac. 
However,  they  can  occur  in  the  transverse 
mesocolon  behind  or  within  the  pancreas  it- 
self, or  in  the  omentum.  Since  they  result 
from  disruption  of  the  ductal  system  of  the 
pancreas,  size  and  location  of  the  lesions  are 
dependent  upon  the  position  and  extent  of 
the  injury  and  the  secretory  pressure  of  the 
pancreas  distal  to  the  ductal  damage. 

MATERIAL 

From  1970  to  1975,  inclusive,  there  were 
281  patients  with  acute  pancreatitis  and  126 
with  chronic  pancreatitis  admitted  at  Kent 
County  Memorial  Hospital.  Only  three  cases 
of  pseudocyst  developed  in  the  former  group 
and  two  in  the  latter.  One  patient  with  acute 
pancreatitis  developed  a pseudocyst  in  the 
acute  phase  of  the  disease  and  was  operated 
on  one  month  after  admission  and  found  to 
have  a rupture  of  the  cyst  through  the  trans- 
verse mesocolon.  Another  patient  who  had 
radiographic  evidence  of  pseudocyst  and  chol- 
elithiasis was  managed  conservatively.  Three 
months  later  he  underw'ent  surgery  for  bili- 
ary tract  disease,  and  no  pseudocyst  was 
found.  This  case  represents  a phlegmon  of 
the  pancreas  which  is  recognized  with  ever- 
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increasing  frequency.  The  records  of  thirteen 
patients  either  admitted  with  or  who  devel- 
oped pseudocysts  in  the  acute  phase  of  their 
disease  were  reviewed.  One  patient  was  ex- 
cluded from  this  group  as  he  was  operated 
on  in  the  early  phase  of  acute  pancreatitis 
and  found  to  have  pancreatic  abscess  and  ne- 
ci'osis.  Ihe  salient  clinical  data  of  these  pa- 
tients are  shown  in  Table  1. 

PATHOGENESIS 

Most  pseudocysts  contain  pancreatic  juice 
and  its  enzymes:  lipase,  trypsin,  chymotryp- 
sin,  carboxypepsidase,  and  bicarbonate,  in- 
flammatory debris,  and  sometimes  frank 
blood.  The  fluid  originates  from  disruption  of 
a main  pancreatic  duct  or  from  the  acinar 
cells  in  the  pancreas.  It  produces  a minimal 
inflammatory  reaction  with  a fibrinous  exu- 
date in  the  periphery.  In  one  to  several  weeks 
this  fibrinous  shell  becomes  a tough  capsule. 
No  true  secretory  endothelium  is  present 
within  the  central  layer  of  the  cyst.  Pre- 
requisites to  the  development  of  pseudocysts 
are: 

1)  Ductal  rupture  communicating  with  a 
potential  space 

2)  Actively  secreting  pancreas 

3)  Interference  with  normal  ductal  drain- 
age 

In  human  subjects  the  potential  space  is 
provided  by  the  pancreatic  capsule  and  lesser 
peritoneal  sac. 

DIAGNOSIS 

The  symptomatology  in  our  small  group  of 
case.s  parellels  that  of  large  series  reported  in 
the  literature.^  The  principal  complaints  and 
clinical  findings  are  listed  in  Table  II. 

Clinical  Findings  — A palpable  non-pulsa- 
tile  tender  abdominal  mass  was  present  in 
about  40  per  cent  of  the  patients,  hydro- 
thorax in  one  patient,  and  icterus  in  two. 
Most  of  the  patients  had  epigastric  abdominal 
or  left  upper  quadrant  tenderness  and  one 
had  ascites. 

Laboratory  and  Radiographic  Findings  — 

Slight  leukocytosis  was  present  in  50  per  cent 
of  the  cases.  A timed  urinary  amylase,  which 
eliminates  fluctuation  with  changes  in  urine 
concentration,  is  a much  more  sensitive  and 
reliable  test  in  the  preoperative  evaluation  of 
patients  with  pseudocysts.  In  only  two  of  our 
patients  were  the  urine  amylase  and  lipase 
determined.  Although  not  timed  and  ex- 


jDressed  in  units  per  hour,  it  was  found  slight- 
ly elevated  in  both.®  Elevated  bilirubin  may 
result  from  either  choledochal  compression  by 
the  pseudocyst  or  intrinsic  biliary  tract  or 
parenchymal  liver  disease.  Liver  enzymes  are 
abnormal,  as  some  of  these  patients  are 
chronic  alcoholics  with  liver  cirrhosis,  chronic 
pancreatitis,  and  malnutrition.  Pleural  elfu- 
sion  with  high  amylase  content  was  present 
in  one  patient  (a  20  to  35  per  cent  incidence 
is  reported  in  large  series  in  the  literature). 

Glucose  Metabolism  — In  50  per  cent  of  the 
cases  glucose  intolerance  is  demonstrable  by 
either  a glucose  tolerance  test  or  a two  hour 
postprandial  glucose  determination.  This 
again  reflects  the  high  incidence  of  chronic 
and  acute  alcoholic  pancreatitis  as  a cause  of 
the  pseudocysts.  (See  Table  III.) 

Radiographic  Studies  — Pancreatography: 
Antegrade  or  a retrograde  pancreatogram  is 
helpful  at  time  of  surgery  in  patients  with 
very  small  cysts.  It  is  extremely  hazardous 
and  sometimes  technically  very  difficult  in 
patients  with  very  large  cysts.  It  is  the  only 
test  that  permits  the  surgeon  a thoi'ough  as- 
sessment of  the  ductal  system  of  the  pancreas 
(presence  of  stones,  strictures,  and  communi- 
cation of  the  ductal  rupture  with  the  cyst). 
This  allows  the  surgeon  to  treat  the  cyst  and 
its  underlying  cause.  More  recently  endo- 
scopic transduodenal  pancreatography  has 
been  successfully  performed.  This  obviates 
the  danger  of  retrograde  ])ancreatography 
and  still  provides  the  surgeon  with  all  the 
necessary  data.  None  of  our  patients  under- 
went any  of  these  studies. 

Intravenous  Pyelogram  — An  IVP  is  some- 
times helpful  in  differentiating  pancreatic 
pseudocysts  from  lymphomas  or  other  malig- 
nancy of  the  retroperitoneal  space  and  an 
intrinsic  tumorous  mass  of  the  kidney.  Most 
commonly  the  RT  shows  a downward  dis- 
placement of  the  left  kidney.  A barium  enema 
may  show  a downward  displacement  and  thin- 
ning out  of  the  transverse  colon  by  a cystic- 
mass.  This  is  a faii'ly  reliable  finding  in  the 
differential  diagnosis  of  pseudocyst  from 
lymphomas,  as  the  latter  displace  the  colon 
upward. 

Upper  Gastrointestinal  (GI)  Series:  The 
most  common  findings  on  examination  sug- 
gesting pseudocyst  are: 

(Continued  on  next  page) 
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TABLE  I 

Relevant  Clinical  Data  on  12  Patients  with  Pancreatic  Pseudocysts  Treated  at  K.C.M.H.  From  1970  to  1975,  inclusiv. 
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Table  II 

Symptoms  ond  Clinical  Findings 


Symptoms: 

Epigastric  and  abdominal  pain  95% 

Nausea,  postprandial  vomitus  85% 

Anorexia  45% 

Weight  loss  40% 

Increased  abdominal  girth  10-15% 

Findings: 

Tender  non  polsatile  abdominal  mass  40% 

Epigastric  tenderness  95% 

Hydrothorax  10-20% 

Icterus  5% 

Ascites  3-4% 


Table  III 

Laboratory  and  Radiographic  Findings 
Leukocytosis 

Increased  serum  and  urine  amylase 
Bilirubinemia  intrinsic  biliary  tract  disease  chol- 
edochal obstniction  by  the  pseudo- 
cyst 

Abnormal  glucose  metabolism 

Displacement  of  surrounding  organs  and  evidence  of 

mass  by  barium  studies 
Pleural  effusion 
Arteriography 
Pancreatograph  y 

1)  Effacement  of  the  fundus  of  the  stom- 
ach 

2)  Widening  of  the  duodenal  C loop 

3)  Compression  of  the  fourth  portion  of 
the  duodenum  at  the  ligament  of 
Treitz 

These  changes  are  reported  as  being  pres- 
ent in  about  85  per  cent  of  the  cases  in  the 
literature  (Figure  1). 

Kidney-Ureter-Bladder  X-ray  Film  (KUB) : 
KUB  may  show  pancreatic  calcification  (20 
per  cent  of  cases)  present  in  alcoholic  patients 
with  chronic  recurrent  pancreatitis. 

Selective  Arteriography:  This  procedure  is 
helpful  especially  in  cases  of  intracystic 
bleeding.  A large  mass  may  produce  thinning 
out  and  bowing  of  the  splenic  artery  and  dis- 
placement of  the  gastro-duodenal  and  inferior 
pancreatico-duodenal  arteries.®  None  of  our 
patients  were  subjected  to  this  examination. 

ULTRASOUND 

This  new  noninvasive  scanning  technique 
lias  been  recently  applied  with  considerable 
accuracy  in  the  differential  diagnosis  of  cys- 
tic and  solid  lesions  of  the  pancreas  and  ret- 
roperitoneal space. ^ Sound  waves  with  very 
high  frequency  (two-and-one-quarter  million 
cycles  per  second)  are  reflected  from  tissue 
(Continued  on  next  page) 
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Figures  lA  and  IB 

( ast  XI.  N.R.  22.M.  — G.I.  Series  shows  effacement 
of  the  stomach  with  extrinsic  retrogastric  mass  con- 
sistent with  large  pseudocyst  of  pancreas. 

interfaces  with  different  impedances.  The  re- 
flected ultrasound  (echoes)  may  be  shown  on 
an  oscilloscope  and  photographed  for  per- 
manent record.  Normal  organs  and  cysts  filled 
with  fluid  are  transsonic  and  produce  very 
few  echoes  except  at  their  borders;  pancre- 
atitis and  tumors,  on  the  other  end,  produce 
many  echoes.  This  is  helpful  in  differentiating 
cystic  from  solid  pancreatic  masses.  Two  pa- 
tients underwent  this  investigation.  One 
showed  a pancreatic  pseudocyst  which  was 
confirmed  at  surgery;  the  other  showed  evi- 
dence of  pancreatitis,  and  no  surgery  was 
performed  (Figure  2). 

One  of  the  best  studies  on  the  application 
of  diagnostic  ultrasound  is  that  reported  by 
Bradley  and  Clements.®  They  studied  nineteen 
patients  with  a clinical  diagnosis  of  pseudo- 
cyst, who  subsequently  had  either  an  opera- 
tion or  an  autopsy.  In  ten  the  pseudocyst  was 
accurately  predicted  and  confirmed  by  opera- 


tion. In  nine  patients  phlegmonous  pancrea- 
titis was  predicted,  and  this  was  correct  in 
eight  with  one  false  negative  report.  Stuber, 
Templeton  and  Bishop  have  reported  a diag- 
nostic accuracy  of  over  85  per  cent  in  pan- 
creatic lesions  including  pancreatic  carcinoma 
(seven  of  eight  cases).'' 

ETIOLOGY 

Acute  pancreatitis,  trauma,  alcoholism,  and 
cholelithiasis  are  the  most  common  causes  of 
pseudocysts.  In  our  group  there  were  three 
patients  with  acute  pancreatitis,  two  patients 
with  adenocarcinomas,  two  with  trauma,  two 
with  phlegmon  of  the  pancreas,  one  with 
cholelithiasis,  and  two  with  chronic  recurrent 
pancreatitis  (See  Table  IV). 


Age  and  Sex  Incidence:  Our  youngest  pa- 
tient was  nineteen  and  our  oldest  seventy 
years  of  age.  There  were  five  females  and 


Figures  1C  and  ID 


Case  XI  Ultrasound  — Posterior,  longitudinal  and 
pans  verse  scans  of  the  pancreas  shows  a large 
pseudocyst.  The  spleen  is  absent  as  it  was  removed  on 
previous  surgery.  Correlates  well  with  G.I.  Series, 
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Figures  2A  and  2B 

Case  XII.  D.J.F.  42M.  G.I.  Series  shows  hiatus 
hernia  and  widening  of  duodenal  C-loop  with  some 
spiculations  of  its  medical  aspect.  Suggestive  of 
pancreatitis.  This  correlates  well  with  the  absence  of 
pseudocyst  on  sonogram. 


seven  males.  The  average  patient  age  was 
forty. 

COMPLICATIONS 

Hemorrhage  and  rupture  of  the  pseudo- 
cysts are  two  of  the  most  serious  and  life- 
threatening  complications.  Hemorrhage  can 
occur  preoperatively  and  postoperatively  and 
is  the  result  of  erosion  of  major  arteries  such 
as  the  splenic,  gastroduodenal,  and  inferior 
pancreaticoduodenal  arteries.  Many  patients 
have  an  abnormal  clotting  mechanism  as  re- 
sult of  liver  parenchymal  disease  or  injury, 
prolonged  starvation,  nasogastric  suction,  and 
use  of  broad  spectrum  antibiotics.  Prothrom- 
bin levels  should  be  corrected  promptly  with 
the  use  of  parenteral  vitamin  K. 


One  of  the  newer  adjunts  to  the  treatment 
of  these  patients  is  parenteral  hyperalimen- 
tation through  a centrally  placed  intravenous 
cannula.  This  will  prevent  staiwation  and  will 
keep  the  patient  in  optimal  nitrogen  balance. 
Severe  hemorrhage  requires  prompt  surgical 
intervention  and  ligation  of  the  intracystic 
or  extracystic  bleeding  point.  Selective  arteri- 
ography and  pitressin  injection  through  a 
catheter  placed  in  the  l^leeding  artery  is  some- 
times helpful  in  preventing  mucosal  hemor- 
rhage.*" Rupture  of  the  pseudocyst  into  the 
free  peritoneal  cavity  is  associated  with  hy- 
povolemic shock  and  results  in  a high  mortal- 
ity. The  pseudocyst  in  one  of  our  patients 
ruptured  through  the  transverse  mesocolon 
and  was  successfully  treated  with  resuscita- 
tive  measures  and  external  drainage.  Other 
complications  are  infection  with  pancreatic 
abscess  requiring  drainage  or  pancreatectomy, 
intestinal  obstruction,  diabetes  mellitus,  oc- 
( Continued  on  next  page) 


Figures  2C  and  2D 


Case  XII.  Pancreatic  Sonogram  — Longitudinal  and 
transverse  scans  of  the  pancreas  fails  to  demonstrate 
any  fluid  filled  cysts,  confirming  a diagnosis  of  pan- 
creatitis. Arrows  indicate  abdominal  aorta. 
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Table  IV 

Etiology  of  Pseudocysts 

Number  of 


Etiology 

Patients 

Acute  pancreatitis 

3 

Neoplasia 

2 

Trauma 

2 

Chronic  recurrent  pancreatitis 

2 

Cholelithiasis 

1 

“Phlegmon” 

2 

Total  number  of  pseudocysts: 

9 

Table  V* 

Methods  of  Treatment  and 

Results  in 

Ten  Cases- 

No.  of 

Procedures 

Operations  Results 

Excision 

none 

Satisfactorj- 

External  Drainage 

4 

Satisfactory 

Roux-en-y  cystojejunostomy 

1 

Satisfactoi'j- 

Cystogastrostomy 

5 

Satisfactory 

Conservative  management 

1 

Satisfactory 

Total 

11 

*The  discrepancy  is  due  to 

the  fact 

that  in  one 

patient  no  pseudocyst  was 

found  at 

laparatomy. 

elusion  of  the  splenic  vein,  and  pleural  effu- 
sion. 


MANAGEMENT 

The  S-irgical  treatment  of  pancreatic  pseu- 
docyst is  excision  when  possible,  or  drainage 
externally  or  internally  to  a hollow  viscus.  Al- 
though the  operation  of  choice  appears  to  be 
a Roux-en-y  cystojej  unostomy,  this  is  not  al- 
ways possible.  The  type  of  operation  will  vary 
with  the  location  of  the  cyst,  the  status  of 
the  capsule,  the  preference  of  the  surgeon, 
and  the  presence  of  associated  pathological 
findings.  We  have  had  gratifying  results  with 
cystogastrostomy.  (Table  V). 

One  of  the  patients  who  underwent  exter- 
nal drainage  was  subsequently  found  to  have 
a mucinous  cystadenocarcinoma  and  died  six 
months  later.  Three  patients  had  concomitant 
surgery,  in  two  cases  a cholecystectomy,  and 
in  one  a hiatus  hernia  repair  with  vagotomy, 
pyloroplasty,  and  spenectomy  were  per- 
formed. 

Our  experience  with  a small  group  of  cases 
re-emphasizes  the  imperative  that  the  sur- 
geon must  keep  in  mind  at  the  operating 
table;  a)  aspiration  of  the  cyst  and  determi- 
nation of  amylase  content;  b.)  biopsy  of  the 
cystic  wall;  c.)  avoidance  of  external  drain- 
age in  patients  with  carcinoma;  and  d.)  tail- 


oring the  operation  to  the  needs  of  the  pa- 
tient, the  associated  pathological  findings,  and 
the  local  anatomic  pathological  situation. 
SUMMARY 

This  is  the  report  of  a community  hospi- 
tal experience  with  pancreatic  pseudocysts. 
The  etiology,  pathogenesis,  and  treatment  of 
this  relatively  rare  disease  have  been  out- 
lined. 

The  use  of  ultrasound  has  been  found  val- 
uable in  the  differential  diagnosis  of  pseudo- 
cyst and  “phlegmon”  of  the  pancreas. 

During  a five  year  period  ten  cases  of  pseu- 
docysts were  treated  with  good  results.  The 
most  commonly  used  operations  were  cysto- 
gastrostomy and  external  drainage.  Only  one 
case  was  treated  with  a Roux-en-y  cystoje- 
j unostomy.  Our  experience  re-emphasizes  the 
importance  of  the  application  of  sound  sur- 
gical principles  and  proper  evaluation  of  the 
local  anatomopathological  situation. 
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Public  Service  And  Ethics  In  Government 


Prhiate  Morality  Can  Influence  Public 
Policy  And  Set  The  Tone  Within  Which 
Government  Operates 


By  Joseph  L.  Lennon,  O.P. 

No  individual  in  these  United  States  can 
hold  himself  aloof  from  government.  We  are 
all  deeply  involved  in  it  and  are  affected  by 
its  processes,  whether  we  realize  it  or  not. 
If  you  are  a student  or  a teacher,  an  employer 
or  an  employee,  if  you  get  a ticket  for  park- 
ing or  speeding,  if  you  fill  out  an  income  tax 
blank,  you  are  involved  with  government. 
Eveiy  time  you  see  policemen  or  firemen  in 
operation,  or  see  a school,  you  are  watching 
government  in  action.  I cannot  think  of  any 
human  activity  in  our  modern  society  where 
the  impact  of  government  is  not  felt.  Gov- 
einment  is  all  around  you.  It  fairly  cries  for 
conscientious,  honest,  reliable,  efficient  work- 
ers. Unfortunately,  far  too  many  people  are 
indifferent  to  government  or  are  merely  crit- 
ical of  its  operations.  They  themselves  do  not 
want  to  get  involved. 

That  is  why  college  students  should  seri- 
ously consider  becoming  involved  in  govern- 
ment as  a possible  career  choice.  With  their 
particular  combinations  of  talents  and  train- 
ing, college  graduates  should  be  able  to  qual- 
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ify  as  competent  officials  or  employees.  In- 
deed, in  a very  real  sense,  government  service 
is  a “calling”  to  service  to  your  fellow  man, 
and  Albert  Schweitzer  once  said:  “I  don’t 
know  what  your  destiny  will  be,  but  one  thing 
I know : the  only  ones  among  you  who  will  be 
really  happy  are  those  who  have  sought  and 
found  how  to  serve.” 

Good  government  is  absolutely  essential 
for  the  peace  and  order  of  our  land.  Someone 
has  to  do  it.  Someone  has  to  shoulder  respon- 
sibility for  running  our  country.  Chaos  re- 
sults if  there  is  no  one  governing. 

Jesus  Christ  bears  witness  to  the  import- 
ance of  government  and  government  service. 
He  said:  “Whose  is  the  coin  of  tribute?  . . . 
Render  unto  Caesar  the  things  that  are 
Caesar’s.”  He  went  so  far  as  to  choose  a gov- 
ernment official,  one  of  the  despised  tax  col- 
lectors, as  the  apostle  who  became  St.  Mat- 
thew. He  himself  ate  with  the  so-called  Pub- 
licans, while  others  scorned  to  associate  with 
those  who  were  identified  in  government 
service. 

So,  my  message  to  you  is  simple  and 
straightforward : Government  service  is  a 
high  and  noble  calling.  But  if  you  enter  it 
for  unsound  reasons:  the  security  of  civil 
service,  the  fringe  benefits,  or  because  you 
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think  the  pay  scale  generous,  then  you  are 
bound  to  be  disappointed.  No  honest  person 
ever  got  rich  from  serving  government.  In- 
deed, even  the  obvious  rewards  are  balanced 
by  hidden  burdens.  Frustration,  ignored 
achievement,  bureaucratic  in-fighting,  over- 
work, thoughtless  superiors,  jealous  co-work- 
ers, insensitive  legislatures,  a sometimes  hos- 
tile press,  an  often  unsympathetic  public  — 
these  are  the  lot  of  public  servants  every- 
where to  some  degree. 

Today,  as  never  before,  there  is  a premium 
on  good  government.  The  efficient  running  of 
a nation  or  state  depends  upon  the  quality 
of  the  key  men  or  women  in  each  area  of 
policy  decisions  and  operations.  Even  inade- 
quate laws  or  regulations  administered  by 
skilled  and  sensitive  public  servants  can  often 
do  more  to  decrease  suffering  or  increase 
happiness  than  the  best  of  laws  carried  out 
by  incompetent,  mediocre,  and  unimaginative 
officials. 

We  cannot  legislate  mediocrity  out  of  ex- 
istence. And  mediocrity  in  government  is  an 
expensive  luxury.  In  federal,  state,  and  local 
government  it  is  a shackle  on  progress.  The 
long-run  cost  is  a pall  of  defeatism,  narrow- 
mindedness, pettiness,  and  a focus  on  what 
has  happened,  not  on  what  can  happen.  But 
for  this  nation,  this  period  of  history,  medioc- 
rity is  not  merely  expensive ; it  could  be 
lethal.  Indeed,  Government  is  like  an  iceberg. 
Only  its  top  is  visible.  The  quality  of  the 
operation  of  government  depends  on  the  peo- 
ple who  actively  work  beneath  the  surface, 
as  it  were,  in  the  day-to-day  operation  of  it. 

We  Americans  have  always  boasted  that 
ours  is  a government  of  laws  and  not  of  men. 
It  is  clear,  however,  that  our  laws  will  be  no 
better  than  the  men  who  will  enact  and  ad- 
minister them.  I hesitate  to  use  the  word 
“bureaucrat,”  because  of  its  pejorative  conno- 
tation; it  raises  emotional  hackles.  No  alert 
young  man  or  woman  would  ever  want  to 
become  a “bureaucrat.”  That  is  because  we 
still  go  by  Webster’s  old  definition  of  a bur- 
eaucrat as  an  “official  of  a bureau,  especially 
one  pursuing  a narrow  and  arbitrary  routine.” 
But  time  has  passed  this  definition  by.  This 
nation,  this  state,  this  community — all  owe 
an  incalculable  debt  to  its  good  bureaucrats. 
There  cannot  be  good  government  in  a com- 
plex society  without  a good  bureaucracy. 
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Unfortunately,  the  creation  of  a good  bur- 
eaucracy, which  is  merely  another  way  of 
labeling  professionalism  in  public  affairs,  has 
not  been  a natural  by-product  of  our  own 
history.  Unlike  some  countries,  Great  Britain, 
for  example,  we  have  not  been  able  to  estab- 
lish traditions  and  prestige  symbols  of  public 
or  civil  service  which  would  attract  the  ablest 
of  our  young  people  — or  if  they  are  out- 
standing, they  do  not  stay  long  in  govern- 
ment service.  This  constant  turnover  of  com- 
petent, top-drawer  personnel  points  up  the 
fact  that  public  service  presents  a tarnished 
image  to  the  cream  of  the  rising  generation ; 
otherwise  it  would  stand  at  the  top  of  the 
catalog  of  careers  to  which  bright  young  men 
and  women  are  attracted. 

The  fact  is  that  excellence  of  brains  and 
talent  is  as  necessary  at  every  level  of  public 
service  as  it  is  in  private  enterprise.  The 
challenge  of  making  American  democracy 
work,  and  for  “work”  you  may  substitute 
“survive,”  falls  no  less  on  the  city  mayor  or 
manager  than  on  a senator  or  a secretary  of 
state,  on  a planner  in  the  smallest  city  or  a 
zoning  official  in  the  smallest  town,  on  a 
state  voting  official  no  less  than  on  drafters 
of  treaties  and  molders  of  foreign  policy. 

But  who  will  deny  that  the  Agnew  double- 
dealings,  Watergate,  and  other  shenanigans 
by  public  officials  have  placed  government 
service  under  a smog  of  suspicion  and  cyni- 
cism. Exposures  of  unsavory  trickery  in  gov- 
ernment contracts,  bribery  of  officials,  and 
other  forms  of  financial  corruption  have 
caused  loss  of  respect  for  government  service. 
Sixty  years  ago  Boss  Plunkitt  of  Tammany 
Hall  wrote  of  “honest  graft,”  and  summarized 
his  autobiography  in  the  wonderfully  succint 
observation:  “I  seen  my  opportunities  and  I 
took  ‘em.” 

Inside  knowledge  of  future  official  ac- 
tion — the  location  of  a bridge  or  new 
highway,  or  the  construction  of  a public 
building  — offer  the  “opportunities”  that 
Plunkitt  and  his  many  imitators  exploit. 
When  you  think  of  the  modern  American  city, 
with  its  mobile  population,  bridge  and  road 
building,  public  schools  and  housing,  civic  cen- 
ters, and  other  large  undertakings,  the  pe- 
cuniary stakes  are  enormous  — and  the  po- 
litical machine  is  the  focus  of  power  to  dis- 
tribute the  plums.  Indeed,  even  if  the  party 
in  power  is  unusually  enlightened,  the  very 
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nature  of  the  system  — based  on  rewarding 
political  loyalty  and  seniority  — tends  to  cor- 
rupt civil  administration.  Those  areas  of  gov- 
ernment service  which  come  under  the  pa- 
ti-onage  system  are  most  open  to  abuse.  In 
the  past  we  have  had  more  than  our  share  of 
“five  percenters”  and  other  influence  peddlers, 
and  their  sordid  activity  has  contributed  to 
the  low  esteem  in  which  government  service 
is  held. 

But  the  dishonesty  of  public  servants  re- 
flects not  only  upon  the  quality  of  their  per- 
sonal morality  but  also  upon  the  general  level 
of  morality  prevailing  in  the  United  States. 
In  a democracy  where  public  officials  move 
from  private  life  into  public  office  and  back 
again,  there  is  a carry-over  of  influence  and 
of  attitude  and  certainly  a reflection  in  public- 
office  of  the  general  level  of  morality  held  to 
or  sustained  in  private  life.  Standards  ob- 
served and  accepted  by  the  people  will  be  re- 
flected in  some  measure  in  the  conduct  of  the 
officials  of  the  country. 

In  this  time  of  rapid  change  people  are 
paralyzed  by  a neurosis  of  bewilderment  con- 
cerning values  and  their  application  in  daily 
living;  they  are  lacking  a refined  sense  of 
right  and  wrong.  A moral  relativism  seems 
to  have  replaced  the  moral  certitudes  of  the 
past.  “Who  am  1 to  say  what’s  right  and 
wrong,”  is  a remark  one  often  hears.  A new 
code  of  American  ethics  seems  to  be  evolving 
in  which  absolute  standards  give  way  to  an 
“it  depends”  mentality.  Would  you  fake  an 
insurance  claim,  ‘ It  depends  on  the  amount,” 
says  a motorist.  Would  you  return  a lost  wal- 
let? “It  depends  on  who  owned  it,”  says  the 
store  clerk.  Is  it  wrong  to  cheat  in  school? 
“It  depends,”  says  the  student.  Would  you 
take  a bribe  or  graft?  “It  depends,”  says  the 
government  official,  “on  whether  it  is  an  ac- 
cepted practice.” 

It  is  significant  that  in  almost  every  case 
in  which  an  accused  public  official  has  at- 
tempted to  defend  himself,  he  has  argued 
that  his  actions  were  fully  within  the  bounds 
of  accepted  practices  in  the  business  world  or 
the  professional  group  to  which  he  belonged. 
Spiro  Agnew  said  he  was  innocent  because  he 
went  along  with  the  system ; Serpico  got  no- 
where in  his  many  attempts  to  buck  the  sys- 
tem. People  in  the  system  go  along  because 
“that’s  the  way  you  get  things  done,”  or  be- 


cause “no  government  official  can  live  in  the 
style  expected  of  him  on  the  salary  they  pay 
him.” 

Moreover,  it  is  worth  noting  that  the  law’s 
reach  is  necessarily  limited,  and  much  of  the 
most  dangerous  and  destructive  corruption  of 
our  times  is  entirely  legal.  The  law  itself  may 
be  used  to  reap  enormous  rewards  at  public 
expense,  as  through  subsidies,  write-offs,  or 
manipulation  of  the  tax  structure.  The  little 
fees  and  favors  of  minor  officials  are  trivial 
in  comparison  to  the  special-interest  legisla- 
tion of  such  large  dimensions.  As  the  old 
English  rhyme  has  it: 

The  law  locks  up  both  man  and  woman 
Who  steals  the  goose  from  off  the  common. 
Yet  turns  the  greater  felon  loose 
Who  steals  the  common  from  the  goose. 
Perhaps  the  transcending  malady  of  our 
day  is  the  plague  of  compromise-with-princi- 
ple.  It  produces  the  equivocal  man  — a 
strange  creature  who  stalks  the  land  in  grow- 
ing numbers.  For  the  equivocal  man  integrity 
becomes  a word  of  relative  meanings.  Things 
which  his  forebears  would  never  have  con- 
doned come  easier  to  rationalize  and  explain 
away.  Codes  of  personal  conduct  become 
“anything  goes”  so  long  as  you  can  get  away 
with  it.  This  deterioration  boils  out  into  open 
sores  when  payola  schemes  are  brought  to 
light,  government  officials  are  indicted  for 
frauds,  and  general  crime  statistics  soar.  In 
such  an  atmosphere  the  no-compromise-with- 
evil  spirit  of  our  forefathers  grows  dimmer. 

A quarter  of  a century  ago  the  anthropolo- 
gist, Ruth  Benedict,  speculated  that  the  Unit- 
ed States  was  ceasing  to  be  a “guilt  culture” 
(one  in  which  control  of  wrongdoing  is  self- 
imposed  by  means  of  conscience)  and  becom- 
ing instead  a “shame  culture”  (one  in  which 
it  is  externally  imposed  by  means  of  public 
humiliation  or  punishment,  as  in  various 
Eastern  cultures).  In  other  words,  there 
seems  to  be  a shift  of  some  kind  in  the  ap- 
proved technique  by  which  American  society 
enforces  honesty.  Apparently,  when  dishon- 
esty is  prevalent,  it  become  much  easier  to 
live  with  a bad  conscience;  so  external  tech- 
niques of  control,  rather  than  internal  ones 
have  to  take  over.  The  government,  to  pro- 
tect itself,  has  to  take  prompt  action;  has  to 
create  an  atmosphere  showing  that  Big 
(Continued  on  page  380) 
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Editorial 


BLUE  SHIELD  RATE  FILING 


On  May  6,  1976  Blue  Shield  of  Rhode  Is- 
land filed  a petition  with  the  Director  of 
Business  Regulation  for  increased  rates  ef- 
fective August  1.  The  most  important  ele- 
ment in  that  filing  so  far  as  the  physicians 
of  Rhode  Island  are  concerned  had  to  do 
with  increases  in  fee  profiles  for  Plan  100, 
which  is  a full  coverage  plan  for  subscribers 
using  the  services  of  94  per  cent  of  Rhode 
Island  physicians  who  “participate”  in  the 
plan.  These  profiles  of  “usual,  customary, 
and  reasonable”  fees  are  calculated  by  meth- 
ods approved  by  this  Director  of  Business 
Regulation  and  his  predecessors  since  Plan 
100  has  been  in  effect.  The  submission  was 
in  accordance  with  previous  directives  of  the 
department.  Medicare  permits  periodic  fee 
changes  provided  they  confonn  to  the  phy- 
sician’s actual  charges  in  an  earlier  specified 
period.  While  there  is  a lag  in  the  effective 
date  of  such  changes,  the  method  used  is 
clear  and  specific.  For  Plan  100  the  physi- 
cian must  specifically  request  fee  changes 
before  they  will  be  recognized.  They  must 
then  be  submitted  to  the  Director  of  Busi- 
ness Regulation  for  approval.  This  results 
in  the  peculiar  anomaly  of  each  physician 
having  two  profiles  of  usual,  customaiy,  and 
reasonable  fees.  While  causing  understand- 
able confusion  on  the  part  of  many  physi- 
cians, the  inconsistency  hitherto  has  been  a 
tolerable  burden. 

The  new  decision  by  the  Director  of  Busi- 
ness Regulation  released  on  July  13,  1976, 
however,  may  well  change  the  attitude 
among  physicians  from  one  of  confusion  to 
one  of  high  resentment.  Substantial  portions 
of  the  requested  premium  rate  increases 
were  denied.  Some  of  the  language  in  the 
decision  should  be  of  interest  to  our  readers. 

“In  our  opinion,”  states  the  decision,  “the 
most  significant  single  component  of  the 
rate  increases  applied  for  is  that  which  is 
attributable  to  the  increase  in  fees  for  par- 
ticipating physicians.  This  amounts  to  an 
increase  of  9.4  per  cent  in  this  filing  .... 

“The  level  of  approved  fees  and  any  in- 
creases thereto  are  derived  from  a so-called 


‘fee  profile’  which  is  submitted  by  partici- 
pating ph}'sicians  to  Blue  Shield  and  is  sup- 
posed to  contain  the  usual  and  customary 
charge  for  various  procedures  performed  by 
the  physician.  According  to  the  applicant’s 
testimony,  these  fee  profiles  are  reviewed 
for  their  reasonableness,  and  then  Blue 
Shield  allows  all  fees  that  fall  within  the 
ninetieth  percentile  of  all  fees  submitted. 
This  appears  to  us  to  allow  the  physicians, 
if  they  so  choose,  to  act  in  consort  to  raise 
their  fees,  and  we  questioned  this  in  last 
year’s  hearings.  (Bold  added.)  We  note  with 
interest  that  since  then,  the  Federal  Trade 
Commission  has  raised  the  same  question 
and  is  currently  investigating  this  arrange- 
ment nationwide. 

“The  applicant’s  position  in  this  filing  is 
that  we  have  no  direct  control  over  profiles, 
as  they  are  subject  to  negotiated  contracts 
between  Blue  Shield  and  physicians  which 
have  already  been  executed.  The  applicant 
has  further  testified  that  the  fact  that  94 
per  cent  of  Rhode  Island  physicians  partici- 
pate in  Plan  100  is  evidence  that  Plan  100 
is  successful  in  providing  subscribers  wdth 
a high  degree  of  freedom  of  choice  among 
physicians.  While  we  do  not  dispute  this  ob- 
servation, it  also  leads  us  to  observe  that 
perhaps  the  reason  there  is  such  a high  de- 
gree of  participation  is  because  the  physi- 
cians find  this  to  be  a lucrative  program  to 
their  advantage,  possibly  at  least  as  much 
or  more  so  than  it  is  to  the  benefit  of  the 
subscribers.”  (Bold  added.) 

Continuing  in  this  pejorative  vein,  the  de- 
cision further  states:  “The  mere  fact  that 
94  per  cent  of  the  physicians  in  this  state 
participate  in  Plan  100  and  that  in  the  ap- 
plicant’s opinion  the  fee  increases  are  rea- 
sonable is  not  sufficient  evidence  to  satisfy 
the  test  of  the  statute  that  ‘ . . . the  rates 
proposed  . . . are  consistent  . . . with  the 
interest  of  the  public.’  The  rates  may  appear 
to  be  reasonable  to  the  applicant,  its  board 
of  directors,  of  which  one-half  are  physi- 
cians, and  to  all  participating  physicians. 
However,  the  applicant  has  not  met  its  statu- 
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tory  burden  in  this  regard  and,  while  the 
applicant  may  be  correct  in  its  position  that 
we  have  no  direct  control  over  profiles,  es- 
pecially those  that  are  subject  to  existing 
contracts,  we  have  no  alternative  but  to  dis- 
allow any  increase  in  rates  attributable  to 
the  9.4  per  cent  increase  in  physician  fees.” 
Physicians  have  been  under  mounting  fis- 
cal pressures  and  regulatory  restraints.  It  is 
not  generally  recognized  that  physicians’  net 
incomes  are  appreciably  less  than  the  usually 
quoted  gross  income  figures.  While  many 
physicians  are  undoubtedly  affluent,  others 
are  not,  and  most  are  harrassed  by  inflation- 
ary increases,  not  only  in  living  expenses, 
but  also  in  the  costs  of  doing  business,  which 
can  be  as  much  as  40  per  cent  of  gross  in- 
come. The  damaging  effects  of  the  sky- 
rocketing premiums  in  malpractice  insurance 
are  still  with  us,  the  director  well  knows. 
While  intelligent  efforts  are  being  made  to 
control  the  malpractice  situation  in  Rhode 

z 


Island,  the  payoff  in  lower  premiums  is  prob- 
ably well  in  the  future,  if  in  fact  it  ever 
materializes.  With  an  overall  inflation  rate 
of  some  7 per  cent  in  the  general  economy 
and  the  malpractice  problem  superimposed 
on  that,  the  requested  fee  increases  are  far 
from  unreasonable. 

The  allegations  of  collusion,  furthermore, 
are  entirely  gratuitous.  It  would  seem  only 
fair  that  evidence  should  be  forthcoming  for 
these  unwarranted  reflections  upon  a whole 
profession  before  so  lightly  casting  serious 
aspersions  for  motives  which  must  be  sus- 
pect. 

Rhode  Island  has  been  particularly  favored 
by  the  participation  of  an  unprecedented  94 
per  cent  of  its  physicians  in  a full  payment 
plan.  If  many  now  feel  that  it  is  not  worth 
the  candle,  unsupported  accusations  of  col- 
lusion will  not  deter  them  from  acting  in 
accordance  with  their  conscience. 


BOOKS  RECEIVED  FOR  REVIEW 

(Continued  from  Page  349) 
ough  O’Brien,  M.D.,  F.R.C.P. ; et  al.  Los 
Altos,  California,  Lange  Medical  Publica- 
tions, 1976.  $15.00. 

MEDICAL  STATISTICS  IN  WORLD  WAR  II 
by  the  Medical  Department,  United  States 
Army.  John  Lada  and  Frank  A.  Reister 
editors.  Washington,  DC,  Office  of  the  Sur- 
geon General,  Department  of  the  Army, 
1975. 

A NEW  KIND  OF  JOY,  THE  STORY  OF 
THE  SPECIAL  OLYIMPICS  by  James  Has- 


kins. Garden  City,  New  York,  Doubleday  & 
Co.,  Inc.,  1976.  $7.95. 

REVIEW  OF  MEDICAL  MICROBIOLOGY 
12th  Edition  by  Ernest  Jawetz,  Ph.D.,  M.D. 
et  al.  Los  Altos,  California,  Lange  Medical 
Publications,  1976.  $10.00. 

A PATTERN  OF  HERBS  by  Meg  Rutherford. 
Garden  City,  New  York,  Doubleday  & Co., 
Inc.,  1976.  $2.95. 

A GUIDE  TO  ALTERNATIVE  MEDICINE 
by  Donald  Law.  Garden  City,  New  York, 
Doubleday  & Co.,  Inc.,  1976.  $2.50. 


August,  1976 


379 


A PATHOPHYSIOLOGIC  APPROACH 
TO  DISORDERS  OF  POTASSIUM 
HOMEOSTASIS 

(Continued  from  page  363) 

effects  are  only  transient,  and  net  potassium 
loss  from  the  body  must  be  accompanied  by 
increasing  renal  excretion  of  potassium,  by 
anion  exchange  resins  (Kayexalate®) , or  by 
dialysis  when  the  patient  is  oliguric. 

Although  the  list  of  conditions  associated 
with  hypokalemia  and  hyperkalemia  is  large 
and  continually  expanding,  the  physiologic 
mechanisms  causing  the  disorder  of  potas- 
sium homeostasis  are  limited.  In  searching 
for  the  cause  of  an  abnormality  of  serum 
potassium,  the  clinician  should  try  to  define 
what  mechanisms  are  involved  in  producing 
and  maintaining  the  disorder.  In  this  way, 
not  only  will  the  proper  diagnosis  be  made, 
but  the  most  appropriate  therapy  can  be 
instituted. 
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SUICIDE  PERSPECTIVES  IN 
RHODE  ISLAND  IN  1974 

(Continued  from  page  367) 

SUMMARY 

The  102  suicides  for  the  jmar  1974  in  the 
State  of  Rhode  Island  and  Providence  Plan- 
tations are  reviewed.  Previous  suggestions 
as  to  “mental  tranquility”  in  this  jurisdic- 
tion seem  to  be  unsubstantiated  and  are  per- 
haps misleading.  Suicide  has  increased  50  per 
cent  in  two  years,  so  that  it  now  ranks  as 
the  10th  leading  cause  of  death.  Present-day 
stress  and  unfavorable  economic  factors  may 
be  no  more  important  than  improved  stand- 
ards for  suicide  determination  in  accounting 
for  this  abrupt  rise.  A slight  increase  of  sui- 
cides in  rural  areas  and  by  rural  citizens  is 
documented.  Methods  of  suicide  differ  in  vari- 
ous age  groups  as  well  as  by  sex.  Three  age- 
group  peaks  are  identified  in  the  present 
series.  Unemployment  may  have  played  a 


role  in  a desire  for  self-destruction  in  the 
younger  age  group,  whereas  retirement  is 
perhaps  an  equally  important  factor  in  the 
elderly.  Domestic  or  marital  strife  and  de- 
pression were  the  major  precipitating  factors 
responsible  for  suicide. 

REFERENCES 

'Rhode  Island  Department  of  Health:  Provisional 
Vital  Statistics,  1974.  Providence,  State  of  Rhode 
Island  and  Providence  Plantations,  1974 

^Murphy  GE:  The  physician’s  responsibility  for  sui- 
cide. I.  An  error  of  commission.  Ann  Intern  Med 
82:301-4,  Mar  75 

^Murphy  GE:  The  physician’s  responsibility  for  sui- 
cide. 11,  Errors  of  omission.  Ann  Intern  Med  82: 
305-9,  Mar  75 

■'Rhode  Island  Department  of  Health:  State  Medical 
Examiners  Statistical  Summaries.  1972-1973.  Provi- 
dence, State  of  Rhode  Island,  1973 

^Lester  D:  Letter:  The  suicide  capital  of  America. 
JAMA  228:1637,  24  Jun  74 

'’Editorial:  Hope  and  despair  in  Providence:  RI  Med 
J 58:315,  Jul  75 

"Rhode  Island  Department  of  Health:  State  Medical 
Examiner’s  Annual  Report,  1974.  Providence,  State 
of  Rhode  Island,  1974 

"Spelman  J:  Suicide:  A medical  examiner’s  view:  In 
Legal  Medicine  Annual.  1:163-84,  1969.  Edited  by 
C.  H.  Wecht.  New  Jersey,  Appleton-Century-Croft, 
1969 

"Bakwin  RM:  Suicide  in  children  and  adolescents. 
J Am  .Med  Worn  Assoc  28:643  passim,  Dec  73 


PUBLIC  SERVICE  AND  ETHICS 
IN  GOVERNMENT 

(Continued  from  page  377) 

Brother  is  alert,  that  Uncle  Sam  cares,  that 
government  is  watching. 

When  citizens  lack  internal  controls  gov- 
ernment usually  steps  in  and  establishes  care- 
ful external  controls  over  citizens,  and  lets 
them  know  that  if  they  violate  them  they  will 
be  publicly  shamed  and  thrown  into  jail. 
Morality,  then,  becomes  enforced  from  the 
outside  rather  than  springing  from  the  inside, 
from  conscience.  Freedom  becomes  thereby 
restricted. 

Corruption  in  high  places  is  not  new.  Moses 
admonished  the  judges  of  Israel  not  to  be 
respecters  of  persons  in  judgment  but  to  hear 
“the  small  as  well  as  the  great.”  He  said,  “A 
gift  blindeth  the  wise  and  perverteth  the 
words  of  the  righteous.”  Later,  the  Lord, 
speaking  through  the  prophet  Micah,  de- 
nounces the  house  of  Israel  because  “the 

(Continued  on  page  381) 
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On  land,  sea,  and  in  the  air... 

Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 

Antivert/25  ChewableTablets 

(meclizine  HCl)  25  mg. 

for  motion  sickness 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


® Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


D^DE 

MAKES  SENSE  ^ 

FOR  LONG  -TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The 
following  IS  a brief  summary. 


* 


Warning 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined. Its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
Its  potassium-sparing  effect. 

Contraindications:  Preexisting  elevated  serum 
potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been 


reported  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK,yF).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (in  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and.  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  N/HILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


tolbutamide,  Upjohn 

0,5  Gm  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  4900T 
©1976  The  Upjohn  Company 


Upjohn 


This  new  design  will  help 
pharmacists,  physicians,  nurses, 
and  patients  identify  Orinase  by 
name  and  manufacturer, The 
number  on  the  tablet  is  for 
identification  and  is  not  related  to 
tablet  strength. 

You  may  wish  to  advise  your 
patients  that  this  change  is  taking 

place.  J-5255-6 


WHEN 

ANXIETY 

INTERFEKS. 


The  cardiac  patient  and  anxiety. 


“The  [cardiac]  patient  is  anxious  about  minor 
symptoms,  about  the  implications  of  his  diagnosis, 
and  about  real  or  imagined  limitations  of  function.”" 


TTie  worst  is  over.  TTie  cardiac  patient  is  out 
of  the  acute  stage,  out  of  the  hospital,  and  well  on 
his  way  to  recovery.  How  quickly  he  comes  back  to 
near  normal  functioning  may  depend  on  his 
psychological  as  well  as  his  physical  rehabilitation. 

Clinical  anxiety,  for  example,  may  be  one 
reason  for  prolonged  recuperation  following 
cardiac  healing.  Yet  anxiety  can  sometimes  be 
beneficial  in  facilitating  patient  compliance. 

The  patient  who  is  realistically  concerned 
about  resuming  his  precoronary  functioning  may  be 


highly  motivated  to  adhere  to  his  rehabilitation 
regimen.  However,  the  cardiac  patient  with 
excessive  or  unresolved  anxiety  may  be  so  fearful  of 
future  heart  failure  that  he  refrains  from  your  pre- 
scribed regimen.  These  excessively  anxious  cardiac 
patients  eventually  present  the  same  clinical 
characteristics  as  patients  deconditioned  by  bed  rest. 

Excessive  anxiety  can  interfere 
with  patient  management 

When  excessive  anxiety  diminishes  your 


patient’s  ability  to  participate  fully  in  his  rehabilita- 
tion program,  your  counseling  and  reassurance  are 
often  sufficient.  But  when  his  anxiety  is  so  great  that 
it  actually  interferes  with  his  ability  to  listen  and 
respond,  you  may  want  to  consider  the  addition 
of  an  adjunctive  antianxiety  agent  to  help 
reduce  his  excessive  anxiety  to  more 
manageable  levels. 


Librium'^(chlordiazepoxide  HCI) 
an  effective  adjunct  to 
your  reassurance  and  counseling 

Safety:  Librium  has  a highly  favorable 
benefits- to-risk  ratio  and  a wide  margin  tif  safety. 
Because  of  its  low  incidence  of  side  effects,  it 
is  regarded  as  one  of  the  safest  antianxiety  agents 
available.  And  Librium  does  not  adversely  affect  the 
cardiovascular  system.  See  complete  product 
1 infomiation  for  warnings,  precautions  and  adverse 
! reactions. 


Performance:  Hundreds  of  clinical 

trials,  thousands  of  published  papers,  and  millions 
of  patients  comprise  the  record  of  perfomiance  for 
Librium. 

Concomitant  use:  Of  special  signi- 
ficance in  treating  the  cardiac  patient  already 
i taking  multiple  agents  is  the  fact  that  Librium  is  used 
j concomitantly  with  most  primary  medications,  such 
, as  cardiac  glycosides,  diuretics  and  antihypertensives. 


*Zohman  BL;  Geriatrics  28:1 10-1 19,  Feb  1973 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  to  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recommended  in  chil- 
dren under  six.  TTiough  generally  not  recommended,  if  combi- 
nation therapy  with  other  psychotropics  seems  indicated,  care- 
fully consider  individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children.  Employ  usual  pre- 
cautions in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protec- 
tive measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low'-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making 
pemxlic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide  HCI.  Libntabs®  Tablets  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide. 

<\  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

N Utley,  New  Jersey  07110 


Adjunctive 


chlordiazepoxide  HCl/Roche 

5 mg,  10  mg,  25  mg  capsules 

THE  ANXIETY-SPECIFIC 


VISU/IL  FOCUS 
ON 

ACUTE  GOUTY/IRTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis  Scintiphotogrom  of  some  foot  reflects 
os  seen  by  conventional  x-ray.  inflammatory  process. 


The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal joint  and  the  proximal  interphalangeal 


joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a more  detailed  description  of  scintiphotography, 
see  “addendum”  at  right. 


THEmPEUTIC  FOCUS 

ON 

CAPSULES,  25  mg  and  50  mg 


;iNDaMETHACIN  MSD) 


Facts  about 
Scintiphotography 


helps  relieve  pain 
and  other  symptoms 
ofinflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSD 

highly  effective  in  relieving  pain  and  in  merck 

reducing  fever,  swelling,  and  tenderness.  dohme 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


INDOCir 

(INnHElMCIII  I MSI) 


helps  relieve  pain 
and  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INOOCIN  (Indomethacin,  MSD)  cannot  be  considered  a 
simple  analgesic  and  should  not  be  used  in  conditions  other  than  those  recom- 
mended. The  drug  should  not  be  prescribed  for  children  because  safe  condi- 
tions for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential  to  cause 
adverse  reactions,  the  following  are  strongly  recommended:  1)  the  lowest  possible 
effective  dose  for  the  individual  patient  should  be  prescribed  Increased  dosage 
tends  to  increase  adverse  effects,  particularly  In  doses  over  150-200  mg  per  day, 
without  corresponding  clinical  benefits:  2)  careful  instructions  to,  and  observations 
of.  the  individual  patient  are  essential  to  the  prevention  of  serious  and  irreversible, 
including  fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under,  pregnant  women  and  nurs- 
ing mothers;  active  gastrointestinal  lesions  or  history  of  recurrent  gastrointestinal 
lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings;  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at  times, 
severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any  sign  or  symptom 
signaling  a possible  gastrointestinal  reaction.  The  risks  of  continuing  therapy  with 
INDOCIN  in  the  face  of  such  symptoms  must  be  weighed  against  the  possible  ben- 
efits to  the  individual  patient  Gastrointestinal  effects  may  be  reduced  by  giving 
the  drug  immediately  after  meals,  with  food,  or  with  antacids.  Use  greater  care  in 
aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those  of  the 
macula,  have  been  observed  in  some  patients  on  prolonged  therapy.  Discontinue 
therapy  if  such  changes  are  observed.  Ophthalmologic  examination  at  periodic  in- 
tervals is  desirable  in  patients  on  prolonged  therapy. 

Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric  disturbances, 
epilepsy,  and  parkinsonism,  and  should  be  used  with  considerable  caution  in  pa- 
tients with  these  conditions  If  severe  CNS  adverse  reactions  develop,  discontinue 
the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about  engag- 
ing in  activities  requiring  mental  alertness  and  motor  coordination,  as  driving  a car. 
Headache  which  persists  despite  dosage  reduction  requires  complete  cessation  of 
the  drug.  May  mask  the  usual  signs  and  symptoms  of  infection;  therefore,  the 
physician  must  be  continually  on  the  alert  for  this  and  should  use  the  drug  with  ex- 
tra care  in  the  presence  of  existing  controlled  infection.  After  the  acute  phase  of  the 
disease  is  under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely 

Drug  Interactions:  Although  INDOCIN  has  not  influenced  the  hypoprothrombinemia 
produced  by  anticoagulants,  patients  on  anticoagulant  therapy  should  be  observed 
closely  for  alterations  in  prothrombin  time.  In  patients  receiving  probenecid,  plasma 
levels  of  indomethacin  are  likely  to  be  increased  and  a lower  total  daily  dose  of 
INDOCIN  may  produce  a therapeutic  effect;  increases  in  the  dose  of  INDOCIN 
should  be  made  cautiously  and  in  small  increments. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcerations  of 
the  esophagus,  stomach,  duodenum,  or  small  intestine,  including  perforation  and 
hemorrhage,  with  fatalities  in  some  instances;  rarely,  intestinal  ulceration  has  been 
associated  with  stenosis  and  obstruction;  gastrointestinal  bleeding  without  obvious 
ulcer  formation;  perforation  of  preexisting  sigmoid  lesions  (diverticulum,  car- 
cinoma, etc.);  rarely,  increased  abdominal  pain  in  ulcerative  colitis  patients  or 
development  of  ulcerative  colitis  and  regional  ileitis;  gastritis  may  persist  after  the 
cessation  of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those  of  the 
macula,  have  been  observed  on  prolonged  therapy;  blurring  of  vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow  de- 
pression, agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura  may  occur 
rarely  Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gastro- 
intestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  a rapid  fall  in  blood  pressure 
resembling  a shock-like  state,  angioedema,  dyspnea,  asthma,  angiitis,  pruritus,  ur- 
ticaria, skin  rashes,  purpura. 

Ear  Reactions:  Hearing  disturbances— deafness  reported  rarely;  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psychotic 
episodes,  depersonalization,  depression,  and  mental  confusion;  coma;  convulsions; 
peripheral  neuropathy;  drowsiness;  lightheadedness;  dizziness;  syncope; 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure,  hematuria. 
Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcerative 
stomatitis,  and  epistaxis. 

Supplied;  Capsules  containing  25  mg  indomethacin  each,  in  single-unit  packages 
of  100  and  bottles  of  100  and  1000;  capsules  containing  50  mg  indomethacin  each, 
in  single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  full  prescrib- 
ing information.  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point  Pa. 
19486 


MSD  MERCK  SHARP  & DOHME 


heads  thereof  judge  for  reward,  and  the 
priests  thereof  teach  for  hire,  and  the  proph- 
ets thereof  divine  for  money.”  But  corruption 
in  government,  wherever  found  — in  higher 
or  lower  echelons  — discourages  youth  from 
seeking  jobs  in  public  service. 

History  has  shown  that  a nation  will  pre- 
serve those  virtues  and  values  that  it  honors. 
The  individual  likewise  preserves  and  honors 
the  values  to  which  he  is  committed.  If  you 
enter  government  service,  you  will  have  the 
privilege  of  helping  to  shape  and  mold  the 
policy  and  destiny  of  the  state  and  nation. 
According  to  the  extent  of  the  authority  of 
your  office,  you  will  thereby  be  afforded  the 
opportunity  of  putting  into  effect  your  own 
sense  of  values,  of  influencing  the  moral  tone 
of  government,  of  forming  the  mind  and  will 
of  the  people. 

Emerson  has  said  that  what  we  are  speaks 
louder  than  what  we  say.  This  thought  has 
special  meaning  in  public  office,  for  it  is  true 
that  we  leave  the  imprint  of  what  we  are 


upon  everything  we  do.  Government  can  only 
preserve  the  values  and  virtues  that  we 
honor.  Just  as  the  honest  businessman  can 
no  more  justify  cheating  by  saying;  “This  is 
business,”  the  honest  government  employee, 
regardless  of  the  scope  of  his  responsibility, 
cannot  deprive  the  government  of  honest 
ethical  service,  simply  by  saying,  “This  is  the 
inevitable  way  our  government  works.”  If  the 
moral  level  of  public  service  is  low,  there  is 
an  obligation  on  the  part  of  every  govern- 
ment official  to  transform  it  by  eliminating 
whatever  pushes  man  toward  evil  and  by 
doing  away  with  those  conditions  which  en- 
courage or  make  it  easier  for  him  to  respond 
by  actions  which  are  morally  objectionable 
and  wrong. 

When  one  is  trying  to  encourage  people  to 
enter  government  service,  there  is  a tendency 
to  speak  more  frequently  about  the  prestige 
and  rewards  which  may  be  attached  to  the 
office  rather  than  its  inherent  burdens  and 
(Continued  on  next  page) 


Dollar  for  dollar^ 
a Lakeside  Pool 
is  a best  buy! 

Lakeside  has  built  thousands  of  pools, 
in-ground  and  above  ground.  We're 
swimming  pool  craftsmen  with  a solid 
reputation  for  the  highest  standards  of 
design,  construction  and  accessory 
equipment.  We  invite  you  to  compare  our 
pools,  both  in-ground  and  above  ground. 
Dollar  for  dollar,  a Lakeside  pool  is  your 
best  buy.  Call  or  visit  us  before  you  make 
a decision  on  a pool. 


ra 


Financing  Available. 


4 POOLS  ON  DISPLAY, 

IN-GROUND  & ABOVE  GROUND 

SWIMMING  POOL  AND  SUPPLY  CO. 


RTE.  146,  NORTH  SMITHFIELD,  R.  I.  • OPEN  7 DAYS.  9 TO  9 • CALL  COLLECT  (401)  766-5040 
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responsibilities.  The  responsibility  aspects  of 
public  office  should  remind  the  student  of  his- 
tory of  the  remarks  of  Claudius,  a great 
Roman  Emperor,  who  in  appointing  public 
officials  would  say:  “Do  not  thank  me,  for  I 
do  you  no  favor  but  call  upon  you  to  share 
with  me  the  burdens  of  government,  and  it 
is  I who  thank  you,  if  you  fulfill  your  duty 
well.”  Claudius  thereby  gave  clear  expression 
to  the  thought,  and,  indeed,  to  the  ideal  that 
public  office  is  not  merely  an  honor  to  be 
cherished,  but  a trust  to  be  faithfully  dis- 
charged. May  you  think  of  government  serv- 
ice in  this  fashion. 

THREE  SENTENCE  ESSAY 
Legislation  is  written  by  Ivy  League  law- 
yers in  their  20s.  They  are  brilliant,  talented, 
and  ignorant  of  the  subject.  When  they  be- 
come knowledgeable,  they  tend  to  leave  Wash- 
ington. 

. . . Richard  S.  Wilbur,  M.D.,  Senior  Vice 
President  of  Medical  Affairs,  Bax- 
ter Labs,  Inc. 

t 


HOME  and  PROFESSIONAL 
OFFICE  FOR  SALE 

FOR  DOCTOR,  DENTIST  OR  LAWYER 

4 Bedrooms  — Sunken  Dining  Area  — Den  — Library 
— 2 Fireplaces  — Utility  Room  — Attached  Heated 
Greenhouse  — 1st  Floor  Air  Conditioned  — 2 Car  Ga- 
rage — Corner  Location  — Excellent  Condition.  $78,000. 

Shown  by  Appointment  by  Owner 
942-0050  or  944-1469 


EAST  SIDE  SOUND  STUDIO 

97  Governor  Street 
Providence,  R.  I.  02906 

Phone  421-7854 

We  Service  all  makes  of  Stereo  Equipment, 
Tape  Recorders,  Receivers,  Turntables, 
TV,  CB,  etc. 


Physicians  Seeking  R.  I. 
Opportunities 

Daniel  C.  Budd,  M.D. 

789  Kimberly  Court 
Gaithersburg,  MD  20760 

Specialty:  General  Surgery 
* * ::: 

M.  Elterman,  M.D. 

One  Lafayette  Plaisance 
Apt.  1203 
Detroit,  MI  48207 
Specialty:  General  Surgery 

:jc  ^ 

Robert  W.  Chamberlain,  M.D. 

4960  Hawaiian  Terrace 
Cincinnati,  OH  45223 

Specialty:  Pediatrics 

* :!<  * 

Robert  S.  W'einer,  M.D. 

2012  Holly  Vista  Avenue 
Los  Angeles,  CA  90027 

Specialty:  General  Surgery 
^ ^ ^ 

Ira  Asher,  M.D. 

5842  A Brett  Drive 
Fort  Knox,  KY  40121 
Specialty : Ophthalmology 

^ ^ V 

Michael  E.  Starrels,  M.D. 

1707  Heather  Place 
Clementon,  NJ  08021 

Specialty : Ophthalmology 

* * 

Kathleen  M.  Leslie,  M.D. 

12325  Moorpark  No.  104 
Studio  City,  CA  91604 
Specialty : Emergency  Physician 

^ H- 

Sanford  E.  Leslie,  M.D. 

12325  Moorpark  No.  104 

Studio  City,  CA  91604 

Specialty : Obstetrics  and  Gynecology 

Claudio  C.  Sabal,  M.D. 

534  River  Road 
Teaneck,  NJ  07666 
Specialty : General  Practice 

(Continued  on  page  384) 
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Andrew  C.  Smiley  Inc. 

628  Shippeetown  Road 
East  Greenwich,  R.  I. 

401-884-8831 


MALPRACTICE 

QUESTIONS 

Depend  on  Staikweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


CLARK  JANITOR  SERVICE 
DOCTORS'  OFFICES  ARE  OUR  SPECIALTY 

We  clean  small  and  large  offices,  medical 
centers,  and  professional  buildings.  We  are 
insured. 

SPECIAL  DOCTORS'  RATES 
FOR  YOUR  FREE  ESTIMATE 
CALL:  272-2831 


125  General  Street,  Providence,  Rl 


OFFICES  FOR  RENT 
FOR  PHYSICIANS 

STEVEN  MEDICAL  BUILDING 

712  OAKLAWN  AVE.,  CRANSTON,  R.l. 
Air  Conditioned,  Oxygen-Suction 
System,  Intercom  System,  Parking 
Centrally  Located  to  Most  Hospitals 
CALL 

942-0050  or  944-1469 


ESTABLISHED  1879 

Starkweather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 

155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 
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Xeal  G.  Dornstein,  M.D. 

89  Totten  Street 
Fort  Leonard  \^'ood,  MS  (5547:5 
Specialty : Pediatrics 
^ 

Stephen  Winograd,  1\I.D. 

208  Walnut  Street 
.Montclair,  NJ  07042 
S]iecialty : Gastroenterology 


MANAGEAID,  INC. 

333  School  Street 
Pawtucket,  R.  I.  02860 

COMPUTER  BILLING  WITH  A DIFFERENCE 
FAST  EASY  ACCURATE 

A SPECIAL  SERVICE  FOR  PHYSICIANS 
FOR  FREE  ESTIMATE 

CALL  728-8889 


Office  For  Rent 

New  Medical  Building  right  next  to 
Pawtucket  Memorial  Hospital 
760  sq,  ft. 

CALL  PAWTUCKET 
MEDICAL  CENTER 

728-9200 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 


Ronald  J.  Scott,  M.D. 

420  Overland  Drive 
Chapel  Hill,  NC  27514 
Specialty : Pulmonary  Medicine 
* * * 

.Mark  L.  Bernstein,  M.D. 

1 239  Bellerock  Street 
Pittsburgh,  PA  15217 
Specialty : Private  Practice 

Stephan  Yenikomshian,  M.D. 
c o Spohn,  575  Pasadena  Avenue 
Owosso,  MI  48867 
Specialty : Internal  Medicine 

Luis  E.  Reyes,  M.D. 

Zurbrugg  Memorial  Hospital 
Riverside,  NJ  08075 
Specialty:  General  Surgery 

❖ s*; 

N^.  A.  .Janovski,  M.D. 

459  Cunningham  Drive 
Palatine,  IL  60067 

Specialty : Pathology  / General  Practice 

u'  ❖ ^ 

Robert  D.  Fusco,  M.D. 

1416  Wyldewood  Road 
Durham,  NC  27704 

Specialty:  Internal  Medicine 

* ❖ 

.Azhar  Saifuddin,  M.D. 

Cambridge  .4rms  Apts. 

Rte.  9,  Box  644A 
Florence,  .4L  35630 
Specialty : Pathology 

^ ^ 

Joseph  L.  Verdirame,  M.D. 

.Apartment  6G 

200  Carman  Avenue 

East  Meadow,  NY  11554 

Specialty : Internal  Medicine 

^ ^ 

Keith  S.  Turner,  M.D. 

416  Hickory  Drive 

Chapel  Hill,  NC  27514 

Specialty:  Int.  Medicine  Gastroenterology 

t 

ONE  SENTENCE  ESSAY 

Performance  will  determine  our  image  not 
a flurry  of  news  releases  or  brochures. 

. . . Doctor  Eugene  Sibery,  Executive  Vice 
President,  Blue  Cross  .Association 

^ 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep  ^ 
addiction-prone  individuals  under  careful  ^ 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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CONTINUING  MEDICAL  EDUCATION  CALENDAR 


6 "CHALLENGE  OF  THE  NEXT  DECADE"  - Rhode  Island  Hospital  Child  Devel- 
opment Center  10th  Anniversary.  Program,  8:30  a.m.  to  4:00  p.m.,  George 
Auditorium,  Rhode  Island  Hospital;  Open  House,  4:00  p.m.  to  6:00  p.m.. 
Child  Development  Center.  For  information,  contact  Dr.  Siegfried  Pueschel, 
Rhode  Island  Hospital. 

6 "ANTIBIOTICS"  — Francis  L.  Garrity,  Ph.D.,  Assistant  Professor  of  Laboratory 
Medicine,  Brown  University;  Department  of  Nuclear  Medicine,  Rhode  Island 
Hospital.  Rhode  Island  Hospital  Basic  Science  Lecture  Series,  1:00  p.m.,  7th 
floor  conference  room,  A.P.C.,  Rhode  Island  Hospital. 

7 PERSPECTIVES  ON  RAPE.  "Overview  of  the  Activities  of  the  National  Center," 
Elizabeth  Kutzke,  Acting  Chief  for  the  National  Center  for  the  Prevention 
and  Control  of  Rape,  National  Institute  of  Mental  Health.  Butler  Hospital 
1976  Fall  Grand  Rounds,  4:00  p.m.  to  6:00  p.m.,  Butler  Hospital.  A $2.00 
fee  for  each  lecture  will  be  payable  at  the  door.  For  information,  contact 
Butler  Hospital. 

13  "VENTILATION  THERAPY,"  Sidney  Braman,  M.D.,  Assistant  Professor  of  Med- 
icine, Brown  University;  Director  of  Ventilation  Therapy,  Rhode  Island  Hos- 
pital. Rhode  Island  Hospital  Basic  Science  Lecture  Series;  See  October  6 list- 
ing for  time  and  place. 

14  PERSPECTIVES  ON  RAPE.  "The  Rapist:  Descriptive  and  Dynamic  Factors," 
Murray  L.  Cohen,  Ph.D.,  Professor  of  Psychology  and  Director,  Clinical  Psy- 
chology Training  Program,  Boston  University;  Senior  Psychologist,  Massa- 
chusetts Division  of  Legal  Medicine.  "Psychological  Impact  of  Rape  on  the 
Victim,"  Linda  Lytle  Holmstrom,  Ph.D.,  Associate  Professor  of  Sociology, 
Boston  College.  See  October  7 listing  for  additional  information. 

15  "INFLUENZAE  IN  CHILDREN,"  Brown  University  Section  of  Reproductive  and 
Developmental  Medicine  Combined  Pediatric  Teaching  Rounds.  George  Mil- 
ler, M.D.,  Professor  of  Pediatrics  and  Epidemiology,  Yale  University  School 
of  Medicine;  10:30  a.m.  to  12:00  p.m.,  Kay  Auditorium,  Roger  Williams  Gen- 
eral Hospital.  For  information,  contact  Dr.  Mary  Arnold,  Roger  Williams 
General  Hospital. 


OCTOBER 


20  "GRAM  STAIN  AND  CHOICE  OF  ANTIBIOTICS,"  Stephen  Zinner,  M.D.,  As- 
sociate Professor  of  Medical  Science,  Brown  University;  Head  of  Division- 
Infectious  Diseases,  Roger  Williams  General  Hospital.  Rhode  Island  Hospital 
Basic  Science  Lecture  Series.  See  October  6 listing  for  time  and  place. 

21  "PRESENTING  SYNDROMES  OF  AFFECTIVE  DISORDERS,"  Patricia  Wolf,  M.D., 
Clinical  Assistant  Professor  of  Psychiatry,  Brown  University,  and  Demmie 
Mayfield,  M.D.,  Professor  of  Psychiatry,  Brown  University;  Chief  Psychiatrist, 
Veterans  Administration  Hospital.  Butler  Hospital  Staff  Association  Monthly 
Meeting,  Ruggles  Room,  Butler  Hospital,  8:00  p.m.  to  10:00  p.m.  For  infor- 
mation, contact  Dr.  Wilma  Rosen,  Butler  Hospital. 


21  PERSPECTIVES  ON  RAPE.  "The  Assessment  of  Rapists,"  Gene  G.  Abel,  M.D., 
Professor  of  Psychiatry,  University  of  Tennessee  Medical  School.  See  October 
7 listing. 


22  "THE  SCHISTOSOME  EGG  AND  I:  The  immunopathogenisis  of  schistosomiasis 
from  the  clinical  to  the  molecular  level,"  the  14th  Annual  Charles  A.  Stewart 
Memorial  Lecture  of  the  Brown  University  Division  of  Biology  and  Medicine. 
Dr.  Kenneth  S.  Warren,  Director,  Division  of  Geographic  Medicine,  Case 
Western  Reserve  University.  4:30  p.m..  Room  166,  Barus  Holley  Building, 
184  Hope  Street,  Providence. 


27  "THE  PREGNANT  DIABETIC  AND  HER  OFFSPRING."  A symposium  of  the 
Clinical  Diabetes  Association  of  Rhode  Island.  Topics  will  include:  "The  Ju- 
venile Diabetic  — Management  and  Complications,"  Donna  Younger,  M.D., 
Assistant  Clinical  Professor  of  Medicine,  Harvard  Medical  School;  "Diabetes 
in  Pregnancy,"  Karlis  Adamsons,  M.D.,  Ph.D.,  Professor  and  Chairman  of 
Obstetrics  and  Gynecology,  Brown  University;  "Pathophysiology  of  the  In- 
fant of  the  Diabetic  Mother,"  Robert  Schwartz,  M.D.,  Professor  of  Pediatrics, 
Brown  University;  and  "Management  of  the  Infant  of  the  Diabetic  Mother," 
William  Oh,  M.D.,  Professor  of  Pediatrics  and  Obstetrics,  Brown  University. 
Other  participants  will  be  Mary  Arnold,  M.D.,  Associate  Professor  of  Pe- 
diatrics, Charles  Kahn,  M.D.,  Clinical  Assistant  Professor  of  Medicine,  Leo 
Stern,  M.D.,  Professor  and  Chairman  of  Pediatrics,  Brown  University  Pro- 
gram in  Medicine.  9:00  a.m.  to  12:30  p.m..  Women  and  Infants  Hospital. 
For  information,  contact  Dr.  Arnold,  Women  and  Infants  Hospital. 


28  PERSPECTIVES  ON  RAPE.  "The  Treatment  of  Rapists,"  William  L.  Marshall, 
Ph.D.,  Associate  Professor,  Queen's  University,  Kingston,  Ontario,  Canada. 
See  October  7 listing. 


29-30  THE  BRADLEY  FORUM:  THE  CHANGING  DEFINITIONS  OF  THE  CHILD.  Brad- 
ley Hospital  45th  Anniversary  Program.  "Changing  Scientific  Definitions  of 
the  Nature  of  Childhood,"  Peter  WolfF,  M.D.,  Professor  of  Psychiatry,  Har- 
vard Medical  School  and  Director  of  Research,  Department  of  Psychiatry, 
Boston  Childrens  Hospital;  "Human  Infancy  and  Bio-cultural  Unity,"  Daniel 
G.  Freidman,  Ph.D.,  Associate  Professor,  Human  Development,  Institute  of 
Human  Development,  University  of  Chicago;  and  "Thought  and  Childhood: 


Cross-Cultural  Perspectives,"  Douglas  R.  Price-Williams,  Ph.D.,  Professor  of 
Psychiatry  ancJ  Anthropology,  University  of  Chicago.  Panel  discussions  and 
workshops  are  also  planned.  The  Colonial  Hilton  Inn,  Cranston,  8:30  a.m. 
to  5:00  p.m.  on  the  29th,  9:30  a.m.  to  12:00  p.m.  on  the  30th.  For  Informa- 
tion, contact  Bradley  Hospital. 


NOVEMBER 


3 "INFECTIONS  IN  THE  OBSTETRIC  AND  GYNECOLOGIC  PATIENT."  Topics  will 
include:  "Anaerobic  Infections,"  Sherwood  L.  Gorback,  M.D.,  Professor  of 
Medicine,  Division  of  Infectious  Diseases,  Tufts  University  School  of  Medi- 
cine, "Antimicrobial  Agents,"  John  G.  Bartlett,  M.D.,  Associate  Professor  of 
Medicine,  Division  of  Infectious  Diseases  and  Internal  Medicine,  Tufts  Uni- 
versity School  of  Medicine;  "History  of  Shock  in  the  Infected  Patient,"  Fi- 
orindo  Simeone,  M.D.,  Professor  Emeritus  of  Medical  Science,  Brown  Uni- 
versity Program  in  Medicine.  Also,  "Pathophysiology  of  Shock  and  Pulmon- 
ary Failure  in  the  Infected  Patient,"  Carl  Teplitz,  M.D.,  Associate  Professor  of 
Medical  Science,  Brown  University;  "Management  of  Shock  Associated  with 
Infection,"  Watts  R.  Webb,  M.D.,  Professor  and  Chairman,  Department  of 
Surgery,  State  University  of  New  York,  Upstate  Medical  Center;  "General 
Considerations  of  the  Fetus  as  the  Recipient  of  Antimicrobial  Agents,"  Karlis 
Adamsons,  M.D.,  Ph.D.,  Professor  and  Chairman  of  Obstetrics  and  Gyne- 
cology, Brown  University.  Cranston  Hilton  Inn,  9:00  a.m.  For  information, 
contact  Dr.  Bertram  Buxton,  Women  and  Infants  Hospital. 


3 JOHN  F.  KENNEY  RESEARCH  DAY,  Annual  Program  of  the  Memorial  Hospital 
Medical  Staff.  Futher  information  will  be  forthcoming. 


4 PERSPECTIVES  ON  RAPE.  "Child  Sexual  Assault:  Victim  and  Offender,"  Ann 
Wolbert  Burgess,  R.N.,  D.N.Sc.,  Professor  and  Coordinator,  Graduate  Pro- 
gram in  Community  Health  Nursing,  Boston  College;  and  A.  Nicholas  Groth, 
Ph.D.,  Boston  College,  former  Chief  Psychologist  at  the  Massachusetts  Center 
for  the  Diagnosis  and  Treatment  of  Sexually  Dangerous  Persons.  See  Octo- 
ber 7 listing. 


10  ALLENDALE  BURNS  SYMPOSIUM  presented  by  Brown  University  Office  of 
Continuing  Medical  Education;  Section  of  Pathology,  sub-section  in  Forensic 
Medicine;  and  Section  of  Surgery.  Further  information  will  be  forthcoming. 


1 1 PERSPECTIVES  ON  RAPE.  "Rhode  Island  Rape  Law:  Legal  Problems  for  the 
Victim,"  Judith  Romney  Wegner,  Special  Assistant  Attorney  General,  State 
of  Rhode  Island.  "Rhode  Island  Rape  Law:  Legal  Problems  for  the  Accused," 
Stephen  J.  Fortunate,  Jr.,  J.D.,  Attorney,  McKinnon  and  Fortunate.  See  Octo- 
ber 7 listing. 


1?  "IS  THE  STUDY  OF  RARE  DISEASE  RELEVANT?"  Dr.  Alfred  M.  Bongiovann! 
Professor  of  Pediatrics,  University  of  Pennsylvania.  Combined  Pediatric 
Teaching  Rounds,  Brow'n  University  Section  of  Reproductive  and  Develop- 
mental Medicine  and  Roger  Williams  General  Hospital,  10:30  a.m.  to  12:00 
p.m.,  Kay  Auditorium,  Roger  Williams  General  Hospital.  Further  information 
will  be  forthcoming. 

13  "MEDICAL  TREATMENT  OF  CUSHING'S  DISEASE,"  James  C.  Melby,  M.D.,  Pro- 
fessor of  Medicine,  Boston  University  Medical  School,  and  Head,  Section  of 
Endocrinology  and  Metabolism,  University  Hospital,  Boston.  George  Auditor- 
ium, Rhode  Island  Hospital,  10:00  a.m.  to  12:00  p.m.,  following  informal 
rounds  at  9:00  a.m.  Further  information  will  be  available  from  the  Hospital. 


17  "THROMBOSIS,  EMBOLISM  AND  COAGULATION,"  William  Corvese,  M.D., 
Clinical  Assistant  Professor  of  Surgery,  Brown  University.  Rhode  Island  Hos- 
pital Basic  Science  Lecture  Series.  See  October  6 listing. 


18  "SYMPOSIUM  ON  HOSPITAL  ASSOCIATED  INFECTIONS,"  sponsored  by  the 
New  England  Association  for  Practitioners  in  Infection  Control.  The  Cranston 
Hilton  Inn,  Cranston.  Further  information  will  be  forthcoming. 


20  "TRENDS  IN  AMBULATORY  SURGERY,"  Annual  Symposium  of  the  Brown 
University  Section  of  Surgery  and  Rhode  Island  Chapter,  American  College 
of  Surgeons.  "CHANGE  IN  REPAIR  OF  GROIN  HERNIA,"  J.  Robert  Burns, 
M.D.;  "THE  FREE  STANDING  AMBULATORY  SURGERY  UNIT,"  Paul  J.  M.  Hea- 
ley, M.D.;  "ONE  YEAR'S  EXPERIENCE  AT  A COAAMUNITY  BASED  ACCIDENT 
UNIT,"  Robert  J.  Botts,  M.D.„-  and  "POTENTIAL  COST  SAVINGS  WITH  FULL 
UTILIZATION  OF  AMBULATORY  SURGERY,"  Preston  Jordan,  Rhode  Island 
Blue  Cross.  A panel  of  the  speakers  and  Dr.  Joseph  E.  Cannon  of  the  Rhode 
Island  Department  of  Health  will  also  be  included.  9:00  a.m.,  George  Au- 
ditorium, Rhode  Island  Hospital.  Further  information  will  soon  be  available. 


23  "PURPURA:  IT'S  CAUSES  AND  TREATMENTS,"  Dr.  Philip  Lanzkowsky,  Pro- 
fessor of  Pediatrics,  School  of  Medicine,  State  University  of  New  York  at 
Stony  Brook.  George  Auditorium,  10:00  a.m.  to  12:00  p.m.  Further  informa- 
tion is  forthcoming. 


24  "OSTEOPOROSIS,  GOUT  AND  CRYSTAL  DISEASE,"  Stephen  R.  Kaplan,  M.D., 
Associate  Professor  of  Medicine,  Brown  University  Program  in  Medicine. 
Rhode  Island  Hospital  Basic  Science  Lecture  Series.  See  October  6 listing. 
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RHODE  ISLAND  STUDENTS  APPLYING  TO  U.S.  MEDICAL 
SCHOOLS:  A RECORD  OF  THE  PAST  SEVEN  YEARS 


About  two  years  ago  (see  Rhode  Island 
Medical  Journal,  page  445,  November,  1974) 
we  summarized  the  rates  of  admission  of 
Rhode  Island  residents  applying  to  the 
United  States  medical  schools.  A significant 
improvement  in  the  relative  acceptance  rate 
Df  Rhode  Island  applicants  to  U.S.  medical 
schools  was  noted  at  that  time.  Rhode  Island 
had  ranked  as  the  49th  state  in  terms  of 
percentage  of  accepted  applicants  in  1970, 
the  40th  state  in  1973,  and  the  28th  state  in 
1974.  Based  upon  data  provided  by  the  Asso- 
ciation of  American  Medical  Colleges  as  well 
as  the  American  Medical  Association,  Divi- 
sion of  Medical  Education,  a similar  analysis 
was  undertaken  for  each  year  of  this  decade 
(1970-76). 


Table  I outlines  the  rates  of  acceptance  to 
U.S.  medical  schools  (according  to  New  Eng- 
land states)  for  the  classes  beginning  in 
September  of  1976.  Somewhat  fewer  numbers 
of  Rhode  Island  students  applied  this  year 
to  medical  schools  per  100,000  population 
(15.2)  when  compared  to  the  New'  England 
average  (17.2)  or  the  United  States  average 
(18.8).  The  rate  of  acceptance  for  Rhode 
Islanders,  however,  was  higher  than  most 
states  in  New  England  and  indeed  was  ex- 
ceeded only  by  Vermont.  The  percentage  of 
Rhode  Island  applicants  accepted  to  a U.S. 
medical  school  in  1976  (36.8  per  cent)  was 
higher  than  the  New  England  average  (30.8 
per  cent)  or  the  national  average  (33.3  per 
cent). 

(Continued  on  next  page) 


Table  I 

RATES  OF  ACCEPTANCE  TO  U.S.  MEDICAL  SCHOOLS  FOR  CLASS  BEGINNING  IN  SEPTEMBER, 

1976 


No.  of  State 

Rates  of  Acceptance 

No.  of  U.S.  Med.  School 

Residents 

Percentage 

Per 

Applicants  per 

accepted  to  any 

of 

100,000 

Applicants  from 

100,000  population 

U.S.  Med.  School 

applicants 

population 

Rhode  Island 

15.2 

53 

36.8% 

5.6 

Massachusetts 

18.9 

314 

29.3 

5.4 

Maine 

9.3 

36 

39.1 

3.6 

Vermont 

19.1 

44 

51.8 

9.9 

New  Hampshire 

7.6 

15 

26.8 

2.0 

Connecticut 

19.2 

163 

28.0 

5.4 

New  England  Total 

17.2 

625 

30.8 

5.3 

U.S.A.  Total 

18.8 

15,700 

33.3 

7.3 
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Table  II 

ACCEPTANCES  TO  U.S.  MEDICAL  SCHOOLS 
(CLASS  BEGINNING  SEPTEMBER,  1976) 

PER  100,000  POPULATION 

Acceptances  per  100,000  population 


Applicants  from 

1970 

1971 

Rhode  Island 

2.6 

3.2 

Massachusetts 

4.9 

5.2 

Maine 

3.0 

1.9 

Vermont 

7.0 

10.3 

New  Hampshire 

2.0 

3.0 

Connecticut 

4.9 

5.1 

New  England  Total 

4.5 

4.8 

U.S.A.  Total 

5.6 

6.0 

Table  II  portrays  the  rates  of  acceptance 
per  100,000  population  in  each  of  the  New 
England  states  from  1970  to  1976.  Rhode 
Island  is  unique  in  showing  the  greatest  per- 
centage improvement  in  placing  its  young 
men  and  women  in  U.S.  medical  schools. 
While  the  national  increase  from  1970  to 
1976  was  30  per  cent  and  the  New  England 
increase  was  18  per  cent,  Rhode  Island 
showed  a 154  per  cent  increase  in  acceptance 
rates  between  1970  and  1976.  On  a national 
level,  the  State  of  Rhode  Island  is  now  the 
23rd  state  in  terms  of  relative  rates  of  ac- 
ceptance to  American  medical  schools.  Thus, 
there  has  been  a substantial  and  steady  im- 
provement in  this  rate  since  1970,  when 
Rhode  Island  was  ranked  as  the  49th  state. 

Which  medical  schools  have  accepted  our 
Rhode  Island  students?  With  the  exception 
of  Brown  University  and  the  University  of 
Vermont,  no  particular  school  has  admitted 
more  than  a few.  The  total  number  of  Rhode 
Island  students  accepted  in  the  first  year 


Percent 

change 


1972 

1973 

1974 

1975 

1976 

1970-1976 

4.0 

4.1 

4.1 

4.5 

5.6 

-1- 154% 

5.0 

5.2 

5.3 

5.8 

5.4 

+ 10% 

2.0 

2.5 

2.7 

4.1 

3.6 

+ 20% 

8.5 

7.2 

9.2 

8.3 

9.9 

+ 41% 

2.4 

3.3 

3.3 

3.9 

2.0 

0% 

5.0 

6.7 

6.5 

6.5 

5.4 

+ 10% 

4.6 

5.2 

5.3 

5.7 

5.3 

+ 18% 

6.6 

6.8 

6.9 

7.1 

7.3 

+ 30% 

classes  of 

U.S. 

medical 

schools 

has  risen 

progressively  from  25  in  1970  to  53  in  1976. 
The  numbers  of  acceptances  to  U.S.  schools 
(other  than  the  University  of  Vermont  and 
Brown)  have  varied  between  16  and  28  per 
year,  averaging  21  per  year,  and  no  signifi- 
cant trend  in  either  direction  seems  apparent 
from  these  figures.  Similarly,  the  number  of 
students  attending  the  University  of  Ver- 
mont (through  an  agreement  between  the 
states  of  Vermont  and  Rhode  Island)  has 
been  stabilized  at  about  five  per  year.  The 
number  of  students  attending  the  medical 
school  at  Brown  University,  however,  has 
accounted  for  the  substantial  majority  of 
the  rise  from  25  (1970)  to  53  (1976).  This 
year,  for  example,  50  per  cent  of  the  fresh- 
man medical  school  class  at  Brown  will  be 
composed  of  Rhode  Island  residents.  Indeed, 
of  the  53  Rhode  Islanders  beginning  their 
medical  education  in  U.S.  medical  schools 
this  September,  30  (57  per  cent)  will  be 
(Continued  on  page  390) 
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RHODE  ISLAND  RESIDENTS  ADMITTED  TO  ANY  U.S.  MEDICAL  SCHOOL 

(1970-1976) 

Year 


Admitted  to: 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

Brown  University 

4 

5 

4 

11 

16 

13 

30 

University  of  Vermont 

5 

7 

6 

3 

5 

6 

5 

Others 

16 

18 

28 

25 

18 

24 

18 

Total 

25 

30 

38 

39 

39 

43 

53 

Table  IV 


MEDICAL  COLLEGE  ADMISSION  TEST  RESULTS,  BY  STATE  FOR  CLASS 
BEGINNING  IN  SEPTEMBER,  1976 
TOTAL  APPLICANTS  ACCEPTED  APPLICANTS 


Verbal 

Quant  Gen.  Info. 

Sci. 

Total 

Verbal 

Quant  Gen.  Info. 

Sci. 

Total 

Rhode  Island 

565 

611 

537 

583 

2296 

590 

646 

551 

616 

2403 

Massachusetts 

566 

607 

543 

587 

2303 

604 

654 

570 

630 

2458 

Maine 

552 

587 

540 

571 

2250 

575 

621 

553 

610 

2359 

Vermont 

547 

587 

535 

576 

2245 

554 

602 

541 

596 

2293 

New  Hampshire 

572 

604 

546 

590 

2312 

604 

622 

582 

626 

2439 

Connecticut 

568 

606 

550 

589 

2313 

605 

665 

572 

640 

2482 

U.S.A  Total 

542 

593 

529 

575 

2239 

574 

635 

550 

619 

237'8 
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When  patients  like  these 
need  B & C therapy 

• The  patient  with  a chronic  disease 

• The  patient  with  a febrile  illness 

• The  problem  drinker 

• The  patient  with  a Gl  disorder 

• The  surgical  patient 


BEROCCA  TABLETS 

• Provides  the  needed 
nutritional  support 
•Available  on  ^only 

Balanced  high  potency  B-complex 
plus  500  mg  vitamin  C 

If  you  wish  to  receive  a complimentary  bottle  of  100  BEROCCA® 
Tablets,  simply  write  an  Rx  on  your  prescription  blank  (see 
sample  below).  Then  tear  out  this  page,  fold,  enclose  the  Rx  and 
mail— it  is  your  postage-paid,  pre-addressed  envelope. 


Virtually  no  odor  or  aftertaste 


Please  see  complete  product  information.  Dosage:  1 or  2 tablets  daily,  as  indicated  by 
a summary  of  which  follows:  clinical  need. 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  Bi)  ..  15  mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  Be)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  B12) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 


Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins  are 
required  prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with  pernicious 
anemia  who  receive  more  than  0. 1 mg  of  folic 
acid  per  day  and  who  are  inadequately  treated 
with  vitamin  B12. 


Available:  In  bottles  of  100  and  500. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


FIRST  CLASS 
PERMIT 
NO.  1185 
NUTLEY,  N.  J. 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


Postage  will  be  paid  by 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Attn:  Professional  Services 
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1976  INFLUENZA  IMMUNIZATION  IN  R.  I. 


By  Herbert  F.  Hager,  M.D. 

Vaccines  and  the  use  of  vaccines  for  im- 
munization against  disease  has  from  the  time 
of  Edward  Jenner  been  a subject  of  contro- 
versy and  debate.  This  certainly  is  again  true 
in  1976  with  the  advent  of  the  National  In- 
fluenza Immunization  Program.  The  program 
is  designed  to  protect  the  American  people 
from  the  threat  of  a swine  influenza  A/ New 
Jersey  76  epidemic  and  also  protect  the  high 
risk  patient  and  the  elderly  from  A/Victoria 
75  infection. 

The  rationale  for  the  massive  program  is 
not  based  on  the  numbers  of  reported  cases 
caused  by  the  A/New  Jersey  76  virus,  for 
there  were  only  12  cases  positively  identified. 
It  is  promulgated  because  the  general  popu- 
lation has  no  specific  antibodies  to  provide 
immunity  against  that  disease.  In  a non-im- 
mune  population  a serious  epidemic  is  al- 
ways a possibility. 

The  Rhode  Island  Medical  Society  and  the 
medical  profession  generally  endorse  the  goal 
of  the  program.  The  vaccine  must  be  readily 
available  to  those  desiring  it.  Physicians  are 
urged  to  provide  the  vaccine  at  nominal  cost 
in  their  offices  during  the  months  of  Novem- 
ber, December,  and  January  and  in  the  tradi- 
tional spirit  of  public  service  to  lend  their 
sup*'ort  on  an  individual  and  volunteer  basis 
to  the  public  immunization  clinics. 

The  Rhode  Island  State  Law  (23-8-2)  pro- 
vides that  all  individuals  or  public  or  private 
agencies  participating  in  the  authorized  vol- 
untary mass  immunization  program  shall  not 


be  liable  to  any  person  who  experiences  or 
purports  to  experience  adverse  effects  pro- 
vided however  that  informed  consent  be  ob- 
tained. 

The  Federal  Law  (PL  94-380)  is  effective 
until  August  1,  1977.  It  provides  that  any 
claim  arising  under  the  inoculation  program 
would  be  made  directly  against  the  United 
States  rather  than  any  medical  or  health 
personnel  who  provide  or  assist  in  the  inocu- 
lations without  charge  and  is  in  compliance 
M'ith  the  informed  consent  form. 

A program  participant  would  be  required 
to  cooperate  with  the  United  States  in  the 
defense  of  a claim  or  the  United  States  Dis- 
trict Court  could  substitute  such  participant 
as  the  defendant  in  place  of  the  United 
States.  Should  payment  be  made  by  the  Uni- 
ted States  to  any  claimant,  the  United  States 
would  have  the  right  to  recover  that  portion 
of  the  damages  so  awarded  or  paid  resulting 
from  the  failure  of  the  participant  to  carry 
out  contractual  obligations  or  responsibilities 
under  the  program  or  attributable  to  negli- 
gent conduct  on  the  part  of  the  participant. 

In  a physician’s  own  practice  setting  his 
own  malpractice  insurance  would  be  in  effect. 
While  informed  consent  fonns  are  not  re- 
quired by  the  insurance  companies,  one  would 
be  wise  to  obtain  them  and  to  keep  them  on 
file.  The  forms  will  be  provided  by  the  gov- 
ernment. 

Two  A/New  Jersey  76  vaccines  will  be 
(Continued  on  next  page) 
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available  through  the  Rhode  Island  Depart- 
ment of  Health.  One  vaccine  is  bivalent  (A/ 
Victoria  75  combined  with  A,  New  Jersey  76) 
and  is  intended  only  of  the  high  risk  group 
composed  of  the  elderly  and  chi-Mi  ically  ill. 
The  second  is  a monovalent  (A/New  Jersey 
76)  preparation  for  the  general  population 
of  18  to  59  years  of  age. 

The  Armed  Forces  Epidemiological  Board 
recommended  that  the  whole-virus  vaccines 
produced  by  two  fiiTns  were  preferable  in 
younger  people  (i.e.  military  age)  icecause 
they  produced  better  immunity  in  people  un- 
der 25  years  of  age,  although  there  were  also 
slightly  higher  rates  of  mild  reactions  than 
with  the  use  of  split-virus  vaccines.  The 
board  also  recommended  that  for  the  military 
a second  dose  of  B/Hong  Kong  vaccine  be 
administered. 

Monovalent  influenza  B/Hong  Kong  vac- 
cine will  be  available  through  the  usual  com- 
mercial channels  for  high-risk  groups  foi- 
whom  influenza  vaccination  is  regularly  rec- 
ommended. 
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(Continued  from  page  388) 

matriculating  at  Brown  University.  An  esti- 
mated 40  per  cent  of  ail  Rhode  Islanders  in 
attendance  in  United  States  medical  schools 
will  be  students  at  Brown  University  (70 
of  174).  If  this  pattern  prevails  in  future 
years,  it  is  safe  to  predict  that  the  Brown 
University  Medical  School  will  be  the  source 
of  an  increasing  fraction  of  our  practicing 
physicians  in  this  state. 

The  1974  report  also  summarized  the 
Medical  College  Admissions  Test  (MCAT) 
results  for  applicants  (accepted  and  un- 
accepted) from  the  various  New  England 
states.  This  test  is  designed  to  assess  verbal 
ability,  quantitative  skills,  general  informa- 
tion, and  scientific  knowledge.  Table  IV  gives 
in  tabular  form  the  test  results  by  state  for 
the  classes  beginning  in  September  of  1976. 

STANLEY  M.  ARONSON,  M.D. 

Dean  of  Medicine 

Brown  University 


4 GOOD  REASONS  WHY  A LAKESIDE 
IN-GROUND  POOL  IS  YOUR  BEST  BUY 


accessory 

(amousJa  -csuucwra\ 

»ughesl,^'(o„an. 
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There  are  lots  of  other 
reasons  why  Lakeside  pools 
are  better.  So  come  in  and 
get  the  facts  on  our  in-ground 
pools  which  come  in  3 1 models. 


5 POOLS  ON 
DISPLAY,  IN-GROUND 

6 ABOVE  GROUND 


05' 


NATIONAL 
SWIMMING  POOL 
MnnuTT 


Financing  Available 


SWIMMING  POOL  AND  SUPPLY  CO. 

RTE  146.  NORTH  SMITHFIELD,  R.  I.  • Open  Dally  9 A M -8  P M • Sun.  10  A.M.-7  P M.  • Call  Collect  (401)  766-5040 
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Doctor,  is  your  investment  portfolio 
in  good  health? 


We'll  give  it  a professional  examination. 

Early  detection  of  a problem  is  important  in  medicine,  and  it’s 
important  in  investments,  too.  What  may  have  been  sound 
last  year,  might  not  be  so  today.  That’s  why  we’re  offering  our 
knowledge,  experience  and  resources  to  give  you  an  analysis 
of  your  portfolio’s  current  condition.  Our  reputation  for  more 
than  half  a century  is  your  guarantee  of  an  objective,  profes- 
sional analysis.  Please  call  Richard  H.  Long  or  Gardner  E. 

White. 


INCORPORATED 

1200  Turks  Head  Building,  Providence,  Rhode  Island  02903  • Tel.  (401)  421-8900 
Woonsocket  area  . . . 725-0498  South  County  area  . . . 295-8859 


■ 
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Physicians  Seeking  Opportunities  In  Rhode  Island 


Donald  D.  Volkmer,  M.D. 

24  Stoneland  Road 
Shrewsbury,  MA  01545 
Specialty : Internal  Medicine 

* Jjs  * 

Stephen  Cohen,  M.D. 

274  Kingsley  Road 
Hull,  MA  02045 

Specialty : Obstetrics/  Gynecology 

* * * 

Yash  V.  Sachdev,  M.D. 

Veterans  Administration  Hospital 
Grand  Island,  NE  68801 
Specialty:  Urology 

^ sjs  *]c 

John  S.  Zesk,  M.D. 

The  University  of  Rochester  School  of  Medi- 
cine and  Dentistry  and  Strong  Memorial 
Hospital 

Rochester,  NY  14642 

Specialty : Internal  Medicine/Cardiology 

sN  * * 

Gary  M.  Cummins,  M.D. 

124  Oak  Ridge  Drive 
York,  PA  17402 
Specialty : Family  Practice 

* * * 

Joseph  M.  DeCapua,  M.D. 

3823  Rilling  Avenue 
Erie,  PA  16509 

Specialty:  Open  Heart,  Vascular,  and  Thor- 
acic Surgery 

5{C  * 

Patrick  Daly,  M.D. 

1019  Varnum  Street,  NE 
Washington,  DC  20017 
Specialty:  Internist 

^ * 

Howard  Edwin  Burg,  M.D. 

2207  Brockway  Road 
University  Heights,  OH  44118 
Specialty:  Internal  Medicine 
* * * 

Stephen  Schlesinger,  M.D. 

University  of  Virginia  Hospital 
Child  and  Adolescent  Psychiatry 
Box  202 

Charlottesville,  VA  22901 
Specialty:  Pediatrics 


Harry  A.  Magnes,  M.D. 

210  Sixth  Street,  Apt.  B-3 
Coralville,  lA  52241 
Specialty:  Internist 

❖ 'If 

Robert  K.  Vinson,  M.D. 

1004  East  University  Avenue 
Ann  Arbor,  MI  48104 
Specialty:  Urology 

5{«  ❖ 

Kee-Cho  Kim,  M.D. 

961  Clopper  Road,  #T3 
Gaithersburg,  MD  20760 
Specialty:  Pediatrics 

ifi  ifi 

Edward  B.  Yellig,  M.D. 

341  Mulberry  Street 
Rochester,  NY  14620 
Specialty : Internal  Medicine 

i'fi  ^ 

Charles  Bamberger,  M.D. 

2775  Bender  Avenue 
Akron,  OH  44319 
Specialty:  Urology 

ifi  Sjt 

Stephen  E.  Kaufman,  M.D. 

564  South  Willard  Street 
Burlington,  VT  05401 

Specialty : Gastroenterology /Internal  Medi 

cine 

ifi  ifi 

Dasaratha  R.  Vemireddy,  M.D. 

9339  Pick-wick  Circle  West 
Taylor,  MI  48180 

Specialty : Internal  Medicine  Cardiology 

^ V V 

Lloyd  K.  Comstock,  M.D.,  M.P.H. 

208  Aberdeen  Street 
Rochester,  NY  14619 
Specialty:  Family  Practice 

¥ V ¥ 

Tariq  Butt,  M.D. 

33  Highland  Street,  Apt.  3-H 
New  Britain,  CT  06052 

Specialty:  Internal  Medicine/Gastroentcr- 

ology 
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tolbutamide,  llpjohn 

0.5  Gm  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
©1976  The  Upjohn  Company 


Upjohn 


This  new  design  will  help 
pharmacists,  physicians,  nurses, 
and  patients  identify  Orinase  by 
name  and  manufacturer. The 
number  on  the  tablet  is  for 
identification  and  is  not  related  to 
tablet  strength. 

You  may  wish  to  advise  your 
patients  that  this  change  is  taking 

place.  J-5255-6 
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For  insomnia  that  is  a chronic  problem . . . 


Only  Dalmane  (f  lurazepam  HCI) 

offers  sleep  laboratory  proof 
of  effectiveness  for  as  long 
as  28  nights 


Continued  relief  of  insomnia  in 
patients  with  chronic  insomnia 

Since  insomnia  is  often  transient  and  intermit- 
tent, the  prolonged  administration  of  a hypnotic  is 
generally  not  necessary  or  recommended.  But  when 
insomnia  is  a chronic  or  recurring  problem, 
continued  effectiveness  is  as  important  as  initial 
effectiveness.  Results  of  a recently  published  sleep 
research  laboratory  study'  demonstrated  that,  while 
pentobarbital  lost  effectiveness  within  two  weeks, 
Dalmane  maintained  effectiveness  for  28  consecu- 
tive nights.  Similar  28-night  results  with  Dalmane, 
displayed  below,  were  obtained  by  a second  sleep 
research  group.^  In  previous  studies,^  both  chloral 
hydrate  and  glutethimide  began  to  lose  effective- 
ness after  several  nights,  while  Dalmane  main- 
tained effectiveness  throughout  the  14  medication 
nights.  Whether  the  problem  is  difficulty  falling 
asleep,  staying  asleep  or  sleeping  long  enough, 
consider  these  results  when  selecting  a 
sleep  medication. 


SLEEP  RESEARCH  LABORATORY  PROOF 
OF  EFFECTIVENESS  DURING  28  NIGHTS^ 


mean  % improvement  in  5 patients  with  chronic  insomnia 


SLEEP  WAKE  TIME  TOTAL 

LATENCY  AFTER  SLEEP  SLEEP  TIME 

(min)  ONSET  (hr) 

(min) 


FI  3 baseline  placebo  nights 


H Dalmane  (flurazepam  HCI) 
nights  1-3, 12-14,  26-28 


Patient  benefits  include  relative 
safety,  infrequent  morning 
‘liang-over” 

Dalmane  is  well  tolerated,  seldom  causing 
morning  drowsiness  or  grogginess."'  No  increase  in 
dosage  is  required  for  continued  effectiveness  from 
night  to  night.'"^  Should  Dalmane  be  used  repeat- 
edly, periodic  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed.  The  usual  adult 
dose  is  30  mg  h.s.,  but  15  mg  may  suffice  for  some 
patients  and  is  recommended  as  a starting  dose  for 
the  elderly  and  debilitated  to  help  preclude  over- 
sedation, dizziness  or  ataxia. 

Continued  relief  of  insomnia 
One  more  good  reason 
to  specify 

Dalmane 

(flurazepam  HCI ) 

One  30- mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  sulfice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

whenever  a hypnotic 
is  needed 


Please  see  following  page  for  a summary  of  product  information. 


New  objective  proof: 
continued  insomnia  relief  without 
increasing  dosage...^ 


Dalmane 

(flurazepam  HCI)€ 


Objectively  proved 
in  the  sleep  research 
laboratory... 


during  28  consecutive  nights  of 

administration: 

□ effectiveness  with  a single 
30-mg  h.s.  dose,  maintained 

□ rapid  sleep  induction, 
maintained 

□ sleep  for?  to  8 hours,  on 
average,  maintained 

□ less  time  awake  during  the 
night,  maintained 


Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCl. 

Uhmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 


Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopjenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 


speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefic  1 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 


REFERENCES: 

1.  Kales  A,  et  ah  Clin  Pharmacol  Ther 
78:356-363,  Sep  1975 

2.  Dement  WC,  et  al:  Long-term  effective- 
ness of  flurazepam  30  mg  h.s.  on  chronic 
insomniacs.  Presented  at  the  15th  annual 
meeting  of  the  Association  for  Psychophy- 
siological  Study  of  Sleep,  Edinburgh, 
Scotland,  Jun  30-Jul  4, 1975 

3.  Kales  A,  et  al:  Arch  Gen  Psychiatry 
23:226-232,  Sep  1970 

4.  Data  on  file.  Medical  Department, 
Hoffmann-La  Roche  Inc.,  Nutley  NJ 


For  all  common  types 
of  insomnia 


1 2 3 4 5 6 7 

HOURS 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


ABOARD 

Holland  America 

S.S.  STATENDAM 
TO  BERMUDA 

NOVEMBER  6-13,  1976 
FROM  NEW  YORK 

INTRODUCTION  TO  CLINICAL 
PULMONARY  PHYSIOLOGY 

A post-graduate  course  by  the  Office  of  Continuing  Medical  Education 

BROWN  UNIVERSITY  PROGRAM  IN  MEDICINE 


Curriculum  — Anatomic  Consideration  including  Lung 
Morphometry,  Oven/iew  of  Lung  Ventilation  and  Profusion, 
Discussion  of  Gas  Exchange  with  Introduction  to  Arterial  Blood 
Gas  Analysis.  Additional  subjects  include:  Clinical  Interpreta- 
tion of  Pulmonary  Function  Tests:  1.  Obstructive  Lung  Dis- 
ease, 2.  Restrictive  Lung  Disease,  3.  Case  Presentations; 
Arterial  Blood  Gasses  1.  Causes  of  Hypoxemia,  2.  Causes  of 
CO2  Retention,  3.  Acid  Base  Disorders.  Acute  Respiratory 


Failure-Clinical  Presentations,  Chronic  Respiratory  Failure- 
Clinical  Presentations,  Treatment  of  Respiratory  Failure  includ- 
ing Oxygen  Therapy,  Choice  of  Ventilators,  “Adjunct”  Therapy 
(I.P.P.B.  physiotherapy  etc.)  Adult  Respiratory  Distress 
Syndrome-“Shock  Lung”,  Preoperative  Assessment  of  Lung 
Function,  Prevention  of  post-operative  Pulmonary  Complica- 
tions and  Review  of  course  by  Case  Presentation. 


EDUCATIONAL  INVESTMENT 

• Course  registration  $150.00 

• Per  person,  double  occupancy  575.00 

• Port  tax,  per  person  14.06 


S.S.  STATENDAM  IS 
YOUR  FLOATING  CAMPUS 

Fabulous  food  and  accommodations  on  your 
way  to  fabulous  Bermuda.  Arrive  home  relaxed 
and  refreshed! 


Deposit  $100  per  person  promptly  to  re- 
serve space.  Make  check  payable  to 
Basic  Science  Services,  Inc. 


Mail  check  to: 

SOPHISTICATED 

TRAVELER 

120  Wayland  Avenue, 
Providence,  R.  I.  02906 


274-1646 


w 1 


NAME 


ADDRESS 


CITY 


(print) 

(print) 

STATE 


.ZIP 


PHONE 


OTHERS  IN  PARTY 


>*■ 


CLARK  JANITOR  SERVICE 
DOCTORS'  OFFICES  ARE  OUR  SPECIALTY 

We  clean  small  and  large  offices,  meaical 
centers,  and  professional  buildings.  We  are 
insured. 

SPECIAL  DOCTORS'  RATES 
FOR  YOUR  FREE  ESTIMATE 
CALL;  272-2831 

125  General  Street,  Providence,  Rl 


EXAM  TABLES 

Samples  (new) 


Solid  Birch  — Walnut  Stain 
Full  Cabinet  — Space  Saving  Style 

LIST  $425  NOW  $225 

Call  (401)  724-3606  Evenings 


Your  Patient  Deserves  a Specialist 

RECOMMEND 


r ^ 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  i 


Gower  and  Co. 

Real  Estate 

Providence  751-8100  — Barrington  245-0100 


m 

REALTOR* 


FOR  SALE 


BARRINGTON 

The  last  such  palatial  waterfront  estate  in  Barrington.  Four  bed- 
rooms and  two  baths  on  second.  Four  bedrooms  and  one  bath  on  third, 
plus  maids'  quarters.  Four  fireplaces. 

Fabulous  view  of  Narragansett  Bay.  3 Car  garage.  Carriage 
House. 
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Financial  Planni 

is  a 
team 


When  it  comes  to  assisting 
physicians  with  their  financial 
planning,  Bob  Carter  and  Tom 
Wisniewski  believe  that  two  heads 
are,  in  fact,  better  than  one. 

Our  business  is  consulting  with 
doctors  (and  their  lawyers  and 
accountants)  to  help  them  solve 
the  complex  financial  problems 
that  are  associated  with  their 
profession.  This  includes  all 
aspects  of  personal  financial 
planning  for  estate  conservation, 
as  well  as  Buy  and  Sell  arrange- 


ments, Pension  and  Profit-Sharing 
plans,  Self-Employed  Retirement 
plans.  Deductible  Section  79 
insurance,  and  other  fringe 
benefits  for  the  professional. 

Should  it  develop  that  one  of 
your  needs  is  life  insurance, 
Phoenix  Mutual  can  probably  save 
you  money.  At  the  ages  most 
Insurance  is  purchased  — and 
based  on  the  most  widely  used 
method  of  cost  comparison*  — 
Phoenix  Mutual  policies  often  cost 
less  than  similar  policies  from 
other  insurance  companies. 


*See  MEDICAL  ECONOMICS,  Oct.  20,  1975,  “Life 
Insurance:  A New  Technique  of  Comparison 
Shopping”  — or  we’ll  gladly  send  you  a reprint. 


Phoenix  Mutual  ■ Pick  our  brains 

ROBERT  A.  CARTER  • A.  THOMAS  WISNIEWSKI 

120  Wayland  Avenue,  Providence,  Rhode  Island  02906 
Telephone:  (401)  521-3700 


September,  1976 
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Are  You  Moving? 

If  you're  moving  soon,  please  let  us  know 
at  least  six  weeks  before  you  move. 

Send  change  of  address  to 
RHODE  ISLAND  MEDICAL  JOURNAL 
1 06  Francis  Street 
Providence,  Rl  02903 

Name 

Old  Address 

Street 

City State  ....  Zip 

New  Address 

Street 

City State  ....  Zip 


Attractive  S functional  Otlices 


Di\Msion  of  National  Office  Suiiply  Co. 


Designers  S Suppliers  of  Offices 

36  Branch  .Avenue  Providence,  R.  I.  02904 

(Jet.  No.  Main  St.)  GAspee  1-5228 


We  have  a 
specialty  too. 

Office 

interiors. 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 

161  Soutti  Main  Street. 

Providence.  Rhode  Island  02903 
Telephone  (401)  861-6010 

Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


HERBERT  F.  Hager,  M.D. 

PrcsidcTit-El€Ct 


Stephen  J.  Hoye,  M.D. 
President 


Frank.  W.  Sullivan,  M.D. 

Treasurer 


Charles  B.  Round,  M.D. 
Secretary 


Philip  J.  Morrison,  M.D. 

Vice-Ptesident 


James  R.  Clarkin 
Assistant  Executive  Director 


WILLIAM  J.  MacDonald,  MD. 

AMA  Delegate 


Timothy  B.  Norbeck,  Executive  Director 


John  J.  Cunningham,  M.D. 
AMA  Alternate  Delegate 


the  RHODE  ISLAND  MEDIEAL  SOEIETY 
THE  nnuu  ^ w»<i 


Tel.  331.310I 
(Area  Code  401) 


° • romrnittee  voted  to  approve  a 

IR  1975  the  Medical  Economics  Commercial 

On  November  18.  9 ’ insurance  underwritten  y Lester  L. 

eta.e-wide  plan  j„aey,  and  a new 

Insurance  Conapany  oI  N^  Massachusetts  9. 

Burdick,  Inc.  , 


Burdick,  Inc.  , 20  Congr  and  insurer  for 

your  Con,tn,.tee  selected^thrs^wa^^^^^^^^ 

rrvTefn— sUHn.PrMes. 

and  Massachusetts  ar  a^  Lachusetts  Dental  Society  s.nce  1942, 

rstlut'^^Me^cirsl'clety  since  19h2. 


Massaciiua^'- 

t New  Program  include; 

some  of  the  outstanding  features  of  our  New 

1.  Guaranteed  Renewable; 

2.  Guaranteed  Conversion  Privileges; 


3.  Low-rate  Premium  Schedule; 

4.  Special  Fracture  Benefit; 

5.  High-limit  Dismemberment; 

A Short-term  Disability  Income  Plans. 

6.  Both  Long-term  and  Short  term 

-r»ofAirn 


K,  r>otu  ' , 

vup  ur£e  you  to  return 
fv,ic  New  Program,  we  urge  y 


Sincerely, 


l(^.%  {■ 

v„^r,sai-Vi  Liffmihn.M.  D. 


nn.S-. 


Kenneth  ^;«^^^";;:i-Economics  Committee 


Stephen  J.  Hoye,  M.D. 

President 


Chairman, 


p_S.  For  members: 

previous  admij 


;oi  Information  because  of  coverage 


with 


CONTACT  WILLIAM  J.  HARRINGTON,  ~Vice  Pres. 

5 Oberlin  Drive  Warwick,  Rhode  Island  02886 


LB 


ADMINISTRATORS 


personal  service 
. since  1922  > 


LESTER  L.  BURDICK.  INC. 


20  CONGRESS  STREET.  BOSTON.  MASSACHUSETTS  02109 


(617)  7A2-2740 


..J^opLind 


Profile 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES  , 
$15.00  I 


J4ofyLin5  ^FFjeJicai  <JLaly 


Inn 5 f f' leaicai 

335  BROADWAY 
PROVIDENCE.  R.  I.  02909 


’?ora  I Of 


y 


TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 


REAL  ESTATE 

LAND  - FARMS 

INVESTMENT  PROPERTIES 


Andrew  C.  Smiley  Inc. 

628  Shippeetown  Road 
East  Greenwich,  R.  I. 

401-884-8831 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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MU.PIUGTBE 

QUESTIONS 

Depend  on  Starkweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we’ve  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepley>Nc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


Scot-Tussin  Medical  & Surgical  Supply  Div. 


ARE  YOU  READY  FOR  THE  SWINE  FLU  VACCINE  RUSH? 


Call  us  and  reserve  your  requirements:  Monojects,  B-D  Plastipak,  disposable 
syringes  and  needles,  Johnson  & Johnson  products,  Alco-Wipes,  Schuco  Injector 
and  many  more  . . . 

For  personalized,  honest,  prompt  service  and  low  prices,  place  your  order 
with:  Michelle,  Kathy,  Louis,  Linda  or  Rita  at  anytime! 


(401)  942-8555,  942-2409,  or  944-1254  (evenings,  weekends  anytime) 


SCOT-TUSSIN 


PHARMACAL  CO..  INC. 


50  CLEMENCE  and  TRANSIT  STREETS  (ofF  Rte.  5)  (P.O.  Box  8217) 
CRANSTON,  R.  I.  02920 
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Pediatric  Drops 


100  mg, /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Epidemic  Influenza  And  The  Rhode  Island  Fight  Flu 
Program 


Program  Aims  At  Preventing  Unneces 
sary  Deaths  And  Illness 


By  Gerald  A.  Faich,  M.D.,  M.P.H. 

The  Department  of  Health  has  planned  a 
major  program  of  immunization  against  A/ 
influenza  to  be  conducted  over  the  next  sev- 
eral months.  The  goal  of  this  massive,  un- 
precedented project  is  to  make  influenza  vac- 
cine readily  available  to  every  Rhode  Island 
citizen.  To  explain  the  origins  and  rationale 
behind  the  program,  I propose  to  start  by  re- 
viewing briefly  influenza  A virology  and  epi- 
demiology. Then  I will  describe  the  national 
and  state  decision-making  processes  that  in- 
itiated the  program.  Finally,  a description  of 
the  Rhode  Island  program  will  be  given. 

INFLUENZA  VIROLOGY 

Influenza  epidemics  have  been  known  since 
at  least  the  twelfth  century.  In  the  15th  cen- 
tury the  disease  was  first  called  influenza  re- 
ferring to  the  influence  of  the  stars  or  cold 
weather.*  The  first  influenza  isolation  was 
made  from  swine  in  1930.^  Since  then  the 
virus  has  been  characterized  as  a myxovirus 
with  three  types  of  core  RNA  nucleoprotein 
(A,  B,  and  C).  Studies  have  shown  that  each 
type  has  a district  epidemiology.  Influenza  A 
is  the  only  type  that  results  in  world-wide 
epidemics,  pandemics.  Two  proteins,  the  he- 
magglutinin and  the  neuraminidase,  project 
from  the  surface  of  the  virus;  human  influ- 
enza viruses  contain  four  distinct  hemagglu- 
tinins and  two  distinct  neuraminidases.^ 

GERALD  A.  FAICH,  M.D.,  M.P.H.,  Chief,  Divi- 
sion of  Epidemiology,  Rhode  Island  Department  of 
Health. 


Nomenclature  for  the  influenza  virus  is 
now  standardized."*  Each  virus  is  identified  ly 
its  core  protein,  the  animal  host  in  which  it 
was  i.solated,  the  laboratory  location,  the  year 
of  the  isolation,  and  the  hemagglutinin  and 
neuraminidase  type.  Thus,  the  official  desig- 
nation of  last  year’s  A/Victoria  virus  is  A 
human /Victona/75  (H3N2),  while  the  1976 
Swine  virus  is  labeled  A/New  Jersey /76  (Hs- 
wlNl). 

One  of  the  most  important  characteristics 
of  the  influenza  virus  is  the  propensity  of  the 
hemagglutinin  and  neuraminidase  proteins  to 
undergo  frequent  antigenic  changes.  Such 
changes,  when  not  radically  different  from 
prevalent  strains,  are  known  as  antigenic 
drift;  more  drastic  changes  have  been  called 
antigenic  shifts.  These  changes  may  be  caused 
by  mutant  selection  due  to  increased  antibody 
pressure  in  the  host  population.® 

EPIDEMIOLOGY  OF  INFLUENZA  A 

Pandemics  of  influenza  A have  occurred  at 
about  10  to  30  year  intervals;  recent  examples 
of  this  phenomenon  were  the  A/Asian  epi- 
demic of  1957  and  the  A/Hong  Kong  epidemic 
of  1968.  The  major  mechanism  of  these  pan- 
demics appears  to  be  the  occurence  of  an  an- 
tigenic virus  shift  resulting  from  the  emerg- 
ence of  a strain  to  which  a large  number  of 
human  subjects  are  simultaneously  suscep- 
tible. This,  combined  with  high  person-to- 
person  transmissibility,  has  resulted  in  epi- 
demics of  enormous  size.  Such  epidemics 
(Continued  on  next  page) 
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spread  throughout  the  world  with  extreme 
rapidity.  In  both  1957  and  1968  only  six 
months  passed  between  the  initial  isolation 
of  the  new  strain  and  the  worldwide  di'^sem- 
ination  of  the  disease.® 

Influenza  A epidemics  characteristically  af- 
fect large  numbers  of  people  but  cause  deaths 
in  relatively  few.  Thus,  about  20  to  30  per 
cent  of  the  population  becomes  ill  while  case- 
fatality  rates  are  below  1 per  cent  in  most 
epidemics.  However,  because  so  many  are  af- 
fected, the  resultant  number  of  deaths  is 
sizable. 

The  impact  of  influenza  epidemics  is  usually 
measured  in  tenns  of  excess  mortality.  How- 
ever, measurement  of  the  overall  effect  of  in- 
fluenza must  include  economic  loss  due  to  iob 
and  school  absence  and  the  cost  and  suffering 
caused  by  the  illness  even  in  the  absence  of 
death.  Thus,  for  perhaps  the  best  studied  in- 
fluenza epidemic,  Hong  Kong  flu  of  1968, 
Kavet  estimated  that  27,500  deaths  occurred 
and  the  approximate  total  cost  was  3.8  bil- 
lion dollars  in  the  U.S.  alone."  Excess  deaths 
in  the  U.S.  in  1957-58  associated  with  Asian 
flu  numbered  almost  70,000.®  The  worst  epi- 
demic on  record  occurred  from  1918  to  1919 
causing  an  estimated  20  million  deaths  world- 
wide and  about  500,000  deaths  in  the  U.S.®  ® 
INFLUENZA  DUE  TO  SWINE  TYPE  VIRUS 

Swine  influenza  virus  is  distinguished  from 
other  influenza  A viruses  by  its  surface  anti- 
gens.® Retrospective  serologic  studies  have 
implicated  Swine  flu  virus  as  the  cause  of  the 
1918-19  pandemic.’®  The  swine  strain  was 
prevalent  in  the  United  States  until  the  1930s. 
Since  then,  although  a frequent  cause  of  dis- 
ease in  swine,"  it  has  not  commonly  infected 
man.  A few  isolated  human  cases  have  been 
reported’^’’®  and  serologic  suiweys  indicate 
that  1 to  6 per  cent  of  tho  U.S.  human  popu- 
lation under  50  years  of  age  have  swine  anti- 
bodies. Such  antibodies  may  result  from  some 
crossover  serologically  with  other  A /influenza 
viruses  or  prior  infection  with  swine  virus 
acquired  from  pigs.  This  is  suspected  because 
swine  antibodies  are  more  frequent  in  fanu 
based  populations  than  in  urban  popula- 
tions." 

This  situation  changed  radically  in  Janu- 
ary and  February  of  this  year  when  cases  of 
swine  influenza  were  detected  in  the  midst  of 
an  AA^ictoria  outbreak  at  Fort  Dix,  New 


Jersey.  Viral  isolates  of  A/swine  virus  were 
obtained  from  five  military  recruits,  while  six 
additional  cases  were  confirmed  by  4-fold  sero- 
logic rises.  Surveys  showed  that  34  per  cent 
of  110  close  contacts  with  the  11  confirmed 
cases  had  swine  antibodies,  while  only  6 per 
cent  of  recruits  with  no  direct  contact  with 
cases  were  positive.  From  this  it  has  been 
estimated  that  as  many  as  500  cases  of  swine 
influenza  occurred  at  Fort  Dix.’"* 

RATIONALE  OF  THE  NATIONAL  INFLUENZA 
IMMUNIZATION  PROGRAM 

Even  though  it  has  been  six  months  since 
President  Gerald  R.  Ford  announced  the  Na- 
tional Influenza  Immunization  Program,  doubt 
about  the  program  has  persisted.’®  ’®”’  For 
this  reason  a review  of  the  decision-making 
process  and  the  program  rationale  seems  mer- 
ited. 

The  first  step  at  the  federal  level  was  to 
evaluate  what  the  likelihood  of  a swine  virus 
epidemic  would  be.  It  was  felt  that  an  epi- 
demic was  possible  because: 

1.  The  virus  had  demonstrated  capability 
for  human-to-human  spread. 

2.  There  are  a large  number  of  susceptible 
persons  in  the  population. 

3.  Whenever  a “new”strain  of  A influenza 
has  been  isolated  in  the  past,  it  has  been 
associated  with  a pandemic. 

The  magnitude  of  the  threat  of  an  epidemic 
could  not  be  quantified,  but  it  appeared  to  be 
a definite  possibility. 

The  second  step  was  to  decide  whether  a 
safe  and  effective  vaccine  could  be  produced, 
tested,  and  distributed  prior  to  the  onset  of 
the  influenza  season  this  winter.  It  was  felt 
that  this  could  be  done  and  that  immuniza- 
tions would  start  in  late  summer.  It  was  rec- 
ognized that  this  would  be  the  first  time  that 
an  influenza  vaccine  would  be  prepared 
against  a strain  that  had  not  yet  caused  ex- 
tensive epidemics.’® 

Next,  an  attempt  was  made  to  review  the 
potential  costs  and  benefits  of  the  program. 
Estimates  of  the  total  cost  of  the  program 
both  at  the  federal  and  state  levels  range 
from  $250  million  to  $350  million.  Using  the 
Hong  Kong  flu  cost  of  $3.8  billion  and  assum- 
ing that  the  program  would  reduce  morbidity 
and  mortality  by  70  per  cent,  it  was  estimated 
that  the  potential  savings  were  $2.6  billion. 
From,  this,  the  potential  benefit-to-cost  ratio 
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was  about  10  to  1.  It  was  recognized  that  if 
an  epidemic  did  not  come,  then  the  money 
spent  would  be  wasted.  In  fact,  this  wastage 
has  been  compared  to  the  wastage  that  oc- 
curs for  fire  insurance  if  fire  doesn’t  'occur. 
In  such  a case  all  one  gets  is  the  protection 
and  security  of  l)eing  prepared. 

Based  on  the  three  steps  outlined  above  it 
was  decided  that  a major  influenza  threat 
existed,  that  it  was  feasible  to  prepare  a vac- 
cine in  time  and  that  the  potential  benefits 
justified  the  expense  of  a nationwide  program. 

Some  have  sugested  that  vaccine  should  be 
produced  and  stockpiled  waiting  for  the  epi- 
demic to  start.  This  was  rejected  on  two 
gi’ounds.  Most  of  the  same  production  and 
planning  costs  would  be  incurred.  More  im- 
portantly, the  actual  administration  of  vac- 
cine on  a large  scale  wdll  take  months.  Thus, 
for  example,  if  all  3,000  available  jet  inject- 
ors are  used  each  giving  .500  immunizations 
per  hour,  eight  hours  per  day,  nearly  20  days 
would  be  required  to  immunize  the  entire 
population.  Since  influenza  epidemics  move 
rapidly  and  almost  from  the  start  are  multi- 
focal, it  was  felt  that  stockpiling  w’as  less 
than  “half  a loaf.’’*'* 

Further  criticism  of  the  federal  program 
has  centered  on  the  observation  that  swine 
flu  did  not  apparently  spread  to  surrounding- 
areas  of  New  Jersey  after  its  appearance  at 
Fort  Dix  and  that  other  outbreaks  have  not 
yet  occurred.  The  answer  to  this  is  that  seed- 
ing may  have  occurred,  but  that  transmission 
factors  (such  as  climate)  are  not  yet  ripe  for 
an  epidemic,  and  that  existing  surveillance 
methods  are  not  sensitive  enough  to  detect 
isolated  cases.  The  dynamics  of  epidemic 
strains  of  influenza  A viruses  during  the  year 
or  two  piror  to  an  epidemic  are  simply  not 
knowm. 

RHODE  ISLAND  IMMUNIZATION  PROGRAM 
ORIGINS 

After  discussion  with  federal  health  au- 
thorities in  April,  the  Rhode  Island  Depart- 
ment of  Health  decided  to  support  the  nation- 
al immunization  project.  Given  the  possibility 
of  an  epidemic  and  the  availability  of  a vac- 
cine, it  was  felt  that  every  effort  should  be 
made  to  make  such  a vaccine  available  to  R. 
I.  citizens.  From  the  start  the  Depart- 
ment has  felt  that  the  program  should  be  a 


joint  endeavor  between  the  health  and  com- 
munity organizations,  the  private  sector  of 
medicine  and  the  state.  V\/ithout  a broad 
“grass-roots”  base,  the  program  simply  could 
not  gain  the  public  acceptance  and  accessi- 
bility required  for  success. 

It  can  be  noted  that  the  cost-benefit  analy- 
sis for  Rhode  Island  is  even  more  favorable 
than  that  given  for  the  country  as  a whole, 
because  the  federal  government  will  provide 
the  vaccine  free  to  the  state.  If  epidemic 
swine  influenza  resembling  Hong  Kong  flu 
strikes  Rhode  Island,  it  can  be  estimated  that 
the  cost  to  society  will  be  about  $19.5  million. 
The  cost  to  implement  the  influenza  program 
in  Rhode  Island  -wdll  be  about  $360,000.  Al- 
lowing for  70  per  cent  effectiveness,  almost 
$14  million  will  be  saved  (beneflt-to-cost  i*a- 
tio  of  36:1),  if  swine  influenza  strikes  with 
the  same  impact  as  Hong  Kong  flu  had  in 
1968. 

In  July  the  Division  of  Epidemiology  of  the 
Department  of  Health  began  work  on  the 
Fight  Flu  Program  in  earnest.  Earlier  plan- 
ning was  not  possible  because  of  delays  in 
vaccine  production,  specifications,  and  time- 
tables. The  task  ahead  is  of  unprecedented 
size  and  must  be  done  in  a vei-y  narrow  time- 
frame.  Our  goal  is  to  immunize  over  70  per 
cent  of  the  population  of  the  state  in  the 
next  several  months.  Even  the  1960s  polio 
campaigns  in  Rhode  Island  did  not  exceed 
500,000  immunizations  over  a one  year  period 
of  time. 

VACCINE  SPECIFICS 

Detailed  Swine  influenza  vaccine  informa- 
tion will  be  sent  to  every  Rhode  Island  phy- 
sician. Two  Swine  influenza  vaccines  will  be 
available  only  from  the  Department  of 
Health : a bivalent  preparation  ( A/Swine  and 
A Victoria)  intended  exclusively  for  the  high 
risk  group  (the  aged  and  the  chronically  ill) 
and  a monovalent  preparation  (A/Swine 
alone)  for  the  general  healthy  population  18 
to  59  years  of  age.  No  PHS  recommendations 
have  yet  been  made  for  17  years  or  younger. 
It  is  anticipated  that  recommendations  for 
children  wfill  be  made  in  late  September  or 
October.  Until  these  recommendations  are 
made,  no  plans  can  be  developed  for  those 
under  18  years  of  age.  Vaccine  recommenda- 
tions are  summarized  in  Table  I. 

(Continued  on  next  page) 
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TABLE  1 

1976  Swine  Influenza  Vaccine  Recommendations 
Summary 


Recipient  Group 

Vaccine  Type 

Booster 

Risk 

Age 

Bivalent 

Monovalent 

High* 

18-24 

Yes-)- 

No 

Maybe 

High 

25 -f 

Yes 

No 

No 

Low 

18-24 

No 

Yes-f- 

Maybe 

Low 

25-59 

No 

Yes 

No 

*High  Risk:  Those  60  or  over  in  age  or  those  18  or 
over  with  chronic  cardiopulmonary  disease,  chronic 
renal  failure,  diabetes,  or  other  severe  metabolic 
diseases. 

+Whole  virus  vaccine,  when  available,  should  be  used. 


Monovalent  B vaccine  (B/Hong  Kong/ 72, 
Parke  Davis  and  Wyeth)  has  also  been  rec- 
ommended for  the  high  risk  group  by  the 
PhS  advisory  committee. This  vaccine  will 
only  be  available  through  usual  commercial 
channels.  It  will  not  be  incorporated  into  the 
Department  of  Health’s  Fight  Flu  Program 
for  several  reasons.  Influenza  B differs  epi- 
demiologically  from  its  relative,  influenza  A. 
While  epidemic  influenza  B may  cause 
some  excessive  mortality  among  the  elderly 
and  chronically  ill,  its  effects  do  not  approach 
the  morbidity  and  mortality  of  pandemic  in- 
fluenza A.  The  concurrent  administration  of 
influenza  B vaccine  with  Swine  influenza  vac- 
cine may  result  in  enhanced  side  effects.  Thus 
it  is  felt  prudent  to  give  the  two  vaccines 
separately.  It  is  important  that  physicians 
neither  order  nor  administer  influenza  B vac- 
cine in  the  belief  that  it  will  offer  protection 


against  Swine  influenza.  Influenza  vaccine  is 
type  and  strain  specific. 

SWINE  INFLUENZA  VACCINE  DISTRIBUTION  FOR 
RHODE  ISLAND 

To  provide  ready  availability  of  vaccine, 
a multiphasic  strategy  has  been  developed 
(Fig.  1).  Plans  for  vaccine  ordering  chan- 
nels, training,  logistics,  and  publicity  are  now 
almost  completed.  Only  tentative  dates  for 
the  various  phases  of  the  program  can  be 
given  at  this  time  since  finn  vaccine  ship- 
ment dates  have  not  yet  been  established  by 
the  federal  government;  these  dates  should 
be  fixed  by  mid-September.  Vaccine  allocation 
figures  for  Rhode  Island  are  also  still  some- 
what in  flux.  The  best  estimates  available  in- 
dicate that  in  excess  of  126,000  doses  of  biva- 
lent vaccine  will  be  available  for  the  high-risk 
group,  allowing  for  100  per  cent  coverage. 
About  300,000  doses  of  monovalent  vaccine 
should  be  available  for  the  healthy  population 
18  to  59  years  of  age;  this  allows  for  almost 
70  per  cent  coverage  and  should  be  adequate 
to  meet  anticipated  demand.  It  must  be  em- 
phasized that  participation  in  the  program  at 
all  levels  is  entirely  voluntary. 

About  the  beginning  of  November,  vaccine 
will  be  made  available  free  to  all  physicians. 
During  all  phases  of  the  progi’am  citizens  will 
be  encouraged  to  go  to  their  physicians  to  re- 
ceive the  vaccine.  While  no  charge  can  be 
made  for  the  vaccine  itself,  an  administra- 
tion fee  is  allowable.  Other  mechanisms  for 
vaccine  distribution  have  been  planned  for 
(Continued  on  page  418) 


FIGURE  1 

1976  RHODE  ISLAND  FIGHT  FLU  PROGRAM  — VACCINE  DISTRIBUTION  PHASES 


TARGET  POPULATION 

VACCINE 

APPRO.XIMATE  TIME  TABLE 

NOVEMBER  DECEMBIiR 

HIGH  AND  LOW  RISK: 

ALL  PERSONS  AGE  18  AND  OVER  DESIRING  VACCINE  BY  A 
PRIVATE  PHYSICIAN 

BIVAl,rNT 

MONOVALIOT 

PRIVAIE  PHYSICIANS 

HIGH  RISK: 

ALL  PERSONS  AGE  60  AND  OVER 

PERSONS  AGE  18  AND  OVER  WITH  QIRONIC  DISEASE 

BIVAUNT 

PHASE  I 

'/////^. 

LOW  RISK: 

EMPLOYEES  AND  FAMILIES  OF  lARGE  INDUSTRIES, 
HOSPITALS  AND  STATE  EMPLOYEES 

MONOVALENT 

PHASE  2A 

w//m 

LOW  RISK: 

GENERAL  HEALHIY  POPULATION  AGE  18-S9 

MONOVALENT 

PHASE  2B 
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Genetic  Counseling  In  Rhode  Island 


Service  Has  The  Potentiality  Of  Prevent- 
ing Many  Birth  Defects 


By  Dianne  Abuelo,  M.D.;  Gail  Barsel,  B.S.,  M.S.; 
S.  M.  Pueschel,  M.D. 

In  the  last  20  years  our  understanding  of 
genetic  disease  has  increased  enormously.  The 
field  of  human  genetics  has  been  expanding 
rapidly  since  1956  when  it  was  found  that  the 
human  cell  consists  of  46  rather  than  48 
chromosomes.  Shortly  thereafter,  in  1959,  Le- 
jeune  and  his  co workers  discovered  that  chil- 
dren with  Down  Syndrome  had  47  chromo- 
somes. The  field  of  cytogenetics  has  grown 
considerably  since  then  and  parallel  advances 
have  been  made  in  the  field  of  biochemical 
genetics.  For  example,  the  recognition  and 
treatment  of  phenylketonuria  (PKU)  has  be- 
come a routine  part  of  neonatal  care  in  Rhode 
Island  during  the  past  10  years.  State  laws 
mandate  screening  of  all  newborn  infants  for 
the  presence  of  PKU  in  Rhode  Island  and  in 
over  40  other  states.  Any  infant  found  to 
have  PKU  is  placed  on  a phenylalanine  re- 
stricted diet,  preventing  the  mental  retarda- 
tion which  occurred  in  the  past.  In  addition 
a Tay-Sachs  screening  program  has  been  initi- 
ated at  The  Miriam  Hospital  in  Providence. 
Screening  programs  for  other  congenital  dis- 
orders (hypothyroidism,  maple  syrup  urine 

DIANNE  ABUELO,  M.D.,  Consultant  in  Genetics, 
Rhode  Island  Hospital. 

GAIL  BARSEL,  B.S.,  M.S.,  Genetic  Counseling 
Coordinator,  Rhode  Island  Hospital. 

S.  M.  PUESCHEL,  M.D.,  Director,  Child  Develop- 
ment Center,  Rhode  Island  Hospital. 


disease,  homocystinuria,  tyrosinosis,  and  ga- 
lactosemia) are  presently  operating  on  a re- 
gional basis. 

Each  year  75  to  100  new  genetic  diseases 
are  described.  There  are  now  over  2000  Men- 
delian  autosomal  dominant,  recessive,  and 
sex-linked  gene  defects  catalogued.^  In  addi- 
tion, some  of  the  common  birth  defects  such 
as  cleft  lip  and  palate,  congenital  heart  de- 
fects, meningomyelocele  with  hydrocephalus, 
and  club  foot  have  been  found  to  be  polygenic 
or  multifactorial  in  origin. 

It  has  been  estimated  that  approximately 
one  third  of  all  pediatric  hospital  admissions 
are  related  to  genetic  disorders,®  that  a sig- 
nificant proportion  of  infant  mortality  results 
from  genetic  factors,  and  that  approximately 
50  per  cent  of  early  spontaneous  abortions 
demonstrate  gross  chromosomal  defects."* 

Although  treatments  have  been  developed 
for  some  of  the  biochemical  disorders,  many 
are  still  incurable  and  result  in  permanent 
disability,  mental  retardation,  and  much 
hardship  and  anguish  for  the  families  af- 
fected. Since  many  of  these  families  are  iden- 
tifiable as  being  at  high  risk  for  genetic  dis- 
ease, preventive  measures  become  possible. 

In  order  to  engage  in  primary  prevention, 
the  Genetic  Counseling  Center  at  Rhode  Is- 
land Hospital  has  been  established  to  provide 
comprehensive  genetic  counseling  to  any  cou- 
ple or  individual  residing  in  the  State  of 
(Continue<l  on  next  page) 
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Rhode  Island.  Indications  for  genetic  counsel- 
ing include  situations  in  which  a family  or 
individual:  1.)  has  had  a child  born  with  a 
congenital  abnormality;  2.)  assumes  to  be  at 
risk  for  having  a child  with  a congenital  ab- 
normality; 3.)  has  a history  of  repeated  mis- 
carriage, stillbirth,  or  infant  deaths;  4.)  is 
past  the  age  of  35  and  is  or  wants  to  become 
pregnant;  5.)  has  a history  of  excessive  ex- 
posure to  drugs,  radiation,  or  chemicals;  6.) 
is  married  to  or  planning  to  marry  a close 
j’elative;  or  7.)  belongs  to  an  ethnic  group 
which  has  a high  incidence  of  a particular  in- 
herited disease  (e.g.,  Tay-Sachs  disease  in 
Jewish  people,  sickle  cell  anemia  in  black  peo- 
ple, Thalassemia  in  people  of  Mediterranean 
origin). 

The  Genetic  Counseling  Center  consists  of 
a clinic  at  Rhode  Island  Hospital  and  11 
satellite  clinics  throughout  the  state.  These 
are  at  the  following  locations:  1.)  Pawtucket 
Memorial  Hospital;  2.)  East  Providence 
Health  Center;  3.)  Warwick  Community  Ac- 
tion Program;  4.)  Cranston  Health  Center; 

5. )  Burrillville  Visiting  Nurse  Association; 

6. )  Woonsocket  Family  Planning  Clinic;  7.) 
Newport  Visiting  Nurse  Association,  Family 
Planning  Center;  8.)  Tiverton  Visiting  Nurse 
Association,  Family  Planning  Center;  9.) 
Planned  Parenthood,  South  County;  10.) 
Women  and  Infants  Hospital,  Family  Plan- 
ning Center  (includes  an  ambulatory  amnio- 
centesis program) ; and  11.)  Meeting  Street 
School. 

The  presenting  problems  of  individuals  and 
families  who  request  our  services  are  dis- 
cussed at  weekly  genetic  counseling  confer- 
ences by  a team  consisting  of  a genetic  coun- 
seling coordinator,  the  director  of  the  Child 
Development  Center,  and  professionals  who 
are  trained  in  one  or  more  of  the  following: 
pediatrics,  cytogenetics,  and  clinical  genetics. 
Fellows,  resident  physicians,  and  medical  stu- 
dents are  invited  to  participate  in  the  genetic 
counseling  program. 

This  progi’am  is  jointly  supported  by  the 
National  Foundation-March  of  Dimes  and  the 
Rhode  Island  State  Department  of  Health  and 
is  presently  free  of  charge  to  the  patients. 
In  addition  to  providing  genetic  counseling 
for  families  and  individuals,  the  Genetic 
Counseling  Center  is  involved  in  a general 
educational  program  of  the  public  at  large. 


The  educational  aspects  of  the  program  in- 
clude various  television  and  radio  programs 
and  announcements,  newspaper  articles,  post- 
ers, and  brochures,  as  well  as  lectures  and 
symposia  relating  to  our  work. 

THE  PROCESS  OF  GENETIC  COUNSELING 
The  first  essential  in  genetic  counseling  is 
accurate  diagnosis.  Sometimes  patients  are 
referred  to  us  with  a definite  diagnosis, 
whereas  in  other  instances  the  genetics  team 
attempts  to  establish  a diagnosis.  Workup 
always  includes  a detailed  family  history  and 
pedigree.  Cytogenetic  and  biochemical  studies 
as  well  as  consultations  with  other  specialties 
are  often  needed.  Once  all  available  informa- 
tion has  been  gathered,  it  is  presented  at  the 
time  of  conference.  After  extensive  discussion 
the  approach  to  genetic  counseling  is  formu- 
lated. The  individual  or  family  then  returns 
for  another  appointment  and  is  informed  of 
the  diagnosis  (if  not  previously  known),  the 
etiology  of  the  condition,  its  management  and 
prognosis,  and  an  estimate  of  the  risk  of  oc- 
currence or  recuiTence  in  future  offspring. 
The  risk  varies  from  50  per  cent  for  auto- 
somal dominant  conditions  to  25  per  cent  for 
recessives,  approximately  5 per  cent  for  poly- 
genic conditions,  and  1 per  cent  for  moth- 
ers who  had  a child  wdth  Down  Syndrome. 
We  prefer  to  practice  “nondirective”  counsel- 
ing, that  is,  we  encourage  a frank  discussion 
and  provide  individuals  or  couples  with  all 
available  relevant  information  but  do  not  give 
specific  advice,  recommendations,  or  personal 
opinions.  Following  this  conference  a letter 
is  sent  to  each  patient  summarizing  the  es- 
sential points  of  the  discussion,  which  they 
may  keep  for  future  reference. 

AMNIOCENTESIS  PROGRAM 
When  a couple  is  at  risk  for  having  a child 
with  a condition  that  is  amenable  to  prenatal 
diagnosis,  we  offer  amniocentesis.  This  pro- 
cedure is  preferably  performed  at  approxi- 
mately the  15th  or  16th  week  of  gestation, 
and  results  are  usually  available  within  2 to 
3 weeks.  Our  most  common  indications  for 
amniocentesis  at  the  present  time  are  the 
following:  1.)  a previous  child  with  Down 
Syndrome  or  any  other  chromosomal  abnor- 
mality; 2.)  a chromosomal  abnoiTnality  in 
either  of  the  parents;  3.)  advanced  maternal 
(Continued  on  page  422) 
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Hepatic  Injury  Associated  With 
Quinidine  Therapy 


This  Is  The  Fifth  Reported  Case  Of  This 
Rare  Form  Of  Quinidine  Toxicity 


By  John  A.  Roque,  M.D. 

Quinidine,  an  isomer  of  quinine,  has  right- 
fully enjoyed  a secure  place  as  a useful  drug 
in  the  treatment  of  cardiac  arrythmias.  In 
this  regard  it  would  seem  to  be  firmly  estab- 
lished, as  it  has  certainly  stood  the  test  of 
time.  Although  supplanted  to  some  degree  by 
procainamide,  it  has  continued  to  enjoy  wide 
usage.  Side  effects  have,  for  the  most  part, 
been  limited  to  gastrointestinal  complaints 
such  as  nausea,  vomiting,  and  diarrhea,  al- 
though its  suppressant  effect  on  the  myocar- 
dium has  been  recognized.  Other  side  effects 
reported  include  atrioventricular  (AV)  block, 
extrasystoles,  paroxysmal  tachycardias,  and 
ventricular  fibrillation.  Hepatic  toxicity,  how- 
ever, has  rarely  been  noted.  In  fact,  as  far  as 
this  author  can  determine  only  four  cases  of 
this  disorder  have  been  reported  in  the  world 
literature. It  was  thought  worthwhile, 
therefore,  to  describe  what  appears  to  have 
been  a fifth  case  of  this  unusual  complication 
of  quinidine  therapy. 

CASE  REPORT 

D.K.,  a 56  year  old  white  female,  was  re- 
ferred to  the  author  by  her  own  physician 
because  of  sudden  onset  of  chest  pain  with 
heaviness  of  both  arms.  After  treatment  in 
the  Emergency  Room,  she  was  transferred  to 
the  Coronai'y  Care  Unit  where  an  episode  of 

JOHN  A.  ROQUE,  M.D.,  Physician,  Department 
of  Medicine,  St.  Joseph’s  Hospital;  Associate  Phy- 
sician, Department  of  Medicine,  Rhode  Island 
Hospital. 


ventricular  tachycardia  occurred  which  re- 
sponded to  lidocaine  infusion.  She  was  kept  on 
lidocaine  drip  until  her  fourth  hospital  day, 
at  which  time  it  was  discontinued,  and  the 
patient  was  placed  on  quinidine  orally.  Her 
course  immediately  following  this  was  fairly 
benign.  Serial  electrocardiograms  and  en- 
zymes supported  the  clinical  impression  of 
myocardial  infarction  but  no  further  anyth- 
mias  developed.  On  10/9,  her  twelfth  hospital 
day,  the  patient’s  temperature  rose  to  101  °F 
(38.3°C).  Although  she  complained  only  of 
mild  anorexia  and  slight  nasal  stuffiness.  She 
specifically  denied  sore  throat,  cough,  or  other 
symptoms.  Physical  examination  was  unre- 
markable, and  she  was  treated  with  Tylenol® 
and  bed  rest.  Her  febrile  course  continued, 
temperature  spiking  to  103. 4°F  (39.7°C)  on 
10/11,  her  fourteenth  hospital  day. 

She  complained  only  of  anorexia  and  weak- 
ness. Studies  during  this  period  included  a 
chest  x-ray  and  blood  culture,  both  of  which 
were  negative.  Hemograms  were  nonnal  with 
no  leukocytosis.  Urinalysis  results  were  nor- 
mal. Alkaline  phosphatase  rose  to  115  (N 
30-85).  Febrile  agglutinins  were  negative  ex- 
cept for  a 1 :80  positive  reaction  to  typhoid  0. 
Test  for  Australian  Antigen  was  non-reactive. 
Enzyme  levels  were  elevated,  as  follows : 
SCOT  which  had  risen  to  168  on  9/28,  the 
day  after  admission,  and  had  reached  a nor- 
mal level  of  15  on  10/6,  rose  to  75  on  10/11 
and  remained  elevated  throughout  the  rest  of 
(Continued  on  page  423) 
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Improvements  And  Expansion  Of  Medi- 
care Can  Point  Way  To  Workable  ISa- 
tional  Health  Insurance  Program 


By  Arthur  E.  Hess 


Everyone  who  has  played  a part  in  the 
planning  or  implementation  of  Medicare  can 
be  proud  of  its  accomplishments.  It  works 
well.  It  deserves  improvement  and  expansion. 
Basically,  it  is  a sound  foundation  on  which 
to  build  toward  a national  health  insurance 
program. 

There  are  a number  of  interim  steps  that 
we  could  take  even  as  we  continue  to  con- 
template the  larger  possibilities  of  national 
health  insurance.  Two  different  types  of 
“next  steps”  deserve  our  attention.  The  first 
type  is  programmatic  — changes  in  pro- 
gram provisions  that  are  consistent  with 
movement  toward  national  health  insurance 
and  that,  indeed,  may  significantly  contribute 
toward  defining  issues  and  may  provide  some 
further  experience  directly  applicable  to  the 
resolution  of  the  larger  national  health  in- 
surance picture.  The  second  area  is  simplifi- 
cation of  administration  — improvements  in 
structure  and  systems  that  would  simplify 
the  administrative  process,  improve  efforts 
currently  under  way  to  control  the  quality 
and  cost  of  medical  care,  and  help  to  prevent 
provider  abuse  and  fraud. 

.ARTHUR  E.  HESS,  recently  retired  Deputy  Com- 
missioner of  Social  Security. 


Reprinted,  with  permission,  from  Hospitals,  Journal 
of  the  American  Hospital  Association,  Volume  50, 
Number  5,  March  1,  1976,  Pp  49-53. 


There  is  a growing  realization  that  de- 
finitive action  on  the  larger  issue  of  universal 
national  health  insurance  is  much  farther 
off  than  anyone  would  have  thought  a year 
or  two  ago.  Both  the  President  and  Con- 
gress must  be  able  to  consider  the  need  for 
such  comprehensive  legislation  in  an  environ- 
ment that  is  not  so  deeply  overcast  by  fiscal, 
economic,  and  election-year  concerns.  A seri- 
ously unbalanced  budget  and  a continuing 
prospect  for  unacceptable  rates  of  inflation 
and  unemployment  will  continue  to  be  the 
overriding  concerns  in  terms  of  foreseeable 
fiscal  and  legislative  priorities.  Moreover,  the 
chances  of  getting  a legislative  consensus  in 
this  area  — not  to  speak  of  a meeting  of  the 
minds  between  the  Administration  and  the 
Congress  — have  become  inordinately  diffi- 
cult. 

We  must  therefore  ask  ourselves;  Why 
should  we  continue  to  postpone  consideration 
of  what  we  can  do  now  to  improve  coverage 
and  effectiveness  of  the  programs  for  the 
elderly,  the  indigent,  and  the  disabled?  These 
people  look  to  Medicare  and  Medicaid  every 
day  for  assurance  that  necessary  medical 
care  will  be  provided  and  paid  for.  We  should 


The  Editors  are  of  the  opinion  that  this  analy- 
sis represents  a fair  and  balanced  evaluation  of 
the  future  course  of  NHI.  It  is  reprinted  for  the 
information  of  our  readers. 
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not  wait  for  a global  solution  to  improve  their 
lot. 

If  we  set  up  certain  criteria  for  next  steps, 
some  refinements  in  present  programs  can 
be  made  that  are  relatively  noncontroversial 
and  that  make  sense  in  and  of  themselves. 
Indeed,  the  next  steps  in  Medicare  could  be 
designed  to  make  a major  contribution  to- 
ward the  ultimate  application  of  any  new 
national  health  insurance  provisions  for  the 
aged  and  dependent  populations. 

BASIC  PREMISES 

First,  any  national  health  insurance  pro- 
gram is  going  to  have  a basic  core  of  pub- 
licly financed  health  care  provisions  for 
those  who  are  retired  or  disabled  and,  per- 
haps, for  additional  low-income  persons  for 
whom  the  costs  of  health  insurance  coverage 
cannot  be  derived  solely  from  an  employer, 
employee  relationship.  We  can  sidestep  at 
this  time  the  issue  of  whether  national  health 
insurance  will  be  a single  comprehensive 
enactment  that  brings  basic  coverage  for 
all  under  a public  program  or  whether  it  will 
turn  out  to  be  the  piecing  together  of  sev- 
eral methods  of  coverage,  including  both  pri- 
vate insurance  and  public  financing. 

Second,  whatever  national  health  insur- 
ance may  turn  out  to  be,  the  final  enactment 
will  not  confront  the  nation’s  elderly  citizens 
with  the  abolition  of  Medicare.  I don’t  ex- 
pect we  will  end  up  testing  basic  eligibility 
cf  a Medicare  beneficiary  on  the  basis  of 
means  (even  though  we  may  take  means  into 
account  in  cost  sharing).  Nor  do  I think  w'e 
w'ill  substantially  increase  his  cost-sharing 
burden.  I do  expect  we  will  probably  come 
to  rely  more  on  general  revenues  in  this  par- 
ticular part  of  the  social  insurance  program. 
But  the  ultimate  pattern  will  preserve  the 
social  insurance  concept  at  least  for  the  aged 
and  seriously  disabled,  with  eligibility  for  a 
broad  range  of  benefits  as  a matter  of  right. 

Third,  I would  also  sidestep  the  question 
at  this  time  of  whether  this  same  core  public 
program  at  the  federal  level  for  the  aged 
and  disabled  is  the  best  vehicle  for  handling 
the  coverage  needs  of  the  rest  of  the  de- 
pendent population,  particularly  families  with 
dependent  children.  I happen  to  think  that 
here,  too,  we  may  end  up  federalizing  all  of 
Medicaid,  but  this  point  is  not  on  my  agenda 
of  immediate  next  steps. 


Fourth,  we  are  not  ready  now  to  realign 
the  current  roles  of  government  and  private 
insurance  in  Medicare,  and  the  role  of  the 
states  in  Medicaid  is  still  w’orth  pondering. 
How’ever,  we  could  realign  parts  of  the 
structure  of  Medicare  and  Medicaid  so  that 
these  two  government-administered  health 
programs  would  provide  more  rational  treat- 
ment for  the  population  groups  they  serve. 
Currently  they  overlap  wdth  respect  to  both 
clientele  and  services. 

In  sum,  the  time  is  ripe  to  develop  now 
for  possible  early  enactment  a set  of  changes 
that  would  not  require  too  much  new  money 
and  that  w'ould  significantly  improve  the  per- 
formance of  present  federal  programs  and 
simplify  their  administration. 

REVISING  PROGRAMS 

We  need  to  adjust  the  coverage  provisions 
and  eligibility  requirements  of  ^Medicare  to 
make  this  federal  program  the  basic,  com- 
prehensive program  for  all  of  the  elderly, 
providing  a full  range  of  hospital  and  medical 
services  but  leaving  certain  distinct  areas, 
such  as  long-tenn  care,  to  Medicaid.  For  all 
the  aged  — and  to  the  extent  possible  for 
the  disabled  — my  aim  would  be  to  eliminate 
the  dual  coverage  of  services  received  by  a 
beneficiary. 

Immediate  results  could  be  expected  in  the 
form  of  simplified  program  administration, 
improved  public  understanding,  and  strength- 
ened organizational  accountability  to  hold 
down  medical  care  costs  and  to  control  abuse. 
However,  these  advantages  cannot  be  made 
to  flow  simplj-  from  a change  in  present  fed- 
eral organizational  structure  or  by  moving 
responsibilities  for  present  programs  from 
one  part  of  HEW  to  another.  They  will  arise 
only  from  sorting  out  and  realigning  pro- 
grammatic provisions  now  fragmented  by 
law. 

My  specific  proposals  for  Medicare  are 
divided  into  two  categories:  Some  with  rela- 
tively modest  cost  and  high  payoff  for  im- 
proved administration  but  with  essentially 
no  new  coverage,  and  some  with  sizable  costs 
but  also  good  payoff  for  administrative  sim- 
plification and  high  potential  for  greater 
beneficiary  satisfaction  through  improved 
coverage. 

In  the  first  category,  the  Medicare  pro- 
gram should  be  substantially  improved  by: 
(Continued  on  next  page) 
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•Extending  eligibility  to  all  persons  age 
6n  and  over  for  both  hospital  and  medical 
coverage. 

•Eliminating  cost  sharing  (including  pre- 
miums) for  low-income  aged  and  disabled 
persons  who  are  eligible  for  supplemental 
security  income  (SSI). 

•Assuring  catastrophic  protection  for 
everyone  by  providing  for  upper  limits  on 
cost  sharing. 

•Modifying  reimbursement  provisions,  par- 
ticularly those  that  deal  with  physician  serv- 
ices, to  improve  both  the  payment  process 
and  cost  control  efforts. 

In  the  second  category,  with  appreciable 
added  net  cost,  it  would  be  highly  desirable 
to  proceed  with: 

•Combining  Parts  A and  B of  the  Medi- 
care law  and  eliminating  monthly  premiums. 

•Eliminating  the  spell  of  illness  concept 
by  providing  unlimited  in-patient  hospital 
days  in  a calendar  year,  relying  only  on 
utilization  review  and  professional  standards 
review  to  ensure  that  long-stay  cases  are 
proper. 

•Clarifying  and  expanding  somewhat  the 
coverage  of  posthospital  extended  care. 

•Covering  prescription  drugs  for  speci- 
fied chronic  conditions. 

With  these  changes  in  the  Medicare  pro- 
gram, the  Medicaid  program  should  be 
strengthened  and  would  continue  as: 

•The  basic  medical  program  for  families 
with  dependent  children  and  for  those  indi- 
gent and  disabled  persons  not  eligible  for 
Medicare. 

•A  supplemental  program  for  those  indi- 
gent, aged,  and  disabled  under  Medicare  who 
need  payment  for  certain  medical  services 
not  covered  by  that  program,  such  as  eye- 
glasses and  dentures. 

•The  primary  long-term  care  program 
providing  skilled  nursing  and  intermediate 
care  for  needy  persons  of  all  ages. 

You  will  recognize  that  this  approach  has 
elements  that  are  similar  to  some  of  the 
components  of  several  important  NHI  pro- 
posals now  on  the  national  scene.  Some  of 
my  components  are  separable  and  could  be 
removed  from  the  package  either  on  cost 
or  on  other  considerations.  I do  not  think 
that  extensions  of  such  coverage  as  vision 
care,  dental  care,  long-term  care  and  mental 


health  care  should  come  at  this  time.  They 
are  very  expensive,  and  they  move  into  areas 
where  the  role  of  Medicare  in  relation  to 
Medicaid  and  other  programs  needs  to  be 
further  examined.  We  should  distinguish  be- 
tween improvements  that  strengthen  existing 
roles  and  those  that  call  for  new  roles. 

SPECIFIC  STEPS 

The  most  crucial  technical  problem  to  be 
addressed  in  providing  comprehensive  bene- 
fits for  the  aged  and  the  disabled  is  how  to 
treat  those  who  cannot  be  expected  to  meet 
deductibles  and  coinsurance  because  of  low 
income  and  inadequate  resources? 

A practical  solution  is  at  hand.  It  is  to 
provide  automatic  relief  from  cost  sharing 
for  all  SSI  eligibles  (including  those  eligible 
for  state  supplemental  payments  only)  and, 
thus,  immediately  to  link  together  in  a 
single  process  the  payment  decisions  with 
those  that  are  necessary  to  excuse  the  low- 
income  person  from  cost  sharing. 

A simplified  concept  of  catastrophic  pro- 
tection could  be  readily  achieved  by  relying 
on  the  SSI  decisional  process  to  identify  per- 
cons  on  the  low-income  side  and  by  limiting 
the  maximum  liability  for  cost  sharing  of 
all  others.  The  effort  to  introduce  in  any 
national  health  insurance  scheme  or  in  a 
catastrophic  Medicare  provision  a set  of  in- 
come criteria  different  from  those  used  for 
cash  payments  — especially  a sliding  scale 
that  would  require  a vast  number  of  periodic 
income  determinations  in  order  to  avoid  only 
small  inequities  in  cost  sharing  — would 
be  counterproductive  at  best  and  would  prob- 
ably result  in  total  confusion  of  beneficiaries 
and  providers  and  in  a systems  disaster. 

It  can  be  argued  that  not  all  persons  with 
similar  income  will  be  treated  similarly. 
Many  states  supplement  the  SSI  payment, 
allowing  persons  to  receive  cash  and/or 
medical  assistance  although  their  incomes 
are  at  varying  levels  above  the  national 
standard.  Superficially,  this  seems  inequit- 
able. However,  state  supplementation  exists 
for  the  very  reason  that  it  is  necessary  to 
recognize  cost-of-living  differentials  between 
states  or  within  a state.  Even  though  there 
are  other  factors,  such  as  the  state’s  capa- 
bility to  finance  these  payments,  that  may 
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bring-  the  rationale  into  question,  nonethe- 
less, it  may  be  assumed  that  states  will,  gen- 
erally, maintain  SSI  supplementation  cover- 
age where  living  costs  substantially  exceed 
the  national  base. 

It  can  also  be  argued  that  there  would  be 
income-related  notches  immediately  above 
the  SSI/state  supplement  levels.  However, 
these  would  be  minimal  and  their  impact 
would  not  be  so  serious  because  they  would 
operate  only  on  the  cost-sharing  require- 
ment and  would  not  be  the  kind  of  notches 
we  can  now  have  in  Medicaid,  where  the  dif- 
ference of  a few  dollars  of  income  can  mean 
the  difference  between  eligibility  and  non- 
eligibility for  services.  Indeed,  this  approach 
would  have  the  advantage  of  eliminating,  to 
some  considerable  extent,  the  income-related 
“notches.”  The  expansion  of  Medicare  cov- 
erage and  the  placing  of  a limit  on  total 
liability  for  cost  sharing  would  make  it  less 
likely  that  an  individual  would  become  medi- 
cally needy.  Moreover,  if  he  is  borderline 
SSI  eligible  because  of  low  annual  income 
and  is  forced  to  deplete  his  resources,  he 
could  then  become  eligible  for  the  no-cost- 
sharing SSI  classification. 

LIBERALIZATION  OF  BENEFITS 

Each  of  the  benefit  extensions  or  modifi- 
cations suggested  represents  an  effort  to 
provide,  at  modest  cost  increases,  a more 
comprehensive  basic  coverage  than  the  cur- 
rent Medicare  program.  If  cost  constraints 
remain  matters  of  overriding  consideration, 
it  would,  of  course,  be  possible  to  skip  one 
or  more  of  the  benefit  extensions.  Each, 
however,  has  a rationale  that  relates  to  sig- 
nificant redefinition  of  role  and  to  laying 
the  administrative  and  programmatic  ground- 
work for  experience  leading  to  national 
health  insurance  decisions. 

LONG-TERM  CARE 

Medicare  made  a very  real  contribution 
at  its  start  by  financing  alternative  arrange- 
ments for  patients  who  are  recovering  from 
posthospital  episodes.  The  attempt,  however, 
to  define  the  circumstances  under  which 
postacute  care  can  be  given  in  terms  of  the 
need  for  continuous  skilled  nursing  care  in  a 
skilled  nursing  facility  (or  the  need  for  in- 
termittent nursing  care  to  qualify  for  home 
health  services)  has  been  only  partially  suc- 
cessful. Recuperation  of  a postacute  patient 


frequently  requires  the  support  of  an  array 
of  health-related  and  social  services  and  the 
maintenance  of  the  individual  in  a protected 
situation  for  a period  during  which  he  is  not 
yet  ready  to  function  fully  on  his  own  or 
during  which  the  family  is  not  yet  fully  able 
to  take  over.  Moreover,  the  terminally  ill 
patient  is  not  satisfactorily  cared  for  under 
this  concept. 

For  reasons  of  cost  and  because  I do  not 
think  Medicare  should  really  get  into  long- 
term care,  I propose  to  continue  the  present 
skilled  nursing  care  provision  that  provides 
up  to  100  days  of  skilled  nursing  care  if 
needed  following  a qualifying  three-day  hos- 
pital stay  and  to  make  sure  this  benefit 
covers  the  temiinally  ill.  In  addition,  each 
hospital  patient  should  be  guaranteed  at 
least  20  days  of  posthospital  extended  care 
each  year  simply  upon  certification  of  neces- 
sity by  the  attending  physician.  This  would 
allow  a period  during  which  there  would  be 
certainty  that  the  skilled  nursing  benefit 
would  be  paid  as  the  individual  moves  from 
the  hospital  and  will  make  for  a smoother 
transition  toward  alternate  modes  of  pro- 
viding health  care  services. 

For  the  long  run,  we  ought  to  put  more 
money  into  home  care.  A revised  program 
that  would  do  away  with  distinctions  be- 
tween Part  A and  Part  B of  Medicare  could 
provide  200  home  health  visits  per  calendar 
year,  with  no  prior  hospital  stay  require- 
ment but  subject  to  the  present  Medicare 
criteria.  Then,  I would  rely  on  emerging  ex- 
perience from  a number  of  experiments  that 
are  now  being  conducted  to  determine  the 
appropriateness  of  situations  in  which  the 
services  of  a home  health  aide  (independent 
of  any  need  for  nursing  care)  or  other  re- 
laxations of  the  Medicare  criteria  for  organ- 
ized home  health  services  are  shown  to  make 
a useful  difference  to  the  individual  and  his 
family. 

ADMINISTRATION 

The  proposed  revisions  to  Medicare  would 
pennit  simplification  of  current  systems  and 
of  administrative  structure.  Simplified  re- 
quirements for  data  input  and  data  process- 
ing reduce  the  chances  for  error  and  greatly 
improve  the  dealings  of  patients  and  pro- 
viders with  the  program.  The  simplifications 
include: 

(Continued  on  page  424) 


Medicare  Provides  Foundation  for  NHI 


411 


Remarks  Of  The  President  Of  Blue  Shield 
Of  Rhode  Island 


The  Rhode  Island  Blue  Shield  Is  Highly 
Regarded  Both  ISationally  And  Locally 


By  Arthur  F.  Hanley 


My  report  to  you  this  afternoon  will  be 
brief  but  I think  representative  of  the  activi- 
ties and  accomplishments  of  your  Corporation 
during  1975.  I also  will  address  myself  to 
those  subjects  that  have  a significant  bearing 
on  the  future  of  Blue  Shield  of  Rhode  Island. 

Enrollment  felt  the  ravages  of  our  de- 
pressed state  and  national  economy  during 
1975.  Several  factors  combined  to  reduce 
slightly  overall  membership  in  Blue  Shield, 
including  the  extensive  Navy  cutbacks  in  the 
state,  the  very  high  unemployment  rate,  and 
the  effects  of  inflation  on  the  viability  of  our 
business  community.  At  year  end  Blue  Shield 
recorded  749,359  subscribers,  a reduction  of 
7,331  over  the  year  1974.  Losses  of  member- 
ship were  far  less  than  we  had  anticipated 
for  the  year,  and  were  kept  minimal  through 
the  acquisition  of  new  accounts  that  selected 
Blue  Shield  over  their  existing  commercial 
insurance  company  carriers.  Notable  among 
the  new  accounts  enrolled  was  the  Carpenters 
Health  & Welfare  group,  representing  3,600 
subscribers.  The  year  ahead  appears  very  op- 
timistic in  terms  of  additional  enrollment. 
Several  major  unenrolled  group  accounts  are 
seriously  considering  transferring  to  mem- 
bership in  Blue  Shield  from  existing  competi- 
tive insurers.  The  improvement  expected  in 
the  national  and  local  economy  will  also  have 
a positive  impact  on  enrollment  during  1976. 

It  is  most  pleasing  to  report  that  enroll- 

Read  at  the  27th  Annual  Meeting  of  the  Corporation 
of  Blue  Shield  of  Rhode  Island  on  March  10,  1976. 


ment  in  the  Blue  Shield  100  program  contin- 
ues to  increase,  with  some  75  per  cent  of  the 
total  membership  covered  by  that  excellent 
program.  We  extend  thanks  to  the  1,200  par- 
ticipating physicians  who  have  joined  togeth- 
er to  make  Blue  Shield  100  workable.  Without 
their  support  the  Blue  Shield  100  subscriber 
contract  wouldn’t  be  worth  the  paper  it  is 
printed  on.  Without  physician  support  there 
would  be  no  Blue  Shield  100  program. 

In  addition  to  the  growth  of  Plan  100,  the 
Major  Medical  program  continued  its  growth 
during  1975.  Some  70  per  cent  of  the  sub- 
scriber body  now  enjoys  the  benefits  of  major 
medical  protection. 

While  benefit  payments  under  Blue  Shield 
increased  by  nearly  $8,000,000  in  1975  to 
reach  a new  high  of  $39,000,000  for  the  year, 
and  while  subscribers  continued  to  upgrade 
their  coverage  to  more  realistic  benefit  pro- 
grams, premium  rates  have  proven  to  be  in- 
adequate to  support  the  benefits  being  used 
by  subscribers.  Blue  Shield  incurred  a finan- 
cial loss  of  $2,660,000  during  the  year,  re- 
serve funds  have  been  exhausted,  the  Cor- 
poration is  technically  insolvent,  and  a re- 
quest for  increased  rates  must  be  filed  with 
the  State  Director  of  Business  Regulation. 

The  rate  relief  granted  by  the  Director  ef- 
fective last  September  and  projected  to  cover 
claims  expenses  and  maintain  a reserve  level 
of  one-half  month  of  claims  and  related  ex- 
penses proved  to  be  totally  inadequate.  In 
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Increased  Public  And  Physician  Confi- 
dence, Administrative  Efficiency,  And 
Financial  Stability  Are  Future  Goals 


By  William  J.  MacDonald,  M.D. 

Each  year  at  the  annual  meeting  it  is  cus- 
tomary for  the  chairman  of  the  Board  to 
present  a report  to  the  coiTJoration  of  Blue 
Shield.  After  one  year  as  chairman,  I have 
come  better  to  appreciate  the  many  factors 
which  have  made  our  Plan  one  of  the  best  in 
the  country  and  some  of  the  dangers  which 
threaten  this  enviable  position. 

In  order  for  a health  insurance  Plan  to 
maintain  an  outstanding  performance  record, 
there  are  several  forces  involved  in  the  de- 
livery of  medical  care  which  must  interact 
positively  with  one  another.  I should  like  to 
comment  on  the  four  forces  which  I consider 
most  important.  First  is  the  efficiency  and 
responsiveness  of  the  administrative  staff. 
Second  is  the  support  and  confidence  of  the 
Plan’s  participating  physicians.  Third  is  the 
confidence  and  support  of  the  community  of 
subscribers,  and  fourth  is  the  informed  and 
balanced  cooperation  of  the  department  of 
Business  Regulation. 

The  administrative  ability  of  a Blue  Shield 
organization  can  best  be  measured  by  the 

WILLIAM  J.  MacDOXALD,  M.D.,  Past  Presi- 
dent, Rhode  Island  Medical  Society  and  Provi- 
dence Medical  Association;  Former  Vice  Chairman, 
SEARCH ; and  Assistant  Clinical  Professor  of  Ob- 
stetrics and  Gynecology,  Brown  University  Program 
in  Medicine. 

Read  at  the  27th  Annual  Meeting  of  the  Corporation 
of  Blue  Shield  of  Rhode  Island  on  March  10,  1976. 


Plan’s  overall  perfomiance,  and  specifically 
by  economy  of  operation,  speed  and  efficiency 
in  the  processing  of  claims,  and  responsive- 
ness to  the  needs  of  the  community  by  ex- 
perimenting with  and  initiating  new  pro- 
grams which  improve  the  quality  of  care  or 
provide  lower-cost  alternatives  of  care.  The 
Rhode  Island  Blue  Shield  Plan  has  been  for- 
tunate through  the  years  in  having  an  out- 
standing administrative  staff. 

A review  of  the  record  clearly  documents 
this  statement: 

• The  Plan  performance  review  conducted 
by  the  National  Association  of  Blue  Shield 
Plans  (NABSP)  and  the  Blue  Cross  Associa- 
tion (BCA)  during  1975  confirmed  what  we 
had  known  for  some  time  — that  our  Plan  is 
consistently  one  of  the  best  in  the  country. 

• During  1975,  a year  of  double  digit  in- 
flation, the  Plan’s  administrative  costs  as 
related  to  subscriber  premiums  decreased 
from  9.1  per  cent  in  1974  to  8.6  per  cent  in 
1975. 

• Blue  Shield  claims  processing  time  dur- 
ing 1975  was  6.35  calendar  days,  one  of  the 
best  records  for  any  Blue  Shield  Plan.  In 
addition,  claims  processing  cost  was  also  con- 
siderably below  the  national  Plans’  average. 

• In  its  capacity  as  cander  for  Federal 
Medicare  Part  B,  our  Rhode  Island  Plan  was 
one  of  the  most  efficient  canders  as  deter- 

( Continued  on  next  page) 
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mined  by  numerous  government  audits. 

The  Plan’s  responsiveness  to  the  health 
care  needs  of  Rhode  Island  are  also  well  doc- 
umented ; 

© The  development  of  Blue  Shield  100  in 
1968  was  in  direct  response  to  the  market’s 
need  for  paid-in-full  coverage.  Today  more 
than  70  per  cent  of  our  subscribers  benefit 
from  this  program. 

• Plan  65  was  developed  to  fill  the  gaps  in 
Federal  Medicare  coverage.  As  the  govern- 
ment each  year  decreases  the  protection  af- 
forded by  Medicare,  Plan  65  has  become  of 
increasingly  vital  importance  to  the  elderly. 

• More  recently  Blue  Shield  has  led  the 
way  in  the  development  of  lower  cost  health 
care  alternatives  such  as  same-day  surgery 
programs,  skilled  nursing  facility  benefits, 
home  care,  and  other  programs.  Blue  Shield 
has  also  been  actively  involved  in  developing 
an  alternative  to  health  care  delivery  through 
health  maintenance  organizations  in  Bristol 
and  Newport. 

This  record  of  performance  and  accomp- 
lishment is  one  in  which  we  can  all  take  pride 
and  one  which  gives  us  confidence  in  the  abil- 
ity of  the  Plan  to  meet  the  challenges  ahead. 

The  Plan’s  record  of  success  is  also  directly 
attributable  to  the  high  level  of  support  by 
Rhode  Island  physicians.  Ninety-five  per  cent 
of  Rhode  Island’s  physicians  have  voluntary 
agreements  with  Blue  Shield.  These  physi- 
cians have  agreed  to  accept  a fraction  of  the 
usual  fees  from  the  diminishing  number  of 
under-income  Plan  A and  B subscribers  and 
usual,  customary,  and  reasonable  (UCR)  fees 
for  the  rapidly  increasing  number  of  Plan  100 
subscribers.  This  physician  support  has  made 
the  Plan  attractive  to  the  public  and  to  the 
many  employers  who  provide  Plan  100  as  part 
of  their  employment  benefits.  Our  physicians 
have  shown  commendable  restraint  in  in- 
creases in  fee  profiles  during  the  past  several 
years.  While  the  cost  of  living  index  has  in- 
creased 47.1  per  cent  in  the  past  six  years, 
physicians’  fee  profiles  have  increased  by  ap- 
proximately 20  per  cent.  It  is  unrealistic  not 
to  expect  reasonable  increases  in  physicians’ 
fee  profiles  this  year  as  a result  of  the  per- 
sistent inflation  and  the  unprecedented  ex- 
orbitant increase  in  malpractice  insurance 
premiums  since  the  last  fee  schedule  revision. 


The  third  factor  to  which  I wish  to  address 
myself  this  evening  is  public  confidence  in 
Blue  Shield.  Here  in  Rhode  Island  and  nation- 
ally Blue  Shield  Plans  are  paying  the  price  of 
being  number  one.  The  price  is  high,  and  it 
comes  in  the  form  of  harsh  public  scrutiny 
by  government,  the  press,  and  so-called  con- 
sumer representatives.  Despite  frequent  crit- 
ical attacks  on  non-governmental  programs 
such  as  our  Plans,  I believe  the  confidence  of 
the  public  in  the  reliability  and  efficiency  of 
Blue  Shield  remains  high,  as  evidenced  by 
high  enrollment  and  by  public  surveys  which 
consistently  give  high  marks  to  our  Plan. 

I hope  the  public  has  carefully  considered 
the  implications  of  a recent  study  on  the 
processing  of  Medicare  A claims  by  the  gov- 
ernment’s general  accounting  office.  The  re- 
port presented  the  results  of  a study  of  the 
relative  cost  of  processing  Medicare  A claims 
by  the  social  security  administration,  two 
Blue  Cross  Plans,  and  two  commercial  insur- 
ance carriers.  The  report,  requested  by  the 
House  Ways  and  Means  Committee  as  part  of 
its  work  in  considering  national  health  insur- 
ance, showed  the  social  security  administra- 
tion cost  to  be  $12.39  per  claim  as  compared 
to  costs  of  $7.31  and  $3.35  for  the  Blue  Cross 
Plans.  The  commercial  carriers’  cost  fell  be- 
tween the  high  SSA  cost  and  low  Blue  Cross 
costs. 

Another  good  example  of  the  price  we  pay 
for  being  number  one  is  the  attention  which 
has  been  focused  on  Blue  Shield  Plans  nation- 
ally in  the  form  of  a Federal  Trade  Commis- 
sion probe  to  determine  if  heavy  physician 
involvement  in  the  Plans  has  stifled  competi- 
tion and  contributed  to  the  rising  cost  of 
health  care.  The  bylaws  of  Blue  Shield  of 
Rhode  Island  hitherto  and  of  many  Blue 
Shield  boards  nationally  provide  for  a major- 
ity of  physicians  on  the  board  of  directors 
and  on  the  corporation.  Even  though  our 
board  of  directors  had  already  considered  and 
voted  approval  of  the  bylaw  changes  being 
presented  this  evening  long  before  the  an- 
nouncement of  the  FTC,  the  implications  of 
this  probe  are  harmful  to  the  reputation  of 
the  Plans  nationally.  Concern  over  the  com- 
position of  our  Boards  has  been  the  subject 
of  some  persistent  criticism  by  the  local  press 
and  government  agencies  in  recent  years. 

(Continued  on  page  427) 
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UNNECESSARY  SURGERY,  SURGICAL  DEATHS,  AND 
SECOND  OPINIONS 


The  Report  of  the  Congressional  Subcom- 
mittee on  Oversight  Investigation  under  the 
Chairmanship  of  Representative  John  E.  Moss 
of  California  released  in  January  of  this  year 
contended  that  in  1974  2.38  million  unneces- 
sary surgical  procedures  were  performed,  and 
that  “Unnecessary  surgery  led  to  11,900 
deaths  last  year.”  At  about  the  same  time 
the  New  York  Times  in  its  famed  series  of 
articles  on  American  medicine  stated  that  in 
1975  there  were  472,000  cholecystectomies 
performed  in  the  United  States  with  6,700 
deaths  (1.4  per  cent).  The  article  claimed 
that  14  per  cent  of  the  cholecystectomies 
were  “not  recommended”  (whatever  that  sig- 
nifies) leading  to  the  unsupported  conclusion 
that  nearly  1,000  patients  subjected  to  cho- 
lecystectomies were  the  victims  of  “avoida- 
ble deaths.” 

In  a much  quoted  December  1974  paper  in 
the  New  England  Journal  of  Medicine  Mc- 
Carthy and  Widmer  reported  on  a New  York 
study  in  which  board  certified  specialists 
were  asked  to  review  recommended  elective 
surgical  procedures.  The  original  recommen- 
dation was  “not  confirmed”  in  16.4  per  cent 
or  cases.  The  rate  of  nonconformation  for 
cholecystectomies  was  12  per  cent.  This  study 
was  later  criticized  in  the  Journal  on  several 
accounts.  It  failed  to  describe  the  training  of 
those  physicians  who  recommended  the  elec- 
tive surgery,  take  into  account  the  possible 
bias  of  the  consultants,  or  in  fact  produce 
any  evidence  as  to  whether  the  second  opin- 
ion was  necessarily  more  in  the  patient’s  in- 
terest than  the  first.  Doctor  Franz  J.  Ingel- 
finger.  Editor  of  the  New  England  Journal  of 
Medicine  and  himself  an  eminent  gastroen- 
terologist, concludes  that  at  least  a third  of 
the  second  opinions  in  respect  to  cholecys- 


tectomy were  in  error,  especially  since  many 
of  the  indications  for  elective  removal  of  the 
gallbladder  are  “highly  controversial.”  Fur- 
themioi-e,  the  mortality  rate  of  1.4  per  cent 
for  cholecystectomy  obtained  from  the  Com- 
mission on  Hospital  and  Professional  Activ- 
ities undoubtedly  applies  to  cholecystecto- 
mies for  all  indications  (including  acute  gall- 
bladders and  those  requiring  common  duct 
explorations),  as  the  mortality  for  elective 
cholecystectomy  is  certainly  less  than  0.3  per 
cent  and  probably  as  low  as  0.1  per  cent. 

In  a recent  editorial  on  the  same  subject 
in  JAMA  the  procedure  followed,  the  defini- 
tions employed,  and  the  data  used  by  the 
Congressional  Committee  were  seriously  ques- 
tioned. As  pointed  out  in  the  editorial  the 
Committee  began  its  study  without  first  de- 
fining the  nature  of  the  problem  being  in- 
vestigated. Finding  the  correct  answers  de- 
pends upon  asking  the  right  questions.  The 
editorial  continues: 

“Definitions  of  what  constitutes  unneces- 
sary surgery  were  developed  during  the  hear- 
ings, and  thus  the  problem  was  defined  in 
terms  of  answers  that  the  committee  wanted 
to  hear.  This  backward  approach  was  further 
distorted  by  anecdotal  evidence  from  persons 
who  had  undergone  surgery  and  by  testimony 
only  from  physicians  prejudiced  to  one  side 
of  the  question.  Finally,  data  developed  from 
limited  regional  studies  were  extrapolated  to 
encompass  all  surgical  procedures  performed 
in  the  United  States.” 

The  several  papers  on  which  the  claims  in 
the  Report  and  the  Times  articles  were  based 
appeared  at  various  times  in  the  New  Eng- 
land Journal  of  Medicine.  After  a systemic 
analysis  of  the  distortions  in  both  the  Sub- 
committee Report  and  the  Times  series,  In- 
( Continued  on  next  page) 
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gelfinger  expresses  his  dismay  over  the  mis- 
use of  material  from  his  publication:  “Lay 
media,”  he  states,  “while  relying  on  the  rep- 
utation of  the  Journal,  ignore  the  caveats 
and  qualifications  and  translate  the  news  for 
the  public  into  accounts  that  are  occasionally 
erroneous,  and  frequently  unbalanced,  and, 
even  if  accurate  in  text,  may  appear  under 
misleading  banners.”  He  deplores  this  “curv- 
ed-mirror image”  and  hopes  that  material 
from  his  “pretigious”  Journal  will  be  used  by 
far  more  pretigious  Congressional  commit- 
tees and  the  New  York  Times  “in  a manner 


that  is  consistent  with  their  status  and  rep- 
utation.” 

We  also  decry  the  misuse  of  information 
published  in  our  esteemed  neighbor  and  con- 
temporary and  trust  that  the  political  oper- 
atives and  the  media  will  give  equal  exposure 
to  his  analysis  of  the  distortions  and  bias  in 
the  published  Report  and  articles. 
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THE  UNITED  WAY 


Americans  have  a long  tradition  of  caring 
for  one  another.  In  this  Bicentennial  year, 
it  is  interesting  to  note  that  in  the  State 
of  Rhode  Island,  organized  community-wide 
concern  for  the  less  fortunate  began  more 
than  50  years  ago.  Providence  Community 
Fund,  United  War  Fund  Campaign,  Rhode 
Island  Community  Chest,  Inc.,  United  Fund 
— by  whatever  name  it  has  been  called  — 
the  impulse  is  the  same:  Humanity  — a 
feeling  of  responsibility  for  one’s  less  for- 
tunate neighbors. 

Now  we  call  it  the  United  Way.  What  did 
the  dollars  you  contributed  to  last  year’s 
campaign  do  for  you  and  your  neighbor? 
They  helped  a crippled  child,  the  senior  citi- 
zen, financed  youth  guidance  and  recrea- 
tional programs,  helped  a family  stay  to- 
gether through  counseling,  helped  a disaster 


victim  to  pick  up  the  pieces,  and  much  more. 

There  are  over  130  participating  agencies 
in  the  United  Way.  Each  provides  a needed 
service.  Each  can  do  only  as  much  as  your 
dollars  make  possible. 

This  year  with  unemployment  and  infla- 
tion still  major  concerns,  and  other  social 
problems  mounting,  such  as  drug  abuse  and 
alcoholism,  your  dollars  are  needed  more 
than  ever.  The  many  human  services  pro- 
vided by  the  United  Way  make  our  com- 
munity a better  place  to  live.  Physicians 
should  be  especially  aware  of  the  needs  of 
the  community  and  of  the  superb  seiwices 
provided  by  the  member  agencies. 

In  this  Bicentennial  year,  do  your  share 
to  continue  the  legacy  and  spirit  of  com- 
munity giving  established  by  our  ancestors. 
Give  now  and  give  your  fair  share. 
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To  the  Editor: 

I recently  received  the  following  expression 
of  appreciation  from  an  attorney  in  South 
Carolina  who  represented  a Rhode  Island 
resident  treated  in  th«t  state.  The  quality  of 
medical  practice  in  Rhode  Island  is  som.etimes 
less  appreciated  by  our  local  residents  than 
by  visitors  to  the  state. 

“I  very  much  appreciated  meeting  you 
while  in  Providence,  Rhode  Island  recently 
and  was  very  much  impressed  with  the  pro- 
fessionalism of  the  physicians  located  in 
that  city.  I do  not  think  I have  ever  met  a 
more  qualified  group  of  physicians,  nor  a 
group  who  genuinely  evinced  such  an  in- 
terest in  their  patients.” 

A.  A.  Savastano,  M.D. 

^ z ^ 

To  the  Editor: 

As  the  Commander  of  the  largest  military 
health  care  delivei’y  system  in  the  New  Eng- 
land states,  I am  writing  your  society  to 
introduce  your  physicians  to  a unique  form 
of  practice  ....  Army  Medicine.  The  elim- 
ination of  the  Physician  Draft  has  caused 
many  physicians  to  view  an  experience  in 
military  medicine  as  a totally  voluntary  op- 
portunity.  We  believe  that  we  can  offer 
today’s  physician  an  extremely  attractive 
professional  and  social  alternative  to  private 
practice. 

Here  at  Cutler  Army  Hospital,  Fort  Dev- 
ens,  Massachusetts,  there  are  a number  of 
physician  vacancies  in  internal  medicine,  gen- 
eral medicine,  pediatrics,  and  anesthesia.  We 
offer  today’s  physician  an  environment  in 
which  he  or  she  can  pursue  the  practice  of 
pure  medicine  as  other  health  professionals 
manage  the  administrative  tasks.  Today’s 
Army  Medical  Department  offers  guaranteed 
assignments  for  physicians  and  a competi- 
tive salary  with  numerous  benefits. 

Physicians  who  are  interested  in  obtaining 
information  pertinent  to  a medical  practice 
at  Fort  Devens  are  encouraged  to  contact 
CPT  Peter  D.  Tremblay,  Personnel  Procure- 
ment Office,  (617)  796-2004.  Through  CPT 
Tremblay,  a tour  of  our  facilities  as  well  as 


a meeting  with  Army  physicians  can  be  ar- 
ranged. I would  appreciate  your  publishing 
this  letter  in  your  next  periodical  if  possible. 
Thank  you  for  your  consideration  in  this 
matter. 

Eugene  P.  Hyland,  M.D. 
Colonel,  MC 
Commanding 

Department  of  the  Army,  Headquarters  Cut- 
ler Army  Hospital,  Fort  Devens,  Massa- 
chusetts 01433. 


To  the  Editor: 

In  a letter  dated  May  4,  1976,  I asked  the 
help  of  state  medical  societies  in  advising 
their  membership  of  the  legal  consequences 
of  rebate  arrangements  with  clinical  labora- 
tories in  the  Medicare  program.  I am  grate- 
ful that  many  of  you  included  that  informa- 
tion in  your  routine  newsletters.  I am  writing 
once  again  to  ask  that  you  consider  bringing 
another  matter  to  the  attention  of  your 
membership.  This  relates  to  claims  for  Medi- 
care reimbursement  for  laboratory  services. 

Medicare  reimbursement  rules  require  that 
the  reasonable  charge  for  a laboratoiy  test 
that  was  perfoiTned  by  an  independent  lab- 
oratory, but  billed  by  the  attending  physi- 
cian, be  related  to  the  cost  the  physician 
incurred  in  obtaining  the  service  for  his 
patient.  The  IMedicare  carriers  are  pennitted 
to  allow  as  reasonable  a nominal  charge  by 
the  physician  for  the  drawing  of  specimens 
and  handling  expenses.  However,  charges  rep- 
resenting merely  a physician  markup  of  the 
charges  over  and  above  that  actually  im- 
posed by  an  independent  laboratory  for  the 
test  itself  are  improper.  Moreover,  an  inde- 
pendent laboratory  not  certified  to  perform 
a given  test  under  Medicare  may  not  be  re- 
imbursed with  Medicare  funds  even  though 
that  test  is  billed  through  a physician. 

In  carrying  out  their  responsibilities.  Medi- 
care cari’iers  are  required  to  determine  the 
source  of  the  lab  service  when  the  source  is 
not  indicated  on  the  physician’s  bill.  Where 
the  service  was  performed  by  an  independent 
lab,  the  carrier  must  determine  that  the  lab- 
( Continued  on  next  page) 
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oratory  is  certified  by  Medicare  to  perform 
such  tests  and  the  appropriate  payment  to 
cover  tlie  laboratory’s  customary  charge, 
rather  than  the  physician’s. 

Review  of  Medicare  claims  indicat that 
some  physicians  continue  to  submit  bills  for 
lab  tests  without  showing  that  the  services 
were  actually  perfoi-med  by  independent  lab- 
oratories. We  think  that  it  is  essential  that 
all  of  your  members  are  apprised  of  and 
understand  Medicare  requirements,  and  that 
there  be  full  disclosure  by  a physician  con- 
cerning the  source  of  tests  for  which  pay- 
ment is  claimed  under  the  program.  Our  aim 
is  to  avoid  the  possibility  of  physician  billing 
in  a manner  that  could  have  serious  legal 
consequences. 

If  you  would  like  us  to  assist  in  the  prep- 
aration of  informational  materials  on  this 
subject,  or  if  you  have  any  questions,  please 
do  not  hesitate  to  contact  us. 

Thomas  M.  Tierney 

Director,  Bureau  of  Health  Insurance,  De- 
partment of  Health,  Education,  and  Wel- 
fare, Social  Security  Administration,  Balti- 
more, Maryland  21235. 


EPIDEMIC  INFLUENZA  AND  THE 
RHODE  ISLAND  FIGHT  FLU 
PROGRAM 

(Continued  from  page  404) 

those  without  access  to  a private  physician. 
To  assure  availability  of  the  vaccine  to  pri- 
vate physicians,  four  distribution  centers  will 
be  established.  Physicians  will  be  asked  to 
come  to  these  centers  to  receive  a two  week 
or  one  month  supply  of  bivalent  and  mono- 
valent vaccine.  More  than  this  quantity  will 
not  be  distributed  initially  because  the  state’s 
allocation  will  be  received  from  the  producers 
in  divided  amounts  over  a period  of  several 
months. 

Also  early  in  November  phase  I,  a diffuse 
network  of  about  120  public  clinics,  will  op- 
erate for  one  week  to  provide  bivalent  vaccine 
for  the  high  risk  group.  Announcements  of 
clinic  sites  and  schedules  will  be  made  several 
weeks  before  the  clinics  open.  About  a week 
after  phase  I,  follow-up  clinics  for  those  at 
high  risk  will  be  held  at  most  hospitals 
throughout  Rhode  Island.  Planning  and  im- 
plementation for  this  phase  has  been  carried 


out  by  a Central  Advisory  Committee  com- 
posed of  representatives  from  the  following 
groups:  Hospital  Association  of  Rhode  Island; 
Rhode  Island  Health  Center  Association;  As- 
sociation of  Home  Health  Agencies  of  Rhode 
Island ; Rhode  Island  Department  of  Mental 
Health,  Retardation  and  Hospitals;  Rhode  Is- 
land Department  of  Social  and  Rehabilitative 
Services ; Rhode  Island  Lung  Association ; 
Rhode  Island  Association  of  Facilities  for  the 
Aged;  Rhode  Island  Division  on  Aging;  As- 
sociate Director,  Rhode  Island  Group  Health 
Association;  Rhode  Island  Department  of 
Community  Affairs ; Cranston  Community  Ac- 
tion Program;  and  the  Rhode  Island  Nursing 
Home  Association. 

Phase  HA,  the  monovalent  immunization  of 
healthy  individuals  18  to  59  years  of  age  who 
are  members  of  large  groups,  will  also  begin 
early  in  November.  This  phase  will  incorpor- 
ate state  employees,  hospital  personnel,  col- 
lege students,  and  industrial  employees.  Co- 
ordination, all  supplies,  site  organization,  rec- 
ommendations, and  in  some  instances  jet  in- 
jectors will  be  provided  by  the  Fight  Flu 
Program.  The  employer  will  be  asked  to  pro- 
vide the  site  and  professional  personnel.  It  is 
hoped  that  family  members  of  employees  will 
be  invited  to  receive  vaccine  at  these  same 
sites. 

About  mid-November,  monovalent  vaccine 
will  be  made  available  for  the  general  popu- 
lation 18  to  59  years  of  age  not  affiliated  with 
large  groups.  This  will  be  done  through  public 
clinics  around  the  state  in  phase  IIB.  Clinics 
will  be  held  on  four  different  Sundays  in  diff- 
erent quarters  of  the  state  and  will  use  jet 
injectors  to  accomodate  large  numbers  of 
persons.  It  is  anticipated  that  six  to  eight 
clinics  manned  by  civic  and  health  groups  will 
function  on  each  Sunday. 

MEDICAL-LEGAL  ISSUES 

Many  physicians  and  others  are  concerned 
about  liability,  vaccine  safety,  and  other  legal 
issues  related  to  influenza  immunization.  Most 
of  these  issues  have  now  been  clarified. 

First,  the  protracted  struggle  to  insure  the 
vaccine  at  the  federal  level  has  caused  some 
concern  about  vaccine  safety.  In  fact,  the  vac- 
cine is  safer  and  less  reactogenic  than  prior 
influenza  vaccines.  Large  field  trials  have 
shown  that  only  about  2 per  cent  of  those 
(Continued  on  page  420) 
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NOT  TOO  LITTLE 


No.3 

As  potent  as  the  pain  tt  relieves 


e.3.the  pain  of 
sprains  and  strains 


■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

<3  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  V2 

Each  tablet  also  contains^  aspirin  gr  3';,  phenacetin  gr2!4,  caffeine  gr  fi.* Warning- may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


inimunized  develop  adverse  reactions  consist- 
ing mainly  of  transient  fever,  headache,  or 
bothd^  It  should  be  noted  that  2 per  cent  of 
those  receiving  placebos  also  developed  ad- 
verse reactions.  It  appears  that  most  the 
federal  legal  issues  are  related  more  to  the 
current  mecncal-legal  climate  than  they  are 
to  the  vaccine. 

In  terms  of  implementor  liability,  several 
levels  of  protection  have  now  been  developed 
for  those  administering  the  vaccine  without 
any  charge  and  with  informed  consent.  A 
state  law.  Title  23-8-2,  grants  immunity  from 
prosecution,  except  in  cases  of  gross  negli- 
gence, to  all  those  participating  in  public 
clinics.  A new  federal  law  provides  that  all 
suits  related  to  influenza  immunizations  per- 
formed without  charge  must  first  be  brought 
against  the  federal  government,  which  can  in 
turn  bring  suit  against  the  involved  party 
under  existing  state  laws.  The  effect  of  these 
laws  is  to  screen  out  nuisance  suits  for  any- 
one administering  vaccine  without  charge. 

SUMMARY  AND  CONCLUSION 
Swine  influenza  may  strike  Rhode  Island 
this  year.  To  protect  the  population  the  Fight 
Flu  Program  has  been  developed.  This  pro- 
gram aims  at  making  influenza  vaccine  read- 
ily available  to  all  citizens  of  Rhode  Island. 
Vaccine  distribution  channels  and  program 
phases  are  being  developed.  Collaboration 
from  community  and  health  organizations 
and  from  the  private  sector  of  medicine  are 
crucial  if  unnecessary  influenza  deaths  and 
illness  are  to  be  prevented. 
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ADDENDUM 
AND  UPDATE: 

Vaccine  recommendations  have  just  been 
made  for  chronically  ill  children  3 to  17 
years  of  age;  they  should  receive  an  in- 
itial dose  of  split  virus  Bivalent  vaccine  and 
□ booster  dose  at  least  four  weeks  later 
Jsee  Mortality  and  Morbidity  Weekly  Re- 
port, September  17,  1976).  No  recommen- 
dations have  yet  been  made  for  all  those 
under  3 years  of  age  nor  for  healthy  in- 
dividuals 3 to  1 7 years  of  age. 

For  further  information  call  the  Fight  Flu 
Program  at  277-3282. 
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Each  capsule  contains  50  mg.  of 
D\'renium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlprothiazide. 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


DWIDE 

iradcmark 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The 
following  IS  a brief  summary. 


* 


Warning 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  m 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mdd  to  moderate  hypertension  Useful- 
ness of  the  triamterene  component  is  limited  to 
Its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been 


reported  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly. check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (c.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  scrum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene. 
SK\F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (m  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  'Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 
.Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and.  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  m Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 
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When  Big  Ben  looks  little  off  ” . 

Antivert/25 

(meclizine  HCl)  25  mg.  Tablets 

for  vertigo' 


■ Most  Widely  Prescribed— Anti  vert  is 
the  most  widely  prescribed  agent  for  the 
management  of  vertigo*  associated  with  dis' 
eases  affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  and  ves' 
tibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

Antivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo*— The  usual  adult 
dosage  for  Anti  vert/2  5 is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/ or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ' 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica' 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HCl)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  teratO' 
genic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12U5  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg./ day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 
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THERE AREA 

LOTOPPEOPLE 
GETTING  BETWEEN 
VMIANDWUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported  ly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 
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GENETIC  COUNSELING  IN  R.  I. 

(Continued  from  page  406) 

age,  presently  defined  as  35  years  and  over; 
4.)  a couple  at  risk  for  having  a child  with  a 
hereditary  metabolic  disease  amenable  to  pre- 
natal diagnosis,  e.g.,  Tay-Sachs  disease  (more 
than  60  other  biochemical  disorders  can  be 
diagnosed  prenatally) ; 5.)  a couple  at  risk 
for  having  a child  with  a severe  sex-linked 
recessive  disease,  such  as  Lesch-Nyhan  Syn- 
drome, or  Duchenne-type  muscular  dystro- 
phy; or  6.)  an  individual  who  was  born  with 
or  has  had  a child  with  a neural  tube  defect, 
such  as  meningomyelocele,  spina  bifida,  or 
anencephaly. 

According  to  a recent  prospective  collabora- 
tive study  sponsored  by  the  National  Insti- 
tute of  Child  Health  and  Human  Develop- 
ment,® amniocentesis  is  both  a safe  and  re- 
liable procedure  with  diagnostic  accuracy  of 
99.5  per  cent.  More  than  1000  women  partici- 
pated in  this  study.  It  was  concluded  that 
there  was  no  increased  maternal  morbidity 
or  mortality  and  no  apparent  danger  to  the 
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fetus  compared  to  a control  group.  Normal 
results  were  obtained  in  97  per  cent  of  the 
families  indicating  that  amniocentesis  most 
often  serves  as  a means  of  reassurance  to 
parents  that  their  baby  will  not  be  affected. 
In  Rhode  Island  82  amniocenteses  have  been 
perfoiTned  for  prenatal  diagnosis  since  1972. 
The  majority  of  them  were  done  in  women 
past  the  age  of  35  and  in  women  with  a Down 
Syndrome  child.  Analysis  of  amniotic  fluid 
was  done  at  the  Genetics  Laboratory  at 
Rhode  Island  Hospital®  or  at  The  Miriam 
Hospital  Genetics  Laboratory.'^  Normal  re- 
sults were  obtained  in  78  of  these  82  cases. 
Thus,  amniocentesis  has  served  to  reassure 
many  couples  who  otherwise  might  have  been 
hesitant  to  have  children.  In  the  small  per- 
centage of  cases  where  an  abnormality  is 
detected,  the  parents  may  decide  to  continue 
or  terminate  the  pregnancy  on  the  basis  of 
their  own  feelings  and  convictions  and  the 
information  given  to  them  during  their  coun- 
seling. 

CONCLUSION 

It  is  a well  established  fact  that  many  fam- 
ilies could  benefit  from  genetic  counseling, 
but  less  than  25  per  cent  of  them  are  now 
receiving  this  service.  We  hope  that  more 
people  will  be  made  aware  of  its  availability 
in  Rhode  Island,  and  that  as  a result  some 
birth  defects  may  be  prevented  and  families 
may  better  understand  their  risk  for  inher- 
ited disease. 
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HEPATIC  INJURY  ASSOCIATED 
WITH  QUINIDINE  THERAPY 

(Continued  from  page  407) 

her  hospital  stay.  LDH  also  became  elevated 
in  the  same  fashion,  rising  to  325  on  10  14 
and  reverting  to  a normal  level  of  145  (N 
100-225)  on  10  20.  CPK,  although  it  had 
risen  to  1500  during  the  patient’s  episode  of 
myocardial  infarction,  remained  nonual  dur- 
ing the  febrile  period.  Total  bilirubin  was  not 
elevated. 

Quinidine  was  omitted  on  10,11  when  her 
temperature  rose  to  103.4°F.  The  following 
day  she  felt  better  and  became  afebrile,  and 
her  course  was  uneventful  thereafter,  despite 
her  persistent  SCOT  elevation.  Following  dis- 
charge her  SCOT  reached  normal  levels,  and 
she  had  apparently  made  a complete  recovery. 


DISCUSSION 

As  stated  previously,  quinidine-induced 
liver  disease  is  quite  rare,  and  its  mechanism 
is  not  well  understood.  Possibilities  include  a 
hypersensitivity  reaction  as  well  as  a direct 
hepatotoxic  or  cholestatic  type  of  injury.  It 
may,  however,  be  more  common  than  is  real- 
ized, and,  as  clinicians  become  more  aware 
of  this  possibility,  more  cases  may  be  recog- 
nized. It  does  appear  to  be  benign  in  its 
course,  and  reversible  when  the  drug  is  with- 
drawn. Although  two  of  the  four  patients 
previously  described  had  diabetes  mellitus, 
diabetes  was  not  a feature  of  this  case. 

This  patient  is  believed  to  represent  an 
example  of  hepatotoxicity  due  to  quinidine 
therapy  because  of  her  clinical  course,  which 
included  fever,  anorexia,  and  weakness,  all  of 
which  disappeared  when  quinidine  was  omit- 
ted. In  addition,  there  was  laboratory  evi- 
dence of  liver  involvement,  which  also  dis- 
appeared, although  more  slowly,  following 
omission  of  the  offending  drug.  This  is  be- 
lieved to  be  the  fifth  case  of  this  unusual 
effect  of  quinidine  thus  far  reported. 

(Continued  on  next  page) 
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ONE  SENTENCE  ESSAY 

Codes  are  written  by  engineers  who  do 
not  understand  English,  are  edited  by  editors 
who  do  not  understand  technology,  and  are 
administered  by  bureaucrats  who  do  not  un- 
derstand either. 

. . . Anonymous.  Quoted  from  Hospitals, 
an  AHA  publication. 
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MEDICARE  PROVIDES 
FOUNDATION  FOR  NIIl 

(Continued  from  page  411) 

•Medicare  systems  related  to  collection  of 
the  Part  B premium  could  be  totally  elim- 
inated. 

•Combining  of  Parts  A and  B would  per- 
mit substantial  simplification  of  Medicare  en- 
rollment procedures.  Annual  open  enrollment 
periods  for  Part  B and  determination  of  late 
enrollment  penalties  would  no  longer  be  nec- 
essary. 

•SSI  eligibles  could  carry  a special  Medi- 
care card  (periodically  updated)  establishing 
the  right  to  be  excused  from  cost  sharing. 

•Providers  would  no  longer  have  to  bill 
two  programs  for  reimbursement  of  the  same 
services.  More  satisfactory  payment  methods 
could  be  ensured  — for  example,  periodic 
interim  payments  based  on  prospective 
budgets. 

•Claims  payment  processes  would  be  sim- 
plified and  abuses  could  be  more  easily  moni- 
tored. 

•Administrative  complexities  and  potential 
for  duplication  of  payments  that  now  occur 
in  the  process  of  coordinating  the  reimburse- 
ment of  the  two  programs  would  be  elim- 
inated. 

•State  Medicaid  claims  loads  would  be  re- 
duced and  related  administrative  procedures 
simplified.  Medicaid  monthly  case  loads  of 
persons  eligible  for  hospital,  extended  care, 
and  medical  benefits  would  be  reduced.  All 
procedures  relating  to  state  buy-in  would  be 
eliminated,  as  would  other  administrative 
l)rocedures  related  to  enrollment  and  pay- 
ment of  premiums  for  these  recipients. 

COSTS 

The  most  basic  of  the  proposals  I have 
made  are  (1)  the  eligibility  for  hospital  and 
medical  services  of  all  persons  age  65  and 
over,  and  (2)  the  revised  cost-sharing  ar- 
rangements. Without  pricing  out  at  this  time 
the  savings  to  be  expected  as  a result  of 
improved  administration,  this  first  part  of 
my  proposal  would  cost  about  $1.7  billion  in 
1977  (the  assumed  first  full  year  of  opera- 
tion). It  would,  however,  be  offset  by  about 
$300  million  savings  to  the  states  under  the 
Medicaid  program.  Moreover,  the  approxi- 
mately $1  billion  net  cost  does  not  take  into 
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account  substantial  offsetting  revenue  that 
would  be  produced  by  extending  the  Medicare 
payroll  tax  to  cover  federal  civilian  em- 
ployees. 

It  may  be  that  the  political  problems  of 
covering  federal  civilian  retirees  and  the 
fiscal  climate  would  inhibit  even  this  first 
step.  In  that  case,  it  would  be  possible  to 
effect  the  Medicaid  realignment  of  SSI  bene- 
ficiaries (plus  the  “caps”  for  all  who  have 
Medicare  coverage)  at  a very  modest  federal 
cost  and,  considering  the  offset  of  state  sav- 
ings, almost  a net  revenue  balance.  The  point 
is  that  if  one  had  to  severely  limit  the  first 
stage  for  fiscal  reasons,  this  realignment  is 
a very  low-cost  part  of  the  total  package. 

The  most  expensive  aspect  of  the  package 
is  the  elimination  of  the  Part  B premium, 
which  would  add  about  $1.8  billion  to  fed- 
eral expenditures,  offset  by  approximately 
$100  million  in  state  savings,  or  would  result 
in  a net  effect  of  about  $1.7  billion  addi- 
tional public  monies  being  expended.  The 
other  costly  items  arise  primarily  from 
changes  in  covered  services. 

CONCLUSION 

Moving  toward  universal  health  insurance 
involves  basic  questions  that  affect  the  lives 
of  the  American  people  and  the  life  or  death 
of  all  the  components  of  our  giant  health 
industry.  There  are  important  resource  prob- 
lems that  have  to  do  with  manpower,  facili- 
ties, planning,  and  utilization  and  cost  con- 
trols that  must  be  addressed  before  we  fur- 
ther stimulate  across-the-board  demands  for 
services. 

What  we  need  is  time  and  a mechanism 
to  develop  a long-range  plan,  consisting  of 
agreed-upon  goals  over  a 10-year  period,  with 
staged  implementation  of  steps  that  will  lead 
to  these  goals.  It  is  important  to  retain  flexi- 
bility so  that  we  do  not  get  frozen  into 
structural  arrangements  that  may  not  prove 
adaptable  to  emerging  changes  in  the  deliv- 
ery environment  or  in  the  political  and  so- 
cial environment. 

It  must  be  a matter  of  serious  concern 
that  we  have  failed  to  find  a way  to  engage 
the  best  minds  in  government  and  in  the 
private  sector  in  a joint  effort  at  program 
planning  in  the  health  care  field.  Much  of  the 
national  health  insurance  planning  that  is 
being  done  takes  place  through  confrontation. 


What  we  need  is  an  interactive  mechanism 
to  develop  the  policy  options  that  will  lead 
to  decisions  on  plans. 

I recognize  that  the  differences  of  philoso- 
phy represented  in  this  confrontation  can 
only  finally  be  resolved  in  the  political  arena. 
However,  I propose  that  serious  considera- 
tion be  given  to  the  establishment  of  a presi- 
dential-level commission  under  statutory 
mandate  and  with  full-time  membership  of 
public  and  private  policymakers  who  have 
had  substantial  administrative  as  well  as 
programmatic  experience.  Such  a commission 
should  be  appointed  to  permit  representation 
of  both  the  Administration  and  the  Con- 
gress. It  would  attempt  to  develop  options, 
and,  ideally,  a consensus  could  emerge  on 
some  aspects  of  a long-range  blueprint. 

A strong  Medicare  program  constitutes  one 
foundation  stone  — if  not  the  cornerstone  — 
of  a future  national  health  insurance  pro- 
gram. Improvement  of  Medicare  now  is  not 
inconsistent  with  any  reasonable  long-range 
agenda.  Our  immediate  objective,  then, 
should  be  to  make  sure  that  the  Medicare 
(Continued  on  next  page) 
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program  becomes  comprehensive  for  the  aged 
and  administratively  more  efficient,  so  that 
over  the  next  few  years  Medicare  will  not 
continue  to  erode  but  will  move  vigorously 
in  the  direction  of  providing  greater  satisfac- 
tion to  those  it  now  covers.  In  so  doing,  we 
will  be  making  important  contributions  to- 
ward the  ultimate  solution  of  systems  and 
medical  care  delivery  problems  that  seem 
to  loom  as  obstacles  to  the  early  implemen- 
tation of  a national  health  insurance  pro- 
gram. 


4805  Woodside  Road 
Baltimore,  MD  21229 
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REMARKS  OF  THE  PRESIDENT 
OF  BLUE  SHIELD  OF  R.  I. 

(Continued  from  page  412) 

October  of  last  year  claims  expenses  began 
far  to  exceed  projections  and  have  continued 
at  a higher  than  estimated  level.  Another  rate 
increase  request  is  being  prepared,  and  will 
be  filed  with  the  State  as  soon  as  possible. 
The  objective  of  that  rate  filing  will  be  to 
lecover  losses  and  to  arrive  at  a reasonable 
reserve  level. 

Physician  fee  increases,  based  on  the  prag- 
matic statesmanship  of  the  profession  as  a 
whole  and  the  reasonableness  of  individual 
physicians,  have  been  far  less  than  fee  in- 
creases in  other  parts  of  the  nation  and  have 
been  lower  than  the  overall  rate  of  infiation 
in  the  economy.  This  concern  and  restraint 
by  physicians  is  a credit  to  the  medical  pro- 
fession in  Rhode  Island. 
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The  Blue  Shield  record  is  a strong  one,  built 
on  performance  and  public  confidence,  and  the 
corporation  is  well  equipped  to  weather  the 
financial  storm  that  faces  it  at  this  time. 

As  part  of  my  message  I want  to  urge 
physicians  to  recommend  and  use  whenever 
possible  levels  of  treatment  for  patients  that 
represent  lower  costs  of  providing  care,  such 
as  home  care,  pre-admission  testing,  surgi- 
centers,  skilled  nursing  homes,  and  others. 
The  continued  prudent  prescribing  of  care  by 
physicians  is  an  important  cornerstone  of  the 
Blue  Shield  program. 

The  complexities  of  the  pre-paid  health  care 
business  continue  to  mount  each  succeeding 
year.  Blue  Shield  undergoes  an  increasing 
number  of  audits  by  regulatory  authorities 
and  by  representatives  of  federal  health  care 
programs  administered  by  the  Plan.  New 
regulations  are  about  to  be  issued  by  the 
Director  of  Business  Regulation,  as  a require- 
ment under  the  Catastrophic  Health  Insur- 
ance Program  (CHIP),  which  will  spell  out 
regulations  for  all  health  insurance  carriers. 
We  have  been  working  with  the  Director  on 
this  subject,  as  we  have  been  meeting  with 
him  on  a number  of  matters  directly  relating 
to  the  operation  of  the  Health  Plans.  He  has 
been  understanding,  available  for  discussion, 
and  helpful  within  the  bounds  of  his  office 
and  responsibilities. 

The  depth  and  breath  of  the  Blue  Shield 
operations  provide  many  more  subjects  ap- 
propriate for  in-depth  discussion,  but  I did 
want  to  keep  my  remarks  short  and  limited 
to  those  general  subjects  which  combine  to 
make  up  the  basic  elements  of  the  Blue  Shield 
program. 

On  behalf  of  our  entire  staff  I thank  mem- 
bers of  the  Blue  Shield  board  of  directors, 
members  of  the  various  committees  that  pro- 
vide such  a valuable  assist  to  the  staff,  and  to 
each  and  every  person  in  the  state  who  has 
in  any  way  contributed  to  the  success  of  our 
Blue  Shield  Plan,  which  is  so  highly  regarded 
nationally  and  locally. 


444  Westminster  Street 
Providence,  RI  02903 
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ANNUAL  REPORT  OF  THE 
CHAIRMAN  OF  THE  BOARD  OF 
BLUE  SHIELD  OF  R.  I. 

(Continued  from  page  414) 

Some  responsible  critics  have  expressed  the 
opinion  that  in  some  m.anner  Blue  Shield 
would  perform  better  and  be  more  responsive 
to  the  subscriber’s  needs  if  the  number  of 
non-physicians  on  our  board  was  increased. 
Our  performance  record,  high  physician  par- 
ticipation, and  excellent  subscriber  enrollment 
would  indicate  that  this  is  not  so.  The  rela- 
tionship between  physician  and  non-physician 
on  the  board  has  been  outstanding,  and  to- 
gether w'e  have  worked  effectively  in  meeting 
the  needs  of  our  subscribers.  Nevertheless,  I 
am  truly  fearful  that  failure  to  change  our 
board  structure  will  invite  legislation  which 
would  radically  change  the  structure  of  Blue 
Shield. 

If  changes  such  as  have  been  previously 
introduced  in  the  legislature  were  to  be  en- 
acted, they  would  have  a devastating  effect 
on  physician  participation,  thereby  weaken- 
ing the  Plan  and  ultimately  work  to  the  dis- 
advantage of  the  subscriber.  I hope  that  this 
corporation  will  support  the  recommendation 
of  its  board  on  this  matter. 

The  fouith  interacting  foixe  affecting  Blue 
Shield  is  the  Department  of  Business  Regula- 
tion which  regulates  our  Plan’s  premiums. 
Over  the  past  several  years  we  have  wit- 
nessed a gradual  chipping  away  at  the  reserve 
level  so  important  to  the  financial  stability  of 
our  Plan.  Most  recently  the  reserve  level 
granted  was  further  reduced  to  just  15  days. 
The  recommended  safe  reserve  as  determined 
by  NABSP  is  a three  month  level. 

There  has  been  a remarkable  increase  in 
utilization  of  physicians’  services  in  the  re- 
cent past  as  compared  with  previous  years. 
Some  of  this  increase  is  due  to  the  introduc- 
tion of  new  procedures.  A considerable 
amount  of  the  increase,  however,  can  be  at- 
tributed to  the  use  of  many  more  expensive 
laboratory,  x-ray,  and  other  diagnostic  pro- 
cedures as  defensive  measures  against  mal- 
practice suits.  Recent  court  decisions  such  as 
the  “Kelleher  Decision”  in  our  own  state, 
which  requires  the  use  of  all  available  diag- 
nostic procedures  in  reaching  a diagnosis. 


have  had  an  important  impact  on  the  cost  of 
medical  care. 

This  increasing  utilization  and  the  narrow 
reserve  permitted  by  the  Director  of  Business 
Regulation  (DBR)  now  necessitates  increas- 
ingly frequent  rate  filings  for  the  Blue  Shield 
Plan.  Each  filing  is  an  expensive  procedure 
which  requires  the  time  and  efforts  of  the  ad- 
ministrative and  legal  staffs  for  several  weeks 
for  each  filing.  This  added  expense  of  opera- 
tions is  not  required  of  competing  commercial 
health  insurers.  The  situation  is  somewhat 
like  that  of  a man  who  is  driving  a distance 
requiring  20  gallons  of  gasoline,  but  is  al- 
lowed only  one  gallon  of  gas  in  his  tank  at  a 
time.  Because  of  the  necessity  of  frequent 
stops  to  replace  his  one  gallon  reserve,  he 
uses  more  gas  than  he  would  if  he  were  al- 
lowed to  fill  his  tank  with  the  needed  20 
gallons.  Not  only  does  he  use  more  gas,  but 
it  takes  him  longer  to  reach  his  destination. 

The  DBR  is  charged  with  the  responsibility 
to  protect  “the  interest  of  the  public.”  Like 
other  politically  appointed  governmental 
agencies,  it  must  make  it  apparent  to  the 
public  that  it  is  fulfilling  this  obligation.  This 
has  been  demonstrated  traditionally  by  a re- 
duction in  rate  increases  requested.  But  this 
responsibility  extends  beyond  the  reduction 
of  rate  increases.  The  Department’s  charge 
also  includes  assuring  the  financial  stability 
of  the  Plan,  a matter  obviously  in  the  best 
interest  of  our  subscribers.  The  sincerity  of 
the  DBR  is  beyond  question,  but  the  ultimate 
savings  to  the  public  of  maintaining  only  a 
2- week  reserve  is  indeed  questionable.  In  sev- 
eral states  recently  the  minimum  reserve  of 
non-profit  health  Plans  has  teen  set  by  sta- 
( Continued  on  next  page) 


FOR  SALE  OR  LEASE 

1 Acre  in  Johnston 

At  the  intersection  of  Routes  5 and  6 — 
Center  of  Town  — Prime  location  for 

MEDICAL  BUILDING 

Will  Build  to  Suit 

231-4983 


September,  1976 
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tute.  Perhaps  we  may  need  to  investigate  a 
similar  approach  to  tlie  problem  here. 

I have  recounted  to  you  how  I perceive  the 
condition  and  the  position  of  Rhode  T^land 
Blue  Shield  today. 

I hope  this  corporation  will  continue  to 
support  the  board  in  its  sincere  effort  further 
to  increase  public  confidence,  maintain  the 
support  of  physicians,  work  in  harmony  with 
the  administrative  staff,  and  continue  to 
strive  for  a more  stable  financial  structure 
for  Blue  Shield  in  the  coming  year  — all  in 
the  interest  of  the  760,000  subscribers  whom 
we  serve. 


444  Westminster  Street 
Providence,  RI  02903 

z 


ONE  SENTENCE  ESSAY 

Graffito  Seen  on  Wall  Near  Brown  Univer- 
sity: 

“Jimmy  Carter  is  a Moony.” 

. . . Anonymous 


HOME  and  PROFESSIONAL 
OFFICE  FOR  SALE 

FOR  DOCTOR,  DENTIST  OR  LAWYER 

4 Bedrooms  — Sunken  Dining  Area  — Den  — Library 
— 2 Fireplaces  — Utility  Room  — Attached  Heated 
Greenhouse  — 1st  Floor  Air  Conditioned  — 2 Car  Ga- 
rage — Corner  Location  — Excellent  Condition.  $78,000. 

Shown  by  Appointment  by  Owner 
942-0050  or  944-1469 


EAST  SIDE  SOUND  STUDIO 

97  Governor  Street 
Providence,  R.  I.  02906 

Phone  421-7854 

We  Service  all  makes  of  Stereo  Equipment, 
Tape  Recorders,  Receivers,  Turntables, 
TV,  CB,  etc. 


Peripatetics 


MAX  BLOOM,  the  American  College  of 
Cardiology  Governor  for  Rhode  Island,  listed 
JACK  H.  KLIE  as  a new  Fellow  of  the  Amer- 
ican College  of  Cardiology.  Doctor  Klie  was 
among  a group  of  98  from  the  United  States 
and  Canada  recently  admitted  to  the  Col- 
lege’s highest  membership  classification. 

* * 


Nurses  and  other  medical  professionals 
joined  radiation  therapy  technologists  from 
many  parts  of  the  country  in  attending 
“Concepts  of  Cure,”  a seminar  presented  re- 
cently by  the  Department  of  Radiation  Oncol- 
ogy at  Rhode  Island  Hosp.  ARVIN  GLICKS- 
MAN,  Chairman  of  the  Department,  in  his 
presentation  ‘ The  Concept  of  Cure”  spoke 
of  recent  advances  which  make  possible  an 
exquisite  level  of  precision  in  tumor  localiza- 
tion, simulation,  and  treatment. 

MELVIN  TEFFT,  radiotherapist,  spoke  of 
the  need  to  deal  with  “second  level”  ques- 
tions in  his  presentation  “Radiation  Induced 
Problems  of  the  Cured  Patient.”  BANICE 
WEBBER,  also  a radiotherapist,  spoke  on 
“The  Combination  of  External  Radiation  and 

Brachytherapy  in  Cancer  Management.” 

^ ^ 


BANICE  FEINBERG  and  MILTON  HAM- 
OLSKY  were  honored  by  the  Rhode  Island 
Heart  Association  at  a dinner  meeting  May 
26.  Doctor  Feinberg  received  recognition  as 
one  of  the  founders  of  the  organization, 
which  is  celebrating  its  35th  anniversary. 
He  has  served  on  the  board  of  directors  since 
it  was  founded  and  is  now  its  honorary  presi- 
dent. Doctor  Hamolsky  was  honored  by  the 
Heart  Association  as  “scientist,  humanitarian, 
and  friend.”  He  has  served  for  several  years 
on  the  Association’s  board  of  directors. 
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Predominant  ■ 

psychoneurotic  . 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may. 
require  increased  dosage  of  standard  anti-j 
convulsant  medication;  abrupt  withdrawal] 
may  be  associated  with  temporary  in-  j 
crease  in  frequency  and/or  severity  of  j 
seizures.  Advise  against  simultaneous  in-  I 
gestion  of  alcohol  and  other  CNS  depres-  I 
sants.  Withdrawal  symptoms  (similar  to  | 
those  with  barbiturates  and  alcohol)  have  I 
occurred  following  abrupt  discontinuance! 
(convulsions,  tremor,  abdominal  and  mus^ 
cle  cramps,  vomiting  and  sweating).  Keep! 
addiction-prone  individuals  under  careful  I 


! 
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2-mg,  5-mg,  10-mg  scored  tablets 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
i lieved,  the  depressive  symp- 
I toms  associated  with  it  are  also 
j often  relieved. 

; There  are  other  advan- 
! tages  in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
;ployed;  drugs  such  as  phenothiazines, 
marcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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NEWSLETTER  . . . 

THE  RHODE  ISLAND 


MEDICAL  SOCIETY 


Frank  W.  Sullivan  Named  President-Elect 


At  its  meeting  of  October  6,  1976 
the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  elected  Doctor 
Frank  W.  Sullivan  as  president-elect  to 
fill  the  vacancy  created  by  the  untimely 
death  of  Doctor  Thomas  F.  Head.  Doc- 
tor Sullivan  has  been  treasurer  of  the 
Society  since  197-4  and  will  now  be  suc- 
ceeded in  that  capacity  bv  Doctor  Mel- 
vvn  M.  Oelch. 

Doctor  Stillivan’s  a.ssociation  with  the 
Medical  Society  has  been  highlighted 
by  innumerable  activities  including  the 
following  most  recent  examples:  Com- 
missioner ol  Public  Health,  197,vl974, 
memher  of  the  Mediatio:i  Committee 
since  1971,  member  of  the  Ad  Hoc 
Committee  for  Interprofessional  Code 
of  Ethics  1974-76,  Rhode  Island  Medical 
Society  Representative  to  the  Governor’s 
Ta.sk  Force  111,  member  of  the  Board 
of  Directors  of  the  medical  malpractice 
Joint  Underwriter’s  Association  1975- 
1976,  delegate  to  the  Rhode  Island  Med- 
ical Society  House  of  Delegates  since 
197.S,  and  member  of  the  Executive 
Committee  of  the  Providence  Medical 
Ass(Kiation  since  197.4. 

Doctor  Sullivan  is  certified  by  the 
National  Board  of  Medical  Examiners 
and  the  American  Board  of  Psychiatry 
and  Neurology.  He  is  a Fellow  of  the 


American  Psychiatric  A.ssociation 
(APA)  and  has  received  two  certifi- 
cates of  commendation  from  the  APA 
for  chairmanship  of  the  Ad  Hoc  Com- 
mittee on  PSRO  in  1974  and  chairman- 
ship of  the  Task  Force  on  Peer  Review 
in  1975.  Other  APA  activities  include: 
Chairman  of  the  Cfommission  on  Stand- 
ards of  Practice  and  Third  Party  Pay- 
ment, Faculty  of  the  ,4rd  and  4th  APA 
Institute  on  Government  Relations  in 
Washington,  D.O,  APA  Witness  before 
the  U.S.  House  of  Representatives  Sub- 
committee on  Retirement  and  Employ- 
ment Benefits  October  8,  1974,  and 
manuscript  reviewer  for  the  American 
Journal  of  Psyc/iiatry.  Doctor  Sullivan 
is  also  a Consultant  to  the  U.S.  Depart- 
ment of  Defense,  CH.\MP.\S  Ambu- 
latory Review  Program  for  the  National 
Institute  of  Mental  Health. 

He  is  a member  of  the  board  of  di- 
rectors of  RIPSRO  and  a member  of  its 
Technical  Service  Arm  Committee.  His 
papers  published  in  national  jour 
nals  and  presented  before  national  or- 
ganizations qualify  Doctor  Sullivan  as 
an  authority  on  PSRO,  peer  review,  and 
medical  ethics  in  general  and  particu- 
larly in  the  area  of  psychiatric  services. 

A Texas  native,  Doctor  Sullivan  was 
educated  in  the  state  of  Washington 


Doctor  Frank  W.  Sullivan 


and  finally  settled  in  Cranston  in  1967. 
He  maintains  a private  practice  in  gen- 
eral psychiatry  and  is  on  the  attending 
staff  of  Rhode  Island  Hospital  and  But- 
ler Hospital.  He  holds  appointments 
as  clinical  professor  of  psychology  at 
the  University  of  Rhode  Island  and  as- 
sistant clinical  professor  of  psychiatry 
in  the  Brown  University  Program  in 
Medicine. 


HOUSE  HIGHLIGHTS 


AMA  Delegates  Elected 

John  J.  Cunningham,  M.D.  (ff  Paw- 
tucket and  Herbert  F.  Hager,  M.D.  of 
Providence  were  elected  as  AMA  dele- 
gate and  alternate  delegate,  respectively, 
tor  the  term  from  January  1,  1977  to 
December  .41,  1978. 

Blue  Shield 
Board  Member 

H.  Gerald  Rock.  M.D.  Kent 


County  was  elected  to  the  Blue  Shield 
Board  of  Directors. 

New  Commissioner 

Anthony  F.  Merlino,  M.D.  of  Provi- 
dence was  elected  a Commissioner  of 
the  Rhode  Island  Medical  Society. 

Benevolence  Fund 
Trustee 

Mever  Saklad,  M.D.  of  Providence 


was  elected  as  a Trustee  to  the  Society’s 
Benevolence  Fund. 

Resolution  Adopted 

Resolution  introduced  by  Paul  J. 
M.  Healey,  M.D.  of  Pawtui_ket  was 
adopted;  the  resolved  portion  of  which 
reads:  “that  the  Rhode  Island  Medical 
Society  endorses  the  concept  of  free 
standing  ambulatory  surgical  units 
within  the  state  of  Rhode  Island  for 
the  benefit  of  all  its  citizens.’’ 
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NEWSLETTER 


IN  MEMORY  OF 
TKOA^S  F.  HEAD,  M.D. 

I)(Ktor  Head,  one  of  the  most  active 
and  concerned  physicians  in  Rhode  Is- 
land, passed  away  on  July  12,  1976  in 
his  50th  year.  He  was  director  of  ob- 
stetrics and  gynecology  at  St.  Jo.seph's 
Hospital  and  president-elect  of  the 
Rhode  Island  Medical  Society  at  the 
time  of  his  death. 

A graduate  oi  Providence  College,  he 
received  the  school’s  Mai  Brown  Award 
in  1971  as  the  outstanding  Providence 
College  alumnus  of  the  year.  He  was 
a past  president  of  the  Thomistic  Guild 
of  Doctors  of  Providence  College. 

Doctor  Head  graduated  from  Jeffer- 
son Medical  College  in  1949.  His  post 
graduate  work  included  an  internship 
at  St.  Joseph’s  Hospital  and  a residency 
at  Margaret  Hague  Maternity  Ho.spital 
in  Jersey  City,  New  Jersey  and  at  the 
University  of  North  Carolina’s  Memo- 
rial Hospital.  While  serving  as  a lieu- 
tenant in  the  Navy  Medical  Corps,  he 
became  head  of  obstetrics  and  gynecol- 
ogy at  the  Navy  Hospital  at  Camp  Le- 
jeune.  North  Carolina. 

In  the  course  of  his  professional  ca- 
reer, Doctor  Head  held  the  following 
offices;  Speaker  of  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  So- 
ciety, president  of  the  Providence  Medi- 
cal Association,  president  of  St.  Joseph’s 
Hospital  Staff,  and  member  of  the 
boards  of  directors  of  Blue  Shield  of 
Rhode  Island  and  of  Rhode  Island  Pro- 
fe.ssional  Standards  Review  Organiza- 
tion. 

He  was  a fellow  of  the  American 
College  of  Surgeons  and  a member  of 
the  American  Medical  Association,  the 
Rhode  Island  Historical  Society,  the  cor- 
poration of  Providence  College,  the 
American  Fertility  Society,  the  Robert 
A.  Ross  Gynecological  Society,  the  Sac- 
res  Obstetrical  Society,  the  New  Eng- 
land Obstetrical  and  Gynecological  So- 
ciety, the  Sons  of  Irish  Kings,  the 
Dunes  Club  of  Narragansett,  and  the 
Point  Judith  Country  Club. 


The  Secretary  Reports 
On  Council  Activities 

The  Council  has  held  two  regular 
meetings  (June  7,  and  September  13, 
1976)  and  one  special  meeting  (May  3, 
1976)  since  the  previous  publi.shed  re- 
{X)rt.  The  following  constitute  major 
actions  taken: 

Approval  was  given  of  the  President’s 
appointment  of  Howard  S.  Browne,  Jr., 
M.D.  of  Newport  as  Trustee-at-large 
to  the  Board  of  Trustees  of  the  Medical 
Library  for  1977. 

The  Council  was  informed  that  the 
StKiety’s  Annual  Meeting  will  be  held 
on  Wednesday,  May  11,  1977  at  the 
CTanston  Hilton  Inn. 

The  Council  commended  Doctor  John 
Ham  for  his  dilligent  efforts  as  Chair- 
man of  the  Mediation  Committee  dur- 
ing the  past  year. 

The  Council  approved  of  the  appoint- 
ment of  Doctor  A.  A.  Savastano  as  the 
new  Chairman  of  the  Mediation  Com- 
mittee and  Doctor  Julius  Stoll,  Jr.  to 
fill  a vacancy  on  the  committee. 

The  Council  commended  Doctor 
Stephen  J.  Hoye  for  his  superb  leader- 
ship during  his  year  as  President  which 
was  made  more  difficult  and  time  con- 
suming by  the  malpractice  crisis. 

The  Council  commended  Doctors 
David  M.  Barry,  Leroy  S.  Chapnick, 
Herbert  F.  Hager,  Stephen  J.  Hoye,  and 
Anthony  F.  Merlino  for  their  outstand- 
ing work  on  the  Governor’s  Commis- 
sion on  Malpractice. 

The  appointment  of  Doctor  Frank 
W.  Sullivan  as  the  Rhode  Island  Medi- 
cal Society  representative  to  the  Council 
of  New  England  Medical  Societies  was 
approved. 

The  Council  commended  Doctor 
George  Waterman  for  his  outstanding 
efforts  on  behalf  of  the  Society  and  its 
Benevolence  Fund. 

Establishment  of  an  Ad  Hoc  Com- 
mittee on  Budget  and  Finance  was  ap- 
proved by  the  Council. 

The  Council  approved  the  reappoint- 
ment of  Doctors  Stephen  J.  Hoye  and 
Stanley  D.  Simon  as  the  Society’s  rep- 
resentatives to  the  Search  Board  of  Di- 
rectors. 

(Continued  on  page  4) 


Gelch  Treasurer 

Doctor  Melvyn  M.  Gelch  was  elected 
as  treasurer  of  the  Rhode  Island  Medi- 
cal Society  at  a meeting  ot  the  House 
of  Delegates  held  October  6,  1976.  He 
succeeds  Doctor  Frank  W.  Sullivan,  a 
Cranston  psychiatrist,  who  was  named 
as  the  new  president-elect. 
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Doctor  Gelch  is  a native  of  Brcjoklyn, 
New  York  and  a graduate  of  Johns 
Hopkins  University  and  Harvard  Medi- 
cal School.  After  serving  an  internship 
at  the  First  (Columbia)  Division  Belle- 
vue Hospital  in  New  York  City,  Doctor 
Gelch  served  residencies  in  surgery  and 
neurosurgery  at  Bellevue,  Tufts-New 
England  Medical  Center  Ho.spital,  and 
Rhode  Island  Hospital.  Other  post  grad- 
uate work  included  a year  as  a Medical 
Officer  in  the  U.S.  Navy  and  a year  as 
a research  fellow  in  neurosurgery  at 
Tufts-New  England  Medical  Center 
Hospital. 
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Now  a resident  of  Providence,  Doctor  ‘ic 
Gelch  holds  the  following  positions:  i 

associate  surgeon  in  neurological  sur-  I r 
gery  at  Rhode  Island  Hos[)ital,  clinical 
instructor  in  neurological  surgery  at  ''  I 
Tufts  Medical  School,  certified  member 
of  the  American  Board  of  Neurological  L, 
Surgery,  Fellow  and  member  of  the  3 
Rhode  Island  Advisory  Committee  of  ' i 
the  American  College  of  Surgeons.  1 
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Appointed  Committees  for  1976-1977 


AGING  COMMITTEE 

Raymond  E.  Moffitt,  M.D.,  Chrm. 

F.  Joseph  Fesare,  M.D. 

Joseph  G.  McWilliams,  M.D. 

William  E.  Reeves,  M.D. 

Mark  A.  Yessian,  M.D. 

Richard  Kraemer,  M.D. 

Lloyd  Lagerquist,  M.D. 

,\lfredo  C.  Cassiet,  M.D. 

Hubert  Holdsworth,  M.D. 

Perry  Garber,  M.D. 

Michael  S.  Barrett,  M.D. 

Johannes  Virks,  M.D. 

Stephen  J.  Richman,  M.D. 

Elmer  T.  (nile,  M.D. 

Bruno  Franek,  M.D. 

ALCOHOLISM  COMMITTEE 
Roswell  D.  Johnson,  M.D.,  (dirm. 
Edmund  Hillings,  M.D. 

Charles  Ciiharon,  M.D. 

Leo  Cok,  M.D. 

Joseph  DiMase,  M.D. 

.\braham  Eieller,  M.D. 

John  E.  Murphy,  M.D. 

Nathan  Sonkin,  M.D. 

Richard  T.  McDermott,  M.D. 

Demmie  Mayfield,  M.D. 

Charles  Goodman,  M.D. 

ALLIED  HEALTH  PROFESSIONS 
AND  SERVICES  COMMITTEE 
George  F.  Meissner,  M.D.,  Chrm. 
Maurice  Adelman,  M.D. 

Robert  Haute,  M.D. 

Arthur  Geltzer,  M.D. 

David  Hallmann,  M.D. 

Joseph  Hansagi,  M.D. 

Herbert  Lichtman,  M.D. 

Charles  Millard,  M.D. 

Harold  Woodcome,  M.D. 

BLOOD  BANK  COMMITTEE 

I 

Enold  Dahlquist,  M.D.,  Chrm. 
Salvatore  R.  Allegra,  M.D. 

Maurice  Albala,  M.D. 

Joseph  A.  Chazan,  M.D. 

Marvin  A.  Chernow,  M.D. 

Leroy  S.  Chapnick,  M.D. 

Israel  Diamond,  M.D. 

Joseph  Hansagi,  M.D. 

Herbert  Lichtman,  M.D. 

Henry  T.  Randall,  M.D. 

William  R.  Thompson,  M.D. 

Nora  Spens,  M.D. 

Thomas  Micolonghi,  M.D. 


CANCER  COMMITTEE 
(jeorge  VE  Coleman,  M.D.,  Chrm. 
Martin  Felder,  M.D. 

Herbert  F^anger,  M.D. 

J.  Merrill  Gibson,  M.D. 

David  Hallmann,  M.D. 

Louis  Leone,  M.D. 

Henry  McDulT,  M.D. 

Thomas  Perry,  M.D. 

Fred  Vohr,  M.D. 

Hanice  Webber,  M.D. 

J.  Douglas  Nisbet,  M.D. 

Francis  J.  Cummings,  M.D. 

Harry  M.  lannotti,  M.D. 
CHILD-SCHOOL  HEALTH 
COMMITTEE 
Hetty  H.  Mathieu,  M.D., 

(Chairperson 
Jay  Or.son,  M.D. 

John  Barrett,  M.D. 

James  FE  Brown,  M.D. 

John  E.  Farley,  M.D. 

F'rank  Giunta,  M.D. 

Hector  Ja,so,  M.D. 

Herman  H.  Marks,  M.D. 

William  McDermott,  M.D. 

John  H.  Montgomery,  M.D. 

Wilson  F.  Utter,  M.D. 

FE  Edward  Yazbak,  M.D. 

Richard  P.  Sexton,  M.D. 

(lUnnar  Nirk,  M.D. 

Maurice  Laufer,  M.D. 

Eric  DenhofT,  M.D. 

Alexander  Jaworski,  M.D. 

H.  Raymond  McKendall,  M.D. 
CONTINUING  MEDICAL 
EDUCATION 

Howard  S.  Browne,  M.D.,  Chrm. 
Bertram  H.  Buxton,  Jr.,  M.D. 

Frederick  Eckel,  M.D. 

William  J.  H.  Fischer,  M.D. 

RiLssell  P.  Hager,  M.D.,  Ph.D 
Milton  W.  Hamolsky,  M.D. 

Robert  Hopkins,  M.D. 

Francis  Lamb,  M.D. 

Patrick  Leve.st|ue,  M.D. 

John  J.  Walsh,  M.D. 

Robert  P.  Sarni,  M.D. 

Demmie  Mayfield,  M.D. 
COMMITTEE  ON  THE  DELIVERY 
OF  MEDICAL  CARE 
Joseph  E.  Caruolo,  M.D.,  Chrm. 

Robert  Haute,  M.D. 

R.  F.  Corrente,  M.D. 

F'rederick  Eckel,  M.D. 


John  P.  Grady,  M.D. 

,\rnold  Porter,  M.D. 

(Charles  A.  Hall,  Jr.,  M.D. 

Rudolf  A.  Jaworski,  M.D. 

Patrick  Levesque,  M.D. 

(Charles  E.  Millard,  M.D. 

Stanley  D.  Simon,  M.D. 

COMMITTEE  ON  DRUG  ABUSE 

John  E.  Farley,  Jr.,  M.LO.,  Chrm. 

Robert  S.  Burrough,  M.D. 

Oscar  Dashef,  M.D. 

Henry  B.  Freye,  M.D. 

(Charles  Goodman,  M.D. 

Pietro  Russo,  M.D. 

Allan  R.  G.  Wallace,  M.D. 

William  L.  Mauran,  M.D. 

Ezra  Sharp,  M.D. 

EMERGENCY  MEDICAL 
SERVICES 

Robert  L.  Conrad,  M.D.,  Chrm. 

Hayes  Cluxton,  M.D. 

Josejih  J.  Delfino,  M.D. 

Wilfrid  V.  Ethier,  M.D. 

William  FE  (Jarrahan,  .M.D. 

Joseph  S.  Karas,  M.D. 

Francis  D.  Lamb,  M.D. 

Henry  Litchman,  M.D. 

•Arnold  Porter,  M.D. 

John  J.  Walsh,  M.D. 

HIGHWAY  SAFETY  COMMITTEE 
Brian  .\.  Dorman,  M.D.,  Chrm. 
I'homas  McOsker,  M.D. 

Robert  Haute,  M.D. 

.Anthony  Migliaccio,  M.D. 

Thomas  Nestor,  M.D. 
lOugald  Munro,  M.D. 

John  A.  Dillon,  M.D. 

John  CC.  Baxter,  M.D. 

Elmer  T.  Gale,  M.D. 

LIAISON  COMMITTEE  WITH 
BROWN 

William  J.  MacDonald,  M.D.,  Chmn. 
Paul  B.  Metcalf,  M.D. 

Charles  B.  Round,  M.D. 

Richard  P.  Sexton,  M.D. 

J.  FE  Valicenti,  M.D. 

MATERNAL  HEALTH 
COMMITTEE 

William  A.  Reid,  M.D.,  Chrm. 

George  .Anderson,  M.D. 

J.  Kenneth  Beezer,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

John  E.  Carey,  M.D. 

Herbert  Ebner,  M.D. 

(Continued  on  page  4) 
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John  R.  Evrard,  M.D. 

William  J.  MacDonald,  M.D. 

John  P.  Wood,  M.D. 

Ronald  Ricco,  M.D. 

.\lvin  Cj.  Ciendreau,  M.D. 

William  Q.  Stumer,  M.D. 
j.  Douglas  Nishet,  M.D. 

MEDICAL  ASPECTS  OE  SPORTS 
COMMITTEE 
\.  \.  Savastano,  M.D..  Cdirm. 

F.  Hruno  Agnelli,  M.D. 

W’arren  W.  Francis,  M.D. 

Louis  F'uchs,  M.D. 

Kenneth  CL  Knowles,  M.D. 

Ldwin  J.  Madden,  M.D. 

Richard  E.  Murphy,  M.D. 

Ralph  E.  Pike,  M.D. 

John  B.  Thayer,  M.D. 
MEDICAI.-LEGAL  COMMITTEE 
Edward  Spindell,  M.D.,  Chrm. 

Richard  Ikrtini,  M.D. 

Stephen  J.  Fortunato,  M.D. 

William  F'.  CLirrahan,  M.D. 

John  P.  C/rady,  M.D. 

Marshall  A.  Taylor,  M.D. 

Paul  T.  Welch,  M.D. 

MENTAl.  HEALTH  COMMITTEE 
Hugo  Taussig,  M.D.,  Chrm. 

E.  N.  Ikltran,  M.D. 

Antonio  Capone,  M.D. 

Dominic  Coppolino,  M.D. 

Ben  Feather,  M.D. 

Bruno  Fra  nek,  M.D. 

C'harles  Ciocxlman,  M.D. 

Hector  Jaso,  M.D. 

(jabriel  Najera,  M.D 
(hinnar  Nirk,  M.D. 

Louis  Sorrentino,  M.D. 

Fdliot  Ik  Urdang,  M.D. 

Josesph  M.  Zucker,  M.D. 

Max  Faintych,  M.D. 

D.  Robert  Fowler,  M.D. 
d homas  L.  Grea.son,  M.D. 

Michael  Ingall,  M.D. 

NURSING  COMMITTEE 
Maurice  Adelman,  M.D.,  Chrm. 

John  A.  Dillon,  M.D. 

A.  S.  DeCkirvalho,  M.D. 

Robert  M.  Lord,  M.D. 

Iktty  B.  Mathieu,  M.D. 

Robert  W.  Riemer,  M.D. 

Jeannette  Vidal,  M.D. 

(donrad  Wesselhoeft,  M.D. 

Harold  Woodcome,  M.D. 

PEER  REVIEW  COMMITTEE 
Alton  M.  Pauli,  M.D.,  Chrm. 

Nathan  Chaset,  M.D. 


Frank  DeLuca,  M.D. 

William  F.  (jarrahan,  M.D. 

I-'rank  .Merlino,  M.D. 

Daniel  Moore,  M.D. 

John  J.  Walsh,  M.D. 

Charles  E.  Hill,  M.D. 

PERINATAL  COMMITTEE 
Ikrtram  H.  Buxton,  M.D.,  C'o-Cdirm. 
William  Oh,  M.D.,  C'o-Chrm. 

Leo  Stern,  M.D. 

Lorand  Brown,  M.D. 

(Jeorge  .\.nderson,  M.D. 

Robert  1).  (k)i  win,  M.D. 

Frank  DeLuca,  M.D. 

Caaistantine  Demopulos,  M.D. 

Eric  DenholT,  M.D. 

Herbert  Ehner,  AI.D. 

John  R.  Fivrard,  M.D. 

Ikaty  Vohr,  M.I ). 

Alvin  (Jendreau,  M.D. 

John  P.  (irady,  M.D. 

W'illiam  McDermott,  M.D. 

F".  Edward  d'azhak,  M.D. 

Fklwin  M.  (rold,  M.D. 

William  Q.  Stumer.  M.D. 

John  P.  Wood,  M.D. 

Arthur  (iaudreau,  M.D. 
PHYSICIANS  AND  CARRIERS 
WORKMEN’S  COMPENSATION 
COMMITTEE 
Walter  0)tter,  M.D.,  (Trm. 

FAigene  Healey,  M.D. 

Henry  Litchman,  M.D. 

Martin  FTldman,  M.D. 

Howard  Sturim,  M.D. 

John  Yashar,  M.D. 

POLLUTION  COMMITTEE 
Francis  Sct)la,  M.D.,  (Trm. 

Orlando  Armada,  M.D. 

Peter  Baute,  M.D. 

(it'orge  K.  Boyd,  M.D. 

Francis  H.  C^hafee,  M.D. 

Manuel  DaSilva,  M.D. 

Henry  Freye,  M.D. 

Charles  A.  Hall,  M.D. 

Marvin  Kerzner,  M.D. 

Cordon  Menzies,  M.D. 

Anthony  J.  Migliaccio.  M.D. 

Alton  M.  Pauli,  M.D. 

(leorge  J.  Jacewicz,  M.D. 

Richard  W.  Perry,  M.D. 

(juy  Settipane,  M.D. 

Francis  P.  Vose,  M.D. 

Joseph  P.  Padayhag,  M.D. 

SCIENCE  PAIR  COMMITTEE 
John  C Lathrop,  M.D.,  Chrm. 

Daniel  Alve.s,  M.D. 


Thomas  CL  Breslin,  M.D. 

Roger  Fontaine,  M.D. 

Karl  I''.  Stephens,  M.D. 

SOCIAL  WELL  ARE  COMMITTEE 
Peter  L.  Mathieu,  Jr.,  M.D.,  Chrm. 
Orlando  Armada,  M.D. 

Andrew  IMazar,  M.D. 

R.  E.  DeForest,  M.D. 

John  A.  Dillon,  M.D. 

Jo.seph  L.  Dowling,  Jr.,  M.D. 

Martin  P.  F'eldman,  M.D. 

Donald  I^.  Fitzpatrick,  M.D. 

Ru.s.sell  P.  Hager,  M.D.,  Ph.D. 

Flenry  F.  Izeman,  M.D. 

John  Melchionna,  M.D. 

John  B.  Montgomery,  M.D. 

AD  HOC  COMMITTEE  ON 
STANDARDS  AND 
CREDENTIALS  i 

Russell  P.  Hager,  M.D.,  Ph.D.,  Cdirrn. 
John  E.  Cktrey,  M.D. 

Alfred  A.  Arcand,  M.D. 

Cieorge  D.  Noble,  M.D. 

Juan  P.  Mallari,  M.D.  1 

Frederick  Eckel,  M.D. 

CLihriel  A.  Najera,  M.D. 

Anthony  F'.  Merlino,  M.D. 

Augustine  M.  McNamee,  M.D. 

Lester  L.  Vargas,  M.D. 

Hubert  Holdsworth,  M.D.  I 

Frank  DufTy,  M.D.  j 

Robert  M.  Lord,  M.D. 

I^resident  and  Secretary  of  Society 
— Members  Ex-olhcio 

Secretary's  Report 

(Continued  from  page  2) 
Establishment  of  an  Ad  Hoc  Com- 
mittee on  Standards  and  Credentials 
was  approved  by  the  Council. 

Doctor  William  J.  MacDonald  was, 
lauded  by  the  Council  for  the  outstand-i 
ing  representation  he  has  given  thej 
Society  in  the  AMA  Hou.se  of  Dele- 
gates. j 

The  Q)uncil  approved  the  appoint-' 
ment  of  Doctor  Stephen  J.  Hoye  to  the 
Ciovernor’s  Permanent  Commission  on 
Malpractice. 

License  Renewal 

Several  extraneous  questions  have 
been  included  with  this  year’s  Li- 
censing Forms.  The  only  informa- 
tion you  are  REQUIRED  to  pro- 
vide is  your  name  and  preferred 
mailing  address.  All  other  informa- 
tion is  STRICTLY  VOLUNTARY. 


BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 

NOVEMBER 


3 "INFECTIONS  IN  THE  OBSTETRIC  AND  GYNECOLOGIC  PATIENT."  Topics  will 
include:  "Anaerobic  Infections,"  Sherwood  L.  Gorbock,  M.D.,  Professor  of 
Medicine,  Division  of  Infectious  Diseases,  Tufts  University  School  of  Medi- 
cine, "Antimicrobial  Agents,"  John  G.  Bartlett,  M.D.,  Associate  Professor  of 
Medicine,  Division  of  Infectious  Diseases  and  Internal  Medicine,  Tufts  Uni- 
versity School  of  Medicine;  "History  of  Shock  in  the  Infected  Patient,"  Fi- 
orindo  Simeone,  M.D.,  Professor  Emeritus  of  Medical  Science,  Brown  Uni- 
versity Program  in  Medicine.  Also,  "Pathophysiology  of  Shock  and  Pulmon- 
ary Failure  in  the  Infected  Patient,"  Carl  Teplitz,  M.D.,  Associate  Professor  of 
Medical  Science,  Brown  University;  "Management  of  Shock  Associated  with 
Infection,"  Watts  R.  Webb,  M.D.,  Professor  and  Chairman,  Department  of 
Surgery,  State  University  of  New  York,  Upstate  Medical  Center;  "General 
Considerations  of  the  Fetus  as  the  Recipient  of  Antimicrobial  Agents,"  Karlis 
Adamsons,  M.D.,  Ph.D.,  Professor  and  Chairman  of  Obstetrics  and  Gyne- 
cology, Brown  University.  Cranston  Hilton  Inn,  9:00  a.m.  For  information, 
contact  Dr.  Bertram  Buxton,  Women  and  Infants  Hospital. 

3 JOHN  F.  KENNEY  RESEARCH  DAY,  Annual  Program  of  The  Memorial  Hos- 
pital Medical  Staff.  Further  information  will  be  forthcoming. 

4 PERSPECTIVES  ON  RAPE.  "Child  Sexual  Assault:  Victim  and  Offender,"  Ann 
Wolbert  Burgess,  R.N.,  D.N.Sc.,  Professor  and  Coordinator,  Graduate  Pro- 
gram in  Community  Health  Nursing,  Boston  College;  and  A.  Nicholas  Groth, 
Ph.D.,  Boston  College,  former  Chief  Psychologist  at  the  Massachusetts  Center 
for  the  Diagnosis  and  Treatment  of  Sexually  Dangerous  Persons. 


10  ALLENDALE  BURNS  SYMPOSIUM  on  "Recent  Advances  in  Burn  Therapy," 
presented  by  the  Brown  University  Program  in  Medicine.  Topics  will  include: 
"Fluid  Therapy,  Pathogenesis  and  Rationale,"  Dr.  Charles  L.  Fox,  Jr.,  Pro- 
fessor of  Microbiology  (in  Surgery),  Columbia  University  College  of  Physi- 
cians and  Surgeons;  "Clinical  Methods  of  Resuscitating  Severely  Burned 
Patients,"  Dr.  William  W.  Monafo,  Chief  of  Department  of  Surgery  and  Di- 
rector of  Burn  Unit,  St.  Johns  Mercy  Medical  Center,  St.  Louis  University 
School  of  Medicine;  "Topical  Control  of  Infection  and  Use  of  Auto,  Alio  and 


Xeno  Grafts,"  Dr.  Martin  C.  Robson,  Associate  Professor  and  Chief  of  Plastic 
and  Reconstructive  Surgery,  Director  of  Burn  Center,  University  of  Chicago; 
"Use  of  Auto,  Homo  and  Heterographs,"  Dr.  Jerry  M.  Shuck,  Professor  of 
Surgery,  University  of  New  Mexico,  Director  of  Burn  and  Trauma  Unit, 
University  of  New  Mexico,  Albuquerque,  New  Mexico;  "The  Treatment  of 
the  Burned  Hand,"  Dr.  H.D.  Peterson,  Chief  Clinical  Division,  U.S.  Army 
Institute  of  Surgical  Research,  Brooke  Army  Medical  Center,  Fort  Sam  Hous- 
ton, Texas;  "Management  of  Burns  in  Children,"  Dr.  James  R.  Lloyd,  Di- 
rector, Burn  Unit,  Children's  Hospital  of  Michigan,  Clinical  Assistant  Pro- 
fessor of  Surgery,  Wayne  State  University  School  of  Medicine;  "Audiovisual 
Methods  for  Teaching  Burn  Care  to  House  Staff,"  Dr.  Bruce  MacMillan,  Chief 
of  StaflF,  Shriners  Burns  Institute,  Cincinnati  Division,  Shrine  Professor  of 
Surgery,  University  of  Cincinnati  Medical  Center;  "Treatment  of  Burns  in 
Rhode  Island,"  Doctors  Arnold  M.  Porter,  Clinical  Professor  of  Surgery; 
Richard  P.  Sexton,  Clinical  Assistant  Professor  of  Surgery;  Armand  D.  Ver- 
saci.  Clinical  Assistant  Professor  of  Surgery,  Brown  University  Program  in 
Medicine. 

9:00  A.M.-4:30  P.M.,  Cranston  Hilton  Inn,  Cranston,  Rhode  Island.  There 
is  no  tuition,  but  registration  must  be  made  in  advance.  Write  to  the  Office 
of  Continuing  Medical  Education,  Brown  University  Program  in  Medicine, 
Box  G,  Providence,  Rhode  Island  02912  or  call  863-3337. 


1 1  PERSPECTIVES  ON  RAPE.  "Rhode  Island  Rape  Law:  Legal  Problems  for  the 
Victim,"  Judith  Romney  Wegner,  Special  Assistant  Attorney  General,  State 
of  Rhode  Island.  "Rhode  Island  Rape  Law:  Legal  Problems  for  the  Accused," 
Stephen  J.  Fortunate,  Jr. 


12  "IS  THE  STUDY  OF  RARE  DISEASE  RELEVANT?"  Dr.  Alfred  M.  Bongiovanni. 
Professor  of  Pediatrics,  University  of  Pennsylvania.  Combined  Pediatric 
Teaching  Rounds,  Brown  University  Section  of  Reproductive  and  Develop- 
mental Medicine  and  Roger  Williams  General  Hospital,  10:30  a.m.  to  12:00 
p.m.,  Kay  Auditorium,  Roger  Williams  General  Hospital.  Further  information 
will  be  forthcoming. 


13  "MEDICAL  TREATMENT  OF  CUSHING'S  DISEASE,"  James  C.  Melby,  M.D.,  Pro- 
fessor of  Medicine,  Boston  University  Medical  School,  and  Head,  Section  of 
Endocrinology  and  Metabolism,  University  Hospital,  Boston.  George  Auditor- 
ium, Rhode  Island  Hospital,  10:00  a.m.  to  12:00  p.m.,  following  informal 
rounds  at  9:00  a.m.  Further  information  will  be  available  from  the  Hospital. 


17  "THROMBOSIS,  EMBOLISM  AND  COAGULATION,"  William  Corvese,  M.D., 
Clinical  Assistant  Professor  of  Surgery,  Brown  University.  Rhode  Island  Hos- 
pital Basic  Science  Lecture  Series. 


18  "SYMPOSIUM  ON  HOSPITAL  ASSOCIATED  INFECTIONS,"  sponsored  by  the 
New  England  Association  for  Practitioners  in  Infection  Control.  The  Cranston 
Hilton  Inn,  Cranston.  Further  information  will  be  forthcoming. 


20  "TRENDS  IN  AMBULATORY  SURGERY,"  Annual  Symposium  of  the  Brown 
University  Section  of  Surgery  and  Rhode  Island  Chapter,  American  College 
of  Surgeons.  "CHANGE  IN  REPAIR  OF  GROIN  HERNIA,"  J.  Robert  Burns. 
M.D.;  "THE  FREE  STANDING  AMBULATORY  SURGERY  UNIT,"  Paul  J.  M.  Hea- 
ley, M.D.;  "ONE  YEAR'S  EXPERIENCE  AT  A COMMUNITY  BASED  ACCIDENT 
UNIT,"  Robert  J.  Botts,  M.D.,;  and  "POTENTIAL  COST  SAVINGS  WITH  FULL 
UTILIZATION  OF  AMBULATORY  SURGERY,"  Preston  Jordan,  Rhode  Island 
Blue  Cross.  A panel  of  the  speakers  and  Dr.  Joseph  E.  Cannon  of  the  Rhode 
Island  Department  of  Health  will  also  be  included.  9:00  a.m.,  George  Au- 
ditorium, Rhode  Island  Hospital.  Further  information  will  soon  be  available. 


23  "PURPURA:  IT'S  CAUSES  AND  TREATMENTS,"  Dr.  Philip  Lanzkowsky,  Pro- 
fessor of  Pediatrics,  School  of  Medicine,  State  University  of  New  York  at 
Stony  Brook.  George  Auditorium,  10:00  a.m.  to  12:00  p.m.  Further  informa- 
tion is  forthcoming. 


24  "OSTEOPOROSIS,  GOUT  AND  CRYSTAL  DISEASE,"  Stephen  R.  Kaplan,  M.D., 
Associate  Professor  of  Medicine,  Brown  University  Program  in  Medicine. 
Rhode  Island  Hospital  Basic  Science  Lecture  Series. 


DECEMBER 


1 MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM:  CURRENT  ADVANCES  IN  PEDI- 
ATRIC DIAGNOSIS  AND  THERAPY,  Moderator,  Leo  Stern,  M.D.,  Professor  and 
Chairman  of  Pediatrics,  Section  of  Reproductive  and  Developmental  Medi- 
cine, Brown  University  Program  in  Medicine;  "The  Child  with  Stridor,"  John 
S.  Dunbar,  M.D.,  Professor  of  Radiology  and  Pedatrics,  University  of  Cin- 
cinnati College  of  Medicine,  Director,  Division  of  Roentgenology,  Children's 
Hospital  Medical  Center,  Cincinnati;  "The  Changing  Face  of  Adolescence," 
Leon  Eisenberg,  M.D.,  Maude  and  Lillian  Presley  Professor  of  Psychiatry, 
Harvard  Medical  School;  Senior  Associate  in  Psychiatry,  Children's  Hospital 
Medical  Center,  Boston;  "Treatment  of  the  Newborn  and  Young  Child:  The 
Importance  of  Drug  Dosage,"  Allan  H.  Neims,  M.D.,  Ph.D.,  Director,  Roche 
Developmental  Pharmacology  Unit,  Associate  Professor  of  Pharmacology 
and  Pediatrics,  McGill  University,  Montreal;  "Diagnosis  and  Therapy  of  Pa- 
tients with  Defects  in  the  Inflammatory  Response,"  Paul  G.  Quie,  M.D., 
Professor  of  Pediatrics,  American  Legion  Memorial  Heart  Research  Professor, 
University  of  Minnesota,  Minneapolis. 
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Physicians  Seeking  Opportunities  In  Rhode  Island 


Edward  B.  Feinberg,  M.D. 

2819  Renfrew  Avenue 
Ann  Arbor,  MI  48105 
Specialty : Ophthalmology 

He  ^ ^ 

Carl  R.  Makarewicz,  M.D. 

Charles  Tupper  Medical  Building 
University  Avenue 
Halifax,  Nova  Scotia,  CANADA 
Specialty:  General  Practitioner 

He  He  He 

Michael  R.  Barnett,  M.D. 

Box  98,  R.D.  No.  1 
Altamount,  NY  12009 

Specialty:  Internal  Medicine 
* * * 

A.  A.  Choudhury,  M.D. 

5129  Chatsworth 
Toledo,  OH  43614 
Specialty:  Pediatrics 

* * 

Frank  A.  Workman,  M.D. 

Box  00214 

41  Yarrow  Hill 

West  Henrietta,  NY  14586 

Specialty : Hematology /Oncology 
* * * 

0.  Ramiready,  M.D. 

130  Avon  Street,  Apt.  59 
Malden,  MA  02148 
Specialty : Anesthesiology 


Mark  A.  Sullivan,  M.D. 

2834  Midvale  Avenue 
Philadelphia,  PA  19129 
Specialty:  Internal  Medicine 

i\i  i'fi  H« 

Ralph  Nazzaro,  M.D. 

450  Stratofort 

K.I.  Sawyer  AFB,  MI  49843 

Specialty:  General  Surgery 

H<  ❖ * 


Sterling  J.  Haidt,  M.D. 

737  El  Medico  Avenue 
Pacific  Palisades,  CA  90272 
Specialty : Ophthalmology 

H«  H«  Hi 

Thomas  Etammers,  M.D. 

51  Woodland  Road 
Andover,  MA  01810 
Specialty : Anesthesiology 

* * * 

Lawrence  S.  Slotnick,  M.D. 
2157  Hawaii  Avenue 
Forrestal  Village 
Great  Lakes,  IL  60088 
Specialty:  Pulmonary  Medicine 

* He  * 

Robert  P.  Rosenthal,  M.D. 

Lake  Paradise 
Monson,  MA  01057 
Specialty:  Internal  Medicine 

H«  Hi  H« 

Joel  S.  Olstein,  M.D. 

11606  Mindanao  Street 
Cypress,  CA  90630 
Specialty:  Urology 

H=  H: 

Raafat  R.  Tadros,  M.D. 

100  Jefferson  Square 
Waterbury,  CT  06702 
Specialty:  Surgery 

H:  H:  H: 

A.  N.  Memon,  M.D. 

164-08  85th  Avenue 
Jamaica,  NY  11432 
Specialty:  Internal  Medicine 

Hi  H«  H« 

Baltej  S.  Maini,  M.D. 

115  West  Squantum  Street 
North  Quincy,  MA  02171 
Specialty:  General  Surgery 

He  * Ht 

Nalini  G.  Rao,  M.D. 

579  Sloop  Road 
Pittsburgh,  PA  15237 
Specialty:  Internal  Medicine 


Misbah  M.  Vahidy,  M.D. 

5050  South  Lakeshore  Drive,  No.  710  S. 
Chicago,  IL  60615 

Specialty:  General  Surgery  and  Gen.  Practice 

H:  H=  He 
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Physicians  Seeking  Opportunities  in  Rhode  Island 


Peripatetics 


The  Rhode  Island  Hospital  House  Officers’ 
Association  has  created  a Milton  W.  Hamol- 
sky  Teaching-  Award  in  Medicine,  established 
to  honor  excellence  in  the  teaching  of  house 
officers  and  commitment  to  the  training  of 
physicians  as  exemplified  by  MILTON  W. 
HAIMOLSKY. 

EDWARD  lANNUCCILLI  and  SIDNEY 
DRAM  AN  were  selected  as  the  1976  recipi- 
ents. The  House  Officers’  Association  pre- 
sented its  Teaching  Award  in  Pediatrics  to 
JAY  ORSON  and  JOHN  O’SHEA  and  its 
Teaching  Award  in  Surgery  to  JOHN  LAW- 
LOR. 

Doctor  Hamolsky  also  received  an  award 


as  an  outstanding  teacher  from  another  group 
this  summer:  the  new  graduates  of  the 
Brown  University  Medical  Program.  Other 
Rhode  Island  Hospital  Physicians  who  re- 
ceived the  award  were  SIDNEY  BRAMAN 
(for  the  second  consecutive  year),  EDWARD 
FORMAN,  and  ROBERT  SCHWARTZ. 

* * * 

ROBERT  CAPONE,  director  of  the  Coro- 
nary Care  Unit  at  Rhode  Island  Hospital  and 
an  assistant  professor  of  Medicine  at  Brown, 
has  been  named  an  American  Heart  Associ- 
ation Teaching  Scholar.  This  honor,  given  to 
only  three  people  across  the  country,  covers 
a period  of  five  years. 

(Continued  on  page  472) 


You  are  invited  to  participate  in 
a symposium  entitled 

STROKE — MODERN 
TRENDS  IN 
CEREBROVASCULAR 
DISEASE 

THE  DIPLOMAT  HOTEL 
Hollywood,  Florida 

FEBRUARY  9-12,  1977 

A distinguished  faculty  of  internists,  neu- 
rologists, and  surgeons  will  present  the  lat- 
est in  stroke  care. 

For  information  write; 

Mr.  Ronald  A.  Nelson 
Executive  Director 
American  Heart  Association 
Broward  County  Chapter 
440  North  Andrews  Avenue 
Fort  Lauderdale,  Florida  33301 
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Office  Available 
IMMEDIATELY 

EQUIPPED 

Share  Waiting  Room 

BLACKSTONE  VALLEY  MEDICAL  BUILDING 

333  School  St.,  Pawtucket,  Rhode  Island  02860 

Contact:  P.  HEALEY,  M.D.  728-1300 
CONNIE  BOISE  728-1300 


All  shirts  CUSTC 
Choice  of  qualil 

NOW  OPEN: 

9 A.M.  to  5 P.N 

from  $19.50 
131  Washingtor 

shirt 

company 

M MADE  to  your  exact  needs, 
fy  fabrics  and  styles. 

\.  Mon-Fri.;  Sat.  until  12  noon 
1 St.,  Providence,  Rl  421-1052 

Rhode  Island  Medical  Journal 


When  patients  like  these 
need  B & C therapy 

• The  patient  with  a chronic  disease 

• The  patient  with  a febrile  illness 

• The  problem  drinker 

• The  patient  with  a Gl  disorder 

• The  surgical  patient 


BEROCCA  TABLETS 

• Provides  the  needed 
nutritional  support 
•Available  on  ^only 

Balanced  high  potency  B-complex 
plus  500  mg  vitamin  C 

If  you  wish  to  receive  a complimentary  bottle  of  100  BEROCCA® 
Tablets,  simply  write  an  Rx  on  your  prescription  blank  (see 
sample  below).  Then  tear  out  this  page,  fold,  enclose  the  Rx  and 
mail— it  is  your  postage-paid,  pre-addressed  envelope. 


Virtually  no  odor  or  aftertaste 

Please  see  complete  product  information, 
a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  Bi)  . . 15  mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  Be)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  B12) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 

Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins  are 
required  prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with  pernicious 
anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated 
with  vitamin  B12. 


Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  1 00  and  500. 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


FIRST  CLASS 
PERMIT 
NO.  1185 
NUTLEY,  N.  J. 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 


Postage  will  be  paid  by 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
N Utley,  New  Jersey  07110 


Attn:  Professional  Services 


Books  Received  For  Review 


The  Editor  acknowledges  the  receipt  of  the 
following  books  and  thanks  the  publishers 
for  sending  them.  We  shall  have  as  many  as 
possible  reviewed.  The  volumes  are  greatly 
appreciated  and  will  be  added  to  the  Library’s 
collection  where  they  will  be  available  to 
readers. 

Ciba  Foundation  Symposium  38  (n.s.)  LUNG 
LIQUIDS.  Amsterdam,  Elsevier/Excerpta 
Medica,  1976. 

HELP  YOUR  DOCTOR  HELP  YOU  by  Wal- 
ter C.  Alvarez,  M.D.  Millbrae,  California, 
Celestial  Arts,  1976.  $4.95 

REVIEW  OF  MEDICAL  PHARMACOIUGY 
by  Frederick  H.  Meyers,  M.D. ; Ernest  Ja- 
wetz,  Ph.D.,  M.D. ; and  Alan  Goldfien,  M.D. 

z 


FOR  SALE 

Physician's  custom  built  Suburban  Home. 
Priced  for  quick  action. 

LEASE 

Prof.  Offices,  3 rooms  and  lavette,  6 rooms 
and  2 lavettes.  Well  located.  Available  now. 
4 and  6 room  apartments,  good  location. 

FOR  INVESTMENT 

Apt.  Houses  Providence,  Westerly.  Commer- 
cial-light industry  land  Dade  County,  Fla. 

Vacation  licenses,  1-2  weeks  Aug.  Good  for 
many  resorts.  We  welcome  your  BUY,  SELL, 
RENT,  LEASE  LISTINGS. 

RAUL  NODARSE,  M.D. 

Ann  M.  Nodarse 
Lie.  Real  Estate  Brokers 
353-2510,  9 to  5 

1149  Hartford  Avenue 
Johnston,  R.I.,  02919 


Los  Altos,  California,  Lange  Medical  Pub- 
lications, 1976.  $12.50 

PLAGUES  AND  PEOPLES  by  William  H. 
McNeill.  Garden  City,  New  York,  Anchor 
Press/ Doubleday,  1976.  $10.00 
SO  GET  ON  WITH  IT  by  Marilee  Weisman 
and  Jan  Godfrey.  Garden  City,  New  York, 
Doubleday  & Co.,  Inc.,  1976.  $8.95 
GANJA  IN  JAMAICA  The  Effects  of  Mari- 
juana Use  by  Vera  Rubin  and  Lambros 
Cokitas.  Garden  City,  New  York,  Anchor 
Press/Doubleday,  1976.  $2.95 
BASIC  AND  CLINICAL  IMMUNOLOGY  by 
H.  Hugh  Fudenberg,  M.D.,  Daniel  P.  Stites, 
M.D.,  Joseph  L.  Caldwell,  M.D.,  and  J.  Viv- 
ian Wells,  M.D.  Los  Altos,  California,  Lange 
Medical  Publications,  1976.  $12.50 

z 


NORTHEAST  CANADIAN 
AMERICAN  HEALTH 
CONFERENCE  II 

November  3-6,  1976 

Sheraton-Boston  Hotel,  Boston 

Renowned  speakers  from  the  United  States 
and  Canada  on  the  topics: 

"Preventive  Programs  and  the  Political 
Process"  and 

"Primary  Care  — Its  Accessibility  and 
Role  in  Prevention" 

Rhode  Island  members  of  the  planning 
committee: 

Joseph  Yacovone,  D.M.D.,  M.P.H. 

Joseph  Bevilacqua,  Ph.D.,  Director,  R.l. 
Dept,  of  Mental  Health,  Retardation, 
and  Hospitals 

Edwin  C.  Brown  of  the  AFL-CIO 

Ms.  Dawn  Sullivan  of  the  R.l.  Dept,  of 
Mental  Health,  Retardation,  and  Hos- 
pitals 

TO  REGISTER  CONTACT:  Northeast  Health  Con- 
ference c/o  HEW/Public  Health,  Room  1400,  John  F. 
Kennedy  Fed.  Bldg.,  Boston,  MA  02203. 


October,  1976 
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MALPRACnCE 

QUESnONS 

Depend  on  Starkweather  & She[dey 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty.. .Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepley.Nc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


Gower  and  Co. 

Real  Estate 

Providence  751-8100  — Barrington  245-0100 


m 

REALTOR* 


FOR  SALE 


BARRINGTON 

Architect-designed  contemporary  on  three  acres  done  in  West  Coast  Cedar 
overlooking  glen  and  out  to  the  Bay.  First  Level:  Cathedral  ceiling  living  room, 
field  stone  fireplace,  formal  dining  room,  two  master  bedrooms,  two  baths  and 
lavette,  deck  overlooking  acres  of  woods  and  water.  Lower  Level:  three  bed- 
rooms, full  bath,  20  x 40  family  room  with  kitchen,  laundry,  sauna,  and  shower. 
Magnificent  landscaping  and  inground  swimming  pool  (with  hydro-therapy). 
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Rhode  Island  Medical  Journal 


Here’s  a powerful 
new  tool  to  keep  your 
patients  healthy 


Common  sense. 


Physicians  tell  us  that  one 
out  of  two  patients  walk  out  of  a 
doctor’s  office  after  a checkup 
with  a prescription  to  change 
their  life-style. 

These  people  need  all  the 
encouragement  they  can  get. 
Your  Blue  Cross  and  Blue  Shield 
Plans,  with  the  support  of  the 
Rhode  Island  Medical  Society, 
have  found  a way.  Together  we 
have  developed  a statewide  pro- 


gram called  “Change  your  mind 
about  your  body.” 

There  will  be  posters, 
newspaper  messages  and  TV 
spots  to  make  people  aware  of 
their  self-care  responsibilities. 
Plus  a free  booklet  that  pinpoints 
easy,  inexpensive  ways  to  stay 
healthy.  Ways  like  eating 
sensibly,  drinking  soberly, 
smoking  not-at-all,  squeezing 
exercise  into  daily  life,  and 
learning  how  to  relax. 


Your  “Change  your  mind 
about  your  body”  kit  will  be  on 
its  way  to  you  soon.  It  will  help 
you  appeal  to  the  most  powerful 
human  motivation;  self-interest. 


Blue  Cross  and  Blue  Shield  of  Rhode  Island 
444  Westminster  Mall.  Prov..  R.l.  02901 
401-272-8500 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


Attractive  S functional  Ottices 


Division  of  National  Office  Supply  (ro. 


Desiyners  S Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


Pian  flow  to  Attend  the  ..  . 

1973 

ANNUAL  MEETING 

of  the 

RHODE  ISLAND  PROFESSIONAL  STANDARDS  REVIEW 


TUESDAY,  NOVEMBER  23,  1976  at  7:30  P.M. 

RHODE  ISLAND  MEDICAL  SOCIETY  AUDITORIUM 

1 06  Francis  Street 
Providence,  Rhode  Island 
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I Cannot  Tell  A Lie  “It  Does  Taste  Like 


BANANAS!” 

When  acute,  non-specific  diarrhea  causes 
the  stomach  to  revolt, the  tasteful  counterattack 
is  Donnagel®-PG.  Donnagel-PG  provides  all 
the  benefits  of  paregoric  and— instead  of  that 
unpleasant  paregoric  taste— a delicious  banana 
flavor  good  enough  to  make  even  an  expert  flip 
his  wig. 

/I'H'DOBINS 


Now  with  child-proof  closure 

Donnagel-PG^ 

Donnagel  with  paregoric  equivalent 

For  diarrhea 

Each  30  ml.  contains: 

Kaolin  6.0  g. 

Pectin  142.8  mg 

Hyoscyamine  sulfate  0.1037 mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Powdered  opium,  DSP  24  0 mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate  60.0  mg. 

(preservative) 

Alcohol,  5% 


A.H  Robins  Company,  Richmond,  Virginia  23220  Member  of  Certified  Medical  Representatives  Institute 


in  coughsof  colds, 
“flu”  and  u.rL- 
clear  the  tract 
with  the  famous 
Robitussin®Line! 

The  5 members  of  the 
Robitussin®  family  all  contain 
the  expectorant,  guaifenesin, 
to  help  clear  the  lower 
respiratory  tract.  Guaifenesin 
works  systemically  to  help 
stimulate  the  output  of  lower 
respiratory  tract  fluid.  This 
enhanced  flow  of  less  viscid 
secretions  promotes  ciliary 
action  and  makes  thick, 
inspissated  mucus  less  viscid 
and  easier  to  raise.  As  a 
result,  dry,  unproductive 
coughs  become  more 
productive  and  less  frequent. 


OUR  PHOTO:  Norfolk  & Western  Branch  Train 
No.  202  west  bound  near  Alvarado,  Va.  (Oct.,  1956). 
This  tine  reaches  the  highest  point  of  any  railroad 
East  of  the  Rockies  (elevation  3,577  ft.)  with  a 
minimum  grade  of  3%.  It  crosses  108  bridges, 
some  700  ft,  long!  Photo  by  0.  Winston  Link 


For  productive  and  unproductive  coughs 

Robitussin^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF  100  mg 

Alcohol,  3.5% 

For  severe  coughs 

Robitussin  A-Ce 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Codeine  Phosphate,  USP 10,0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-DM^ 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Dextromethorphan 

Hydrobromide,  NF  15  mg 

Alcohol,  1 .4% 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

Robitussin>PE^ 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Pseudoephedrine 

Hydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin-CF^ 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  50  mg 

Phenylpropanolamine 

Hydrochloride,  NF . . 12,5  mg 

Dextromethorphan 

Hydrobromide,  NF 10  mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


For  many  years  Robins  has  spot- 
lighted the  expectorant  action  of 
the  Robitussin  cough  formulations 
by  featuring  action  photographs  of 
steam  engines  like  the  one  on  the 
preceding  page.  In  keeping  with 
this  tradition,  lastyearthe  company 
commissioned  a well-known 
illustrator  to  render  full-color 
drawings  of  several  classic 
locomotives  . . . accurate  to  the 
minutest  detail.  Chances  are  you 
requested  and  received  the  first 
locomotive  in  this  series.  The 
William  Mason,  last  winter.  Now, 
the  second  one  is  available.  (See 
below).  To  orderyour  print  suitable 
for  framing,  write  “Robitussin 
Clear-Tract  Engine  #2“  on  your 
Rx  pad  and  mail  to  “Vintage 
Locomotives,"  Dept.  T4, 

A.  H.  Robins  Company, 

1407  Cummings  Drive, 

Richmond,  Va.  23220. 


A.  H.- Robins  Company,  Richmond,  Va.  23220 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


50  CLEMENCE  and  TRANSIT  STREETS 


SCOT-TUSSIN 


PHARMACAL  CO.,  INC. 


(off  Rte.  5)  (P.O.  Box  8217) 
CRANSTON,  R.  I.  02920 


Rx.  Sugar-Free  Cough  Medicines 


Do  you  need  to  Prescribe  with  confidence  our  Rx.  specialties: 


Caution:  It  may  be 
habit  forming 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 

CLASS  3,  WELFARE  APPROVED  IN  R.  I.  AND  MASS. 
COMPOSITION:  Each  oz.  (30cc.)  contains:  Dihydrocodeinone 
Bitartrate  15  mg.  (Warning:  May  be  habit  forming);  Phenylephrine 
Hcl.  30  mg.;  Phenylpropanolamine  Hcl.  30  mg.;  Pheniramine  Male* 
ate  80  mg.;  Glyceryl  Guaiacolate  480  mg.;  Methylparaben  O.I8yo: 
Propylparaben  0.02%  and  Alcohol  5%  by  volume. 


Rx.:  Coughs! 
Colds!  Allergies! 


Readily  available  at  any  pharmacy 

Approved  R.  I.  and  Mass.  Welfare. 

For  prescribing  information,  please,  refer  to  "S-T  Forte"  label  or  to  index  card. 

SCOT-TUSSIN  Pharmacal  Co.,  Inc.  DEA  Mfgr.  No.  PS00069I3;  DEA  Distr.  No.  PSI25749;  FDA  No. 
1212092;  R.  I.  Drugs  Mfgr.  Lie.:  No.  2;  etc.  R.  T.  HANNAWAY,  INC.  Lie.  No.  15. 


Scot-Tussin  Medical  & Surgical  Supply  Div. 

(401)  942-8555 

DEALERS  for:  Monoject;  B-D;  J & J;  Graham  professional  paper  products;  Art  Steel  Co.,  (Steel- 
master  office  furniture);  Examining  Room  furniture,  etc.  May  we  serve  your  surgical  supply  needs? 

Inquiries  invited:  price  lists  readily  available!  Try  our  fast,  honest  services! 
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Doctor,  is  your  investment  portfolio 
in  good  health? 


We'll  give  it  a professional  examination. 

Early  detection  of  a problem  is  important  in  medicine,  and  it’s 
important  in  investments,  too.  What  may  have  been  sound 
last  year,  might  not  be  so  today.  That’s  why  we’re  offering  our 
knowledge,  experience  and  resources  to  give  you  an  analysis 
of  your  portfolio’s  current  condition.  Our  reputation  for  more 
than  half  a century  is  your  guarantee  of  an  objective,  profes- 
sional analysis.  Please  call  Richard  H.  Long  or  Gardner  E. 

White. 


BROWN.  LISLE^  MARSHALL 

INCORPORATED 

1200  Turks  Head  Building,  Providence,  Rhode  Island  02903  • Tel.  (401)  421-8900 
Woonsocket  area  . . . 725-0498  South  County  area  . . . 295-8859 


MEDICAL 

DIRECTOR 

Providence  Health  Centers  seeks  physi- 
cian with  proven  administrative  capability 
to  serve  as  its  Medical  Director.  We  are  now 
providing  primary  ambulatory  health  care 
to  17,000  low  income  persons.  The  program 
is  designed  to  serve  25,000  persons  located 
in  Providence,  Rhode  Island  through  a 
health  network. 

Salary  negotiable,  commensurate  with 
background  and  experience. 

Please  send  resume  to:  Anne  Hill,  R.N., 
Personnel  Officer,  469  Angell  Street,  Provi- 
dence, Rhode  Island  02906.  The  telephone 
number  is  (401)  861-6300. 

AN  AFFIRMATIVE  ACTION  PROGRAM 


Your  Patient  Deserves  a Specialist 


RECOMMEND 


WE  RENT  — OR  SELL 

HOSPITAL  EQUIPMENT  FOR  HOME  HEALTH 
CARE  AT  DISCOUNT  PRICES 

— INCLUDING  — 

POST  OPERATIVE  PATIENT  AND  INVALID 
SUPPLIES 

A Complete  Medical  Supply  Center 
Medicare  Claims  Accepted 


685  Park  Avenue,  Cranston,  R.  I. 

L (401)  781-2166  i 


PROSPECT  TERRACE 

A DESCRIPTION  WOULD  BE  AN  INJUSTICE 
FOR  THIS  MAGNIFICENT  RESTORATION. 
CALL;  EXCLUSIVE  BROKER,  TOM  RHINE, 
FOR  DETAILS  AND  APPOINTMENT. 


144  Westminster  Street,  Providence,  Rhode  Island  02903 

ivates  Properties  (401)  4SG-18SO 


A Division  of  the  New  England  Financial  Group 
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Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3,5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  In  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  Is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


^J^oijLins 

Profile  "20" 

Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 
LDH 
SGOT 

HEMOGLOBIN 
HEMATOCRIT 
WHITE  BLOOD  COUN7 
RED  BLOOD  COUNT 
MCH 
MCV 
MCHC 


ALL  20  PROCEDURES 
$15.00 


~-Mloi}Lin5  ^ l]eJica(  ajCaLoratori^ 
335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 


ASCANIO  Dl  PIPPO 
Ph.  D. 


DONALD  MATTERA 
B.S.  M.T.  (ASCP) 
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Orinase 

tolbutamide,  Upjohn 

0.5  Gm  tablets 


Orinase 

0.5  6® 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
©1976  The  Upjohn  Company 


Upjohn 


This  new  design  will  help 
pharmacists,  physicians,  nurses, 
and  patients  identify  Orinase  by 
name  and  manufacturer.The 
number  on  the  tablet  is  for 
identification  and  is  not  related  to 
tablet  strength. 

You  may  wish  to  advise  your 
patients  that  this  change  is  taking 

place.  J-5255-6 


Announcing 

A Pioneering  Self- Assessed 
Educational  Program  for  the 
Practicing  Physician 


THE  HYPERTENSION 
MEDICAL  KNOWLEDGE 
SELE-ASSESSMENT 
PROGRAM 


A project  of  The  Editorial  Board  of 
Dialogues  in  Hypertension 
in  conjunction  with 

The  National  Board  of  Medical  Examiners 

CME  ACCREDITATION  ENROLLMENT 

AS  an  organization  accredited  for  Continuing  can  enroll  now  at  no  cost. 

tV  Medical  Education,  the  American  Heart  X For  full  details,  see  your  Smith  Kline  &French 

Association  certifies  this  continuing  medical  educa-  Representative,  or  write:  Health  Learning  Systems, 
tion  offer  meets  the  criteria  for  40  credit  hours  in  Inc.,  P.O.  Box  7929,  E-72,  Philadelphia,  PA  19101. 

Category  1 for  the  Physician’s  Recognition  Award.  Developed  and  produced  by  Health  Learning 

Acceptable  for  40  prescribed  hours  by  the  Systems,  Inc.,  under  an  educational  grant  from 

American  Academy  of  Family  Physicians.  Smith  Kline  &French  Laboratories. 


While, 
we’re^. 
operating 
on^our 
car.... 


drive  one  of  ours. 


We  know  how  busy  you  are,  and  how 
important  a car  is  in  your  plans.  So 
while  our  service  department  is 
working  on  your  car,  we’ll  let  you 
use  one  of  ours.  When  you  sell  very 
special  cars  to  very  special  people,  you 
have  to  give  them  special  service. 


PONTIAC 

ROLLS 

5l;elnGni.d 

tno^ deule't 

(VOliVO) 

766  BROADWAY.  PAWTUCKET,  R.I.,  PHONE  723-4700 

REAL  ESTATE 

LAND  - FARMS 

INVESTMENT  PROPERTIES 

Andrew  C.  Smiley  Inc. 

628  Shippeetown  Road 
East  Greenwich,  R.  I. 

401-884-8831 


GOOD  ADVICE  AND 
SERVICE 

The  two  above  promises  frequently  are 
overdone  and  inadequately  delivered. 

I believe  that  we  have  exceeded  all  ex- 
pectations and  obligations  in  connection 
with  our  ADVICE  to  R.I.M.S.  Members  and 
the  SERVICE  we  have  given  them;  under  ex- 
tremely trying  circumstances. 

I KNOW  OF  NOT  ONE  MEMBER  WHO 
HAS  BEEN  UNFAIRLY  DISADVANTAGED  BE- 
CAUSE OF  OUR  ADVICE  OR  SERVICE.  (This 
statement  is  possible  ONLY  because  of 
great  sacrifice  of  time,  money  and  effort 
on  our  part  to  achieve  it.) 

If  you  are  seeking  this  kind  of  ADVICE, 
SERVICE  and  PROFESSIONAL  LOYALTY,  TRY 
US! 

R.  A.  DEROSIER  AGENCY 

FOURDEE  AGENCY.  INC. 

FOURDEE  PLANNING  CORP. 

DEROSIER  PLAN  ADMINISTRATORS,  INC. 

(N.A.S.D.  Broker/Dealer) 

215  Waterman  Avenue 

East  Providence,  Rhode  Island  02914 
Tel.  438-0660 


4 GOOD  REASONS  WHY  A LAKESIDE 
IN-GROUND  POOL  IS  YOUR  BEST  BUY: 


Lakeside  is  a eqUlJped  and 

Ltiedged.  ^ pool  company 

^"^^■'TuesonW^^e;mest 

cessorv  ed 

-\OUS 


itenav  ^ permaii': 

a(ena\KW  .,esate<  - , 


O' 


NATIONAL 
SWIMMWG  POOL 
MSTTTUTE 


There  are  lots  of  other 
reasons  why  Lakeside  pools 
are  better.  So  come  in  and 
get  the  facts  on  our  in-ground 
pools  which  come  in  31  models. 


5 POOLS  ON 
DISPLAY,  IN-GROUND 

6 ABOVE  GROUND 


a£- 


Financing  Available 


SWIMMING  POOL  AND  SUPPLY  CO. 

RTE.  146,  NORTH  SMITHFIELD.  R.  I.  • Open  Daily  9 A M -8  P M • Sun.  10  A M. -7  P M • Call  Collect  (401 ) 766-5040 
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Base  ^ur  diagndsis 
on  a 


20-test  profile 

( for  the  price  of  the  old  12  tests) 


_,PS  \NC 

„,CAb 

„so  *»; — — ,,,utj  L, — 


Now  you  can  order  a profile  with  the  results  of 
the  12  tests  physicians  usually  request  - plus  8 new  ones.  Yet 
''  the  cost  is  the  same  or  lower.  How?  New  England  Medical  Laboratories 

has  installed  an  advanced,  new  third-generation  biochemical  blood  analyzer  that  is  computer- 
ized and  completely  automated.  You  get  a digital  print-out  that  is  easier  to  read,  more 
accurate  and  reliable,  and  contains  more  basic  diagnostic  information.  Right  now  it  is 
available  from  New  England  Medical  Laboratories,  one  of  the  largest,  full-service  laboratories 
in  this  area.  Courier  pickup  and  delivery  service  available.  For  detailed  information,  fill  out  and 
return  the  coupon,  or  call  toll  free  1-800-225-4603,  (Mass:  1-800-982-4700). 


QPlease  send  complete  information  including  fee  schedule  for  the  following: 
QNcw  SMAC  20-test  standard  profiles 
□ Special  Assay  and  RIA  Tests 

□ l would  be  interested  in  a free  trial 

□ Have  Laboratory  Services  Representative  contact  me 

Name 


Address 


City  I State  Zip 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  street 
Holliston,  Massachusetts  01746 


RHODE  ISLAND  LABORATORY  LOCATIONS:  1515  Smith  Street,  North  Providence,  02911,  Tel:  401-353-1  370;  333  School  Street,  Pawtucket,  02860,  Tel:  401-724-2970. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Amyloidosis 


Disturbances  In  Immunoregulatory 
Mechanisms  May  Be  An  Important  Step 
In  The  Pathogenesis  Of  Amyloid  Dis- 
ease 


By  Alan  S.  Cohen,  M.D.,  Alan  Rubinow,  M.D., 
and  Don  L.  Goldenberg,  M.D. 

Amyloidosis  is  an  extracellular  deposition 
of  the  fibrous  protein,  amyloid,  in  one  or 
more  sites  of  the  body.  It  is  important  to 
rheumatologists,  since  it  is  a complication 
of  5-15  per  cent  of  patients  with  rheuma- 
toid arthritis  and  can  complicate  any  other 
systemic  connective  tissue  disease.  In  addi- 
tion, it  is  of  interest  to  immunologists  due 
to  its  chemistry,  and  perhaps  to  all  of  us 
since  it  has  been  shown  that  with  aging 
small  plaques  of  amyloid  are  almost  univer- 
sally present  in  our  brains  and  hearts!  The 
term  “amyloid”  (starch-like)  was  originally 
coined  in  1854  by  Virchow  who  was  con- 
vinced of  its  resemblance  to  starch  or  cellu- 
lose. Later,  Meckel  discovered  that  the  lar- 
daceous  “changes”  were  present  in  many 
organs  in  addition  to  the  liver,  spleen,  and 

ALAN  S.  COHEN,  M.D.,  Conrad  Wesselhoejt 
Professor  of  Medicine,  Boston  University  School 
of  Medicine;  Director,  Thorndike  Memorial  Lab- 
oratory, and  Chief  of  Medicine,  Boston  City  Hos- 
pital. 

ALAN  RUBINOW,  M.D.,  Clinical  and  Research 
Fellow,  Boston  University  School  of  Medicine; 
and  Clinical  Fellow  in  Medicine,  Boston  City  Hos- 
pital. 

DON  L.  GOLDENBERG,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  Boston  University  School  of 
Medicine;  and  Assistant  Visiting  Physician,  Bos- 
ton City  Hospital. 


kidneys.  Thereafter,  amyloid  occupied  only 
the  attention  of  pathologists  who  described 
its  distribution  and  attempted  to  ascertain 
its  chemical  structure  and  pathogenesis.  The 
advent  of  the  Congo  red  test  and  later  wide- 
spread use  of  biopsy  tissue  from  suspected 
organs  stimulated  an  increased  awareness 
of  amyloidosis  in  clinical  practice.'’  ^ 

In  recent  years  interest  in  amyloid  has 
escalated  considerably.  Application  by  a wide 
variety  of  scientific  disciplines  of  modern 
laboratory  techniques  have  contributed  to  a 
greater  understanding  of  the  complex  factors 
involved  in  its  fonnation  and  to  an  under- 
standing that  it  is  of  major  importance  as  a 
connective  tissue  disease,  in  aging,  and  in 
immunology.^ 

(Continued  on  next  page) 


From  the  Thorndike  Memorial  Laboratory  and  De- 
partment of  Medicine,  Boston  City  Hospital;  and 
Arthritis  and  Connective  Tissue  Disease  Section, 
Department  of  Medicine,  Boston  University  Medical 
Center. 

These  investigations  were  supported  by  grants  from 
the  U.S.  Public  Health  Service  National  Institute  of 
Arthritis  and  Metabolic  Diseases  (AM-04599  and 
Tl-AM-5285),  from  the  General  Clinical  Research 
Centers  Branch  of  the  Division  of  Research  Re- 
sources, National  Institutes  of  Health  (RR-533), 
and  the  Massachusetts  Chapter  of  the  Arthritis  Foun- 
dation, from  the  Arthritis  Foundation  and  from  the 
John  A.  Hartford  Foundation. 

Lecture  at  Rhode  Island  Hospital  on  April  24,  1976 
sponsored  by  the  Rhode  Island  Hospital  House  Offi- 
cers’ Association. 
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CLASSIFICATION 

Many  authors  in  th.e  past  organized  the 
classification  of  amyloidosis  on  the  basis  of 
specific  organ  involvement.  Therefore,  pa- 
tients with  heart,  gastrointestinal  tract,  skin, 
iierve,  and  tongue  involvement  were  consid- 
ered to  have  primary  amyloidosis,  while 
those  with  liver,  spleen,  kidney,  and  adrenal 
involvement  were  considered  to  have  sec- 
ondary amyloidosis.  It  is  now  clear  that 
amyloid  deposition  can  involve  any  organ 
irrespective  of  its  type.  Furthermore,  rou- 
tine stains  are  not  able  to  distinguish  “types” 
of  amyloidosis.  Most  authors  currently  clas- 
sify amyloidosis  on  the  basis  of  associated 
disease,  i.e.  amyloid  with  associated  disease 
is  secondary.  With  the  recent  studies  report- 
ing progress  in  delineating  the  chemical 
composition  of  the  amyloid  fibril  in  the  vari- 
ous types  of  amyloidosis,  a more  exact  im- 
munochemical classification  will  soon  be  pos- 
sible. 

Primary  and  multiple  myeloma-associated 
amyloidosis.  The  diagnosis  of  primary  amy- 
loidosis and  multiple  myeloma  associated 
amyloidosis  is  being  made  with  increasing 
frequency.  This  is  due  partly  to  the  wide- 
spread use  of  routine  immunochemical  analy- 
sis of  serum  and  urine  and  also  to  the  histo- 
pathologic examination  of  biopsied  tis- 
sues.® Primary  amyloid  and  myeloma-asso- 
ciated amyloid  have  many  similarities,  but 
differ  in  that  fewer  of  the  primaries  have  M 
components,  in  that  they  do  not  have  pro- 
liferation of  immature  plasma  cells  in  their 
marrow,  and  in  that  the  median  survival  is 
about  four  times  as  long  as  myeloma  asso- 
ciated amyloid. 

Certain  clinical  features  should  alert  the 
clinician  to  the  diagnosis  of  primaiy  amy- 
loid. Protein  in  the  urine,  peripheral  neuro- 
pathy, ' orthostatic  hypotension,*  cardio- 
megaly,  enlarged  tongue,  purpura,  malabsorp- 
tion, hepatomegaly,  “ or  carpal  tunnel  syn- 
drome are  frequent  manifesfafions.  Some 
laboratory  abnormalities  which  are  found  in 
amyloidosis  include  protein  in  the  urine, 
Bence  Jones  proteinuria,  an  elevated  erythro- 
cyte sedimentation  rate,  elevated  blood  urea 
nitrogen  and  creatinine,  hypoalbuminemia, 
and  an  M-component  in  the  serum  or  urine. 
Immunoelectrophoresis  will  sometimes  detect 
this  monoclonal  component  only  in  the  serum 


and  not  in  the  urine.  Not  infrequently  symp- 
toms have  existed  one  to  three  years  before 
the  coiTect  diagnosis  has  been  made.  A 
biopsy  of  an  involved  organ  is  necessary  to 
confirm  the  diagnosis. 

Secondary  amyloidosis.  The  frequency  of 
amyloidosis  in  the  general  population  and 
its  prevalence  in  a high  risk  population,  such 
as  patients  with  rheumatoid  arthritis,  are 
not  precisely  known.  Postmortem  studies  are 
unreliable  as  they  are  performed  on  a se- 
lected group  of  patients  and  special  stains 
for  amyloidosis  are  not  done  on  a routine 
basis.  Consequently,  such  studies  tend  to  give 
a falsely  low  indication  of  disease  prevalence. 
Patients  with  leprosy  or  tuberculosis  have 
been  shown  to  have  a prevalence  of  up  to 
50  per  cent.’  Amyloidosis  associated  with 
Familial  Mediterranean  Fever  was  reported 
to  occur  in  40  per  cent  of  400  patients  with 
this  condition.’” 

Amyloidosis  may  complicate  many  chronic 
inflammatory  and  infectious  diseases,  includ- 
ing tuberculosis,  leprosy,  bronchiectasis, 
osteomyelitis,  rheumatoid  arthritis,  para- 
plegia, and  carcinoma.  With  the  advent  of 
potent  antimicrobial  therapy  secondary  amy- 
loidosis is  now  less  frequently  encountered 
in  patients  with  chronic  infection.  Some  of 
the  other  conditions  described  in  association 
with  amyloidosis  include:  rheumatoid  vari- 
ants, i.e.  Reiters  disease,  ankylosing  spondy- 
litis, psoriatic  arthritis,  and  juvenile  rheu- 
matoid arthritis;  malignant  neoplasms,  for 
example,  multiple  myeloma  and  Hodgkin’s 
disease ; inflammatory  bowel  disease ; con- 
nective tissue  disorders,  including,  rarely, 
systemic  lupus  erythematosus,  Sjogren’s 
syndrome,  and  dermatomyositis ; and  mis- 
cellaneous diseases,  i.e.  Whipple’s  Disease 
and  Behcet’s  disease.  Although  any  organ 
may  be  involved  in  secondary  amyloidosis, 
deposition  is  usually  most  prominent  in  the 
liver,  spleen,  kidney,  and  adrenals. 

Local  amyloidosis.  In  addition  to  systemic 
deposition,  amyloid  may  be  present  in  small 
foci,  sometimes  in  a tumor-like  form,  in  vir- 
tually any  area  of  the  body.  The  more  com- 
mon locations  are  the  lung,  skin,  larynx, 
eye,  and  bladder.  The  usually  small  amount 
of  amyloid  in  these  deposits  has  precluded 
the  isolation  and  characterization  of  the  amy- 
loid fibrils  from  these  tumors,  though  the 
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immunoglobulin  origin  of  the  amyloid  from 
a localized  pulmonary  nodule  has  been  re- 
ported.” Blood  vessel  involvement  is  common 
in  primary  and  secondary  amyloidosis  and 
should  be  carefully  looked  for  in  the  local 
forms.  If  blood  vessel  involvement  is  present, 
one  should  look  carefully  for  more  widespread 
amyloidosis. 

Heredofamilial  amyloidosis.  Hereditary 
amyloid  syndromes  have  been  described  in  a 
number  of  geographic  locations;  each  family 
and  type  described  is  associated  with  certain 
organ  involvement  and  clinical  manifesta- 
tions.'^ Generally,  the  mode  of  transmission  is 
an  autosomal  dominant  with  the  exception  of 
Familial  Mediteiranean  Fever,  where  auto- 
somal recessive  transmission  has  been  de- 
scribed. Multiple  kinships  in  individuals  of 
various  ethnic  backgrounds  have  been  de- 
scribed in  the  United  States  (such  as  Ger- 
man, Swiss,  English-Irish-Scottish,  and  Ar- 
menian). 

Amyloid  associated  with  aging.  Amyloid 
deposition  appears  to  increase  with  aging.'^ 
Although  clinically  inapparent,  small  deposits 
can  often  be  found  in  the  heart,  brain,  pan- 
creas, and  spleen  of  elderly  patients.  The 
association  of  amyloid  with  aging  has  been 
demonstrated  in  experimental  animals,  and 
in  one  human  series  virtually  all  consecutive 
autopsies  in  individuals  over  6-5  years  of  age 
demonstrated  small  deposits  of  amyloid. 

HISTOPATHOLOGY  AND  ULTRASTRUCTURE 

Staining  reactions  and  pathology.  Amyloid 
was  always  thought  to  represent  the  accu- 
mulation of  a variety  of  substances  and  is 
an  amorphous,  insoluble,  eosinophilic,  hya- 
line, extracellular  substance  that  is  ubiqui- 
tous in  its  distribution.  Organs  containing 
small  amounts  of  amyloid  show  no  demon- 
strable gross  abnormalities  while  larger 
amounts  create  rubbery  firm  consistency  and 
a pink  or  gray  appearance  of  the  tissue.  Ex- 
cessively large  deposits  may  cause  organ 
enlargement,  i.e.  liver,  spleen,  kidney,  and 
heart.  Physiological  impairment  is  thus  relat- 
ed to  specific  organ  replacement  by  amyloid. 

Amyloid  has  a characteristic  affinity  for 
a variety  of  histochemical  reagents.  Amyloid 
stains  pink  with  hemotoxylyn  and  eosin  and 
metachromatic  (violet  to  pink)  with  crystal 
or  methyl  violet.  The  V an  Gieson  and  periodic 


acid-Schiff  stains  are  of  no  practical  value.'® 

A number  of  fiuorochromes,  producing  sec- 
ondary fluorescence  in  ultraviolet  light  have 
been  used  to  stain  amyloid.  Thioflavin  T & S 
react  strongly  with  amyloid  but  are  not  spe- 
cific. Amyloid  has  a notable  affinity  for  Gongo 
red  dye  and  it  can  be  detected  under  ordi- 
naiy  light  as  a pink  or  red  color.  The  Gongo 
red  uptake  of  amyloid  is  very  sensitive  and 
produces  an  apple  green  birefringence  when 
observed  by  polarizing  microscopy.  This  apple 
green  birefringence  is  virtually  specific  for 
amyloid  deposition. 

Amyloid  can  also  be  identified  by  a char- 
acteiistic  electron  microscopic  (EM)  appear- 
ance. As  first  described  by  Cohen  and  Cal- 
kins,'® the  EM  structure  is  identical  in  all 
types  of  amyloidosis  and  consists  of  fine  rigid 
non-branching  fibrils  of  indeterminant  length. 
They  have  been  observed  in  high  concentra- 
tions where  they  appear,  singly  or  in  bundles 
of  varying  number  interlocking  to  fonn  a 
meshwork.  Their  appearance  is  distinct  from 
that  of  collagen,  reticulum,  or  elastin  or  any 
other  known  fibrous  structure.  These  fibrils 
are  approximately  75  to  100  A in  cross  sec- 
tional diameter  with  beading  being  described 
at  intervals.  Isolation  of  fibrils  from  amyloid 
laden  tissues  demonstrated  by  positive  stain- 
ing that  the  material  would  aggregate  later- 
ally. There  is  still  controversy  concerning  the 
number  and  size  of  the  subunits  or  filaments. 
Some  observers  believe  the  fibril  to  be  made 
of  two  longitudinal  subunits  of  40  to  60  A 
while  others  have  been  able  to  identify  fur- 
ther subdivision  under  very  carefully  con- 
trolled conditions.'^’  ■*  While  it  has  been  shown 
by  various  techniques  that  structural  varia- 
tions exist  and  some  heterogeneity  occurs, 
no  unique  structure  patterns  have  been  iden- 
tified that  would  differentiate  the  primary, 
secondary,  and  myeloma  associated  amyloid 
foi’ms  from  one  anothei’.'® 

CHEMISTRY  OF  AMYLOID 

Following  the  isolation  of  a highly  purified 
amyloid  fibril  protein  more  precise  identifi- 
cation of  the  chemical  and  physical  structure 
has  been  possible.  When  solubility  was 
studied  at  varying  pHs,  a point  of  maximum 
solubility  at  pH  4.5  was  defined.  The  muco- 
polysaccaride  and  total  carbohydrate  content 
(Continued  on  next  page) 
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are  0.4  per  cent  and  5 per  cent  respectively.^® 
Amino  acid  analyses  indicate  the  presence 
of  all  amino  acids  with  the  exception  of 
hydroxyproline  and  hydroxylysine  (found  in 
collagen)  and  desmosine  and  isodesmosine 
(found  in  elastin).  Aspai'tic  and  glutamic 
acid  constitute  20  per  cent  of  the  total  amino 
acid  content. 

In  addition  to  the  characteristic  fibrils  de- 
scribed above,  a minor  second  component,  the 
P-component,  has  been  noted  in  most  amy- 
loid deposits.^®’  P-component  has  been  rec- 
ognized by  electron  microscopy  as  a pentag- 
onal-shaped structured  unit  measuring  about 
90  A on  outside  diameter  and  40  A inside 
diameter.  They  appear  to  consist  of  five 
globular  subunits  of  25  to  30  A which  may 
aggregate  laterally  to  form  short  rods.  The 
purified  protein  has  a molecular  weight  to 
1 80,000,  95  per  cent  of  which  is  protein  and  5 
per  cent  carbohydrate.^^  On  immunoelectro- 
phoresis  it  migrates  as  an  alpha  globulin, 
and  it  possesses  antigenic  identity  with  a 
constituent  of  nonnal  human  plasma.  The 
amino  acid  sequence  has  been  described  and 
is  distinct  from  that  of  the  amyloid  fibrils. 
The  N-terminal  amino  acid  is  histidine  and 
contains  large  amounts  of  aspartic  acid, 
glutamic  acid,  glycine,  and  leucine.  Sequence 
to  23  residues  has  found  the  protein  to  be 
unique  as  compared  to  all  known  sequences.^® 

Purified  amyloid  is  primarily  a protein, 
with  a characteristic  amino  acid  analysis  and 
heterogeneity  in  composition  and  with  aspar- 
tic and  glutamic  acid  and  unreactive  amino 
acids  in  various  primary  and  secondary  prep- 
arations. Portions  of  the  immunoglobulin 
light  chain  have  been  shown  by  Glenneri^’ 
at  the  National  Institutes  of  Health  to  be  a 
major  component  of  amyloid  associated  with 
the  primary  and  multiple  myeloma  associated 
types.  The  molecular  weights  of  the  amyloid 
fibril  proteins  vaiy  from  5,000  to  18,300  dal- 
tons,  i.e.  generally  low'er  than  the  22,500 
daltons  of  the  intact  light  chain.  The  variable 
region  accounting  for  50  per  cent  of  the  total 
light  chain  has  a molecular  weight  of  11,000 
indicating  that  in  some  cases  the  light  chain 
component  is  a fragment.  It  is  clear  that 
many  amyloid  fibril  preparations  have  molecu- 
lar weights  greater  than  11,000  and  there- 
fore conceivably  contain  a portion  of  the  con- 
stant region,  and  the  data  suggest  a cleavage 


or  partial  breakdown  of  the  molecule  during 
its  formation.  These  biochemical  data  are 
supported  by  ultrastructural  enzyme  data 
suggesting  a lysosomal  relation  in  amyloid 
fibrillogenesis.2® 

Amino  acid  sequence  analysis  indicates 
that  most  primary  amyloid  proteins  contain 
the  N-teiTninal  amino  acid  residue  identical 
to  the  variable  regions  of  the  light  chain 
( ASP-ILE-GLN-MET-THR-GLN-SER  - PRO- 
SER-SER-LEU- . . .).  Fibrils  isolated  from  a 
patient  with  a plasma  cell  dyscrasia  and  amy- 
loidosis have  been  sequenced  to  27  residues 
and  found  to  be  identical  to  the  amino  ter- 
minus of  an  entire  serum  light  chain,  K type 
II  from  the  same  patient.  The  homogeneous 
characteristic  of  the  amino  acid  sequence  in 
each  amyloid  protein  suggests  that  most 
probably  a single  clone  of  synthesizing  cells 
is  responsible  for  their  formation. 

It  has  been  shown  that  antisera  to  the 
various  amyloid  subunits  react  with  both 
kappa  and  lambda  chains,  and  a high  degree 
of  cross-reactivity  has  been  found  irrespec- 
tive of  amyloid  types.^^  Amyloid  fibrils  with 
an  unreactive  N-terminal  amino  acid  have 
been  observed  in  preparations  from  patients 
with  primary  amyloid.  It  has  been  postulated 
that  this  fibril  is  possibly  of  immunoglobulin 
lambda  chain  origin.  Skinner  and  cowork- 
ers-® recently  reported  such  an  amino  acid 
sequence  of  a major  component  of  a primarj- 
amyloid  fibril  i.e.  one  homologous  with  the 
variable  portions  of  lambda  immunoglobulin 
light  chain).  These  studies  certainly  confirm 
that  immunoglobulin  is  a major  constituent 
of  the  amyloid  in  these  types.  What  remains 
to  be  defined  is  whether  these  fragments 
are  synthesized  de  novo  or  in  vivo  degi’ada- 
tion  of  the  whole  light  chain  occurs. 

Another  protein  that  is  unrelated  to  any 
known  immunoglobulin  has  been  described 
in  the  secondary  amyloid  deposits  by  Ben- 
ditt^®,  by  Levin®®,  by  Ein®h  by  Husby®®,  by 
Benson®®,  and  their  colleagues.  Amyloid 
fibrils  containing  this  A A (amyloid  A pro- 
tein) can  be  isolated  from  patients  with 
secondary  amyloidosis,  the  amyloidosis  asso- 
ciated with  Familial  Mediterranean  Fever, 
and  also  the  amyloid  isolated  from  experi- 
mental animals  following  casein  injections. 
It  is  a unique  protein  with  the  molecular 
weight  of  about  8,500  daltons  made  up  of 
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76  amino  acid  residues  arranged  in  a single 
chain,  the  amino  acid  sequence  beginning 
ARG-SER-PHE.  Heterogeneity  among  the 
different  species  has  been  described,  showing 
that  several  additional  residues  may  precede 
the  first  residue  suggesting  that  this  may 
represent  the  result  of  proteolysis  of  a larger 
precursor. 

Antisera  to  AA  protein  have  demonstrated 
a cross-reacting  component  in  the  serum  of 
patients  with  amyloidosis.  This  serum  com- 
ponent known  as  SAA  (serum  A related  pro- 
tein) when  purified  may  be  important  in  the 
genesis  of  the  amyloid  fibrils.  Using  antisera, 
Benson  tested  for  this  substance  in  the  serum 
of  70  patients  with  amyloidosis,  120  normal 
adults,  20  normal  persons  over  the  age  of 
70  years,  and  97  patients  with  chronic  dis- 
eases®^. One  hundred  per  cent  of  secondary 
amyloid  sera  had  amounts  of  SAA  detect- 
able by  double  diffusion  in  agar  compared 
to  19  per  cent  of  primary  amyloid  sera.  This 
latter  finding  was  important,  since  primary 
amyloid  is  made  up  essentially  of  immuno- 
globulin components.  Only  3 per  cent  of  nor- 
mal donors  had  detectable  amounts  in  their 
circulation.  Rosenthal  and  Franklin®"*  have 
shown  that  SAA  is  present  in  noimal  human 
sera  in  a very  low  concentration.  This  level 
remains  fairly  constant  during  early  life  but 
increases  significantly  in  older  age  groups. 
It  appears  that  SAA  is  nonspecific  and  can 
be  detected  in  patients  with  a variety  of 
acute  and  chronic  disorders.  Patients  with 
amyloidosis  may  have  the  highest  concentra- 
tions, but  its  nonspecificity  makes  it  an  un- 
reliable diagnostic  test  for  amyloidosis.  In 
acute  infections  it  behaves  like  an  acute 
phase  reactant  that  returns  to  its  former 
level  with  control  of  the  disease  process. 

AA  protein  was  isolated  by  affinity  chro- 
matography partial  characterization  and 
shown  to  be  an  alpha  globulin  with  a molecu- 
lar weight  of  100,000  to  120,000.  It  is  not 
related  antigenically  to  immunoglobulin  or 
amyloid  P-component.  It  contains  all  of  the 
antigenetic  deteimiinants  of  tissue  A protein 
to  which  antibodies  are  produced  by  immuni- 
zation of  rabbits  with  A protein.  While  this 
suggests  that  the  76  amino  acid  moiety  may 
reside  intact  in  the  molecule,  the  amino  acid 
composition  of  SAA  appears  to  differ  remark- 
ably from  the  tissue  substance. 


Benson,  testing  antisera  against  amyloid 
fibril  preparations  of  primary,  secondary, 
and  myeloma  types,  found  that  one  anti- 
serum to  a secondary  amyloid  fibril  detected 
A protein.2^  Further,  this  antiserum  detected 
A protein  in  several  of  the  secondary  amy- 
loid and  two  primary  amyloid  fibril  prepara- 
tions, indicating  similarities  in  composition 
of  amyloid  fibrils  of  various  origins.  One  may 
conclude  that,  while  the  classification  of  amy- 
loid on  the  basis  of  its  biochemical  structure 
may  be  feasible,  all  amyloid  fibrils  seem  to 
have  common  factors  involved  in  their  amy- 
loidogenesis. 

The  pathogenesis  of  amyloidosis  is  un- 
known. Complex  mechanisms  are  most  likely 
involved  in  the  etiology  and  pathogenesis  of 
this  condition,  and  the  advances  regarding 
characterization  of  the  chemical  structure 
of  amyloid  may  provide  insight  into  these 
mechanisms.  Ultrastructural  studies  of  amy- 
loid laden  tissues  in  the  animal  model  have 
revealed  important  clues.®®  The  concept  that 
cytoplasmic  invaginations,  containing  tufts 
of  amyloid  fibers  cell-amyloid  interface,  were 
the  sites  of  amyloid  fonnation  has  gained 
substantial  support.  Electron  microscopic 
autoradiographic  studies  have  revealed  high 
concentrations  of  fibrils  adjacent  to  reticulo- 
endothelial cells,  suggesting  that  they  may 
synthesize  as  w'ell  as  degrade  the  fibrils. 
Recently,  Shirahama  and  Cohen^®  reported 
unusual  inclusions  with  the  reticuloendothe- 
lial cells  intimately  associated  with  fresh 
amyloid  deposits.  These  inclusions  were  lo- 
cated in  the  areas  rich  in  the  primary  lyso- 
some  type  of  dense  bodies,  and  the  cytoplas- 
mic invaginations  contained  well  oriented 
fibrils.  They  concluded  that  these  inclusions 
were  transitional  forms  from  the  usual  dense 
bodies  and  thus  constituted  direct  evidence 
for  the  involvement  of  lysosomes  in  amyloid 
fibril  formation. 

Excess  antigenic  stimulus  has  been  shown 
to  induce  amyloid  in  animals.  However,  the 
basic  conditions  for  experimental  inductions 
have  not  been  clearly  defined.  Marked  depres- 
sion of  T cells  with  maintenance  of  normal 
B cell  function  has  been  described  by  Cath- 
cart  and  Scheinberg.®®  In  addition,  the  same 
authors  have  shown  that  administration  of 
bovine  thymus  (thymosin)  may  suppress 
(Continued  on  page  462) 
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CHAPIN  ORATION: 

Detection  And  Prevention  Of  Thromboembolic  Disease 


Better  Evaluation  Of  Risk  Factors  And 
Improved  Diagnosis,  Prophylaxis,  And 
Treatment  With  Fewer  Side  Effects  Are 
Needed 


By  William  H.  Harris,  M.D. 


Seventeen  years  ago,  when  I was  Chief 
Resident  at  the  Massachusetts  General  Hospi- 
tal, I was  operating  on  the  second  hip  of  a 
patient  who  required  bilateral  cup  arthroplas- 
ties. In  the  midst  of  that  case  he  went  into 
cardiovascular  collapse.  We  were  able  to  get 
him  off  the  table,  but  he  died  eight  hours  later 
despite  massive  efforts  to  support  him.  He 
died  of  a pulmonary  embolus. 

If  you  analyze  the  understanding  of  post- 
operative thromboembolic  disease  (TED),  as 
it  existed  a scant  17  years  ago,  the  situation 
at  that  time  can  be  characterized  by  the  fol- 
lowing statements: 

1.  Acceptance  by  the  orthopaedic  commun- 
ity of  the  idea  that  postoperative  throm- 
boembolic disease  constituted  a problem 
of  major  significance  was  limited  to  very 
few  surgeons, 

2.  Episodes  of  postoperative  thromboem- 
bolic disease  were  “rare,  sporadic,  and 
unpredictable,” 

3.  Postoperative  fatal  pulmonary  emboli 
were  “uncommon,  defied  logic,  and  were 
beyond  rational  approach,” 
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4.  No  substantive  in  vivo  data  existed  on 
the  prevalence  of  postoperative  throm- 
bophlebitis or  pulmonary  emboli, 

5.  No  satisfactory  method  existed  for  the 
objective  diagnosis  of  thrombophlebitis, 

6.  Or  of  postoperative  pulmonary  emboli, 

7.  No  safe  and  effective  method  of  prophy- 
laxis existed, 

8.  Treatment  of  postoperative  thromboem- 
bolic disease  was  only  partially  effective 
and  carried  with  it  serious  hazards. 

Substantial  progress  has  been  made  in 
every  category.  I would  like  to  review  this 
progress  with  you  and  highlight  the  current 
state  of  the  art. 

PREVALENCE 

Data  from  objective  determinations  have 
established  without  any  reasonable  doubt 
that  in  unprotected  patients  thrombi  devel- 
oped in  at  least  50  per  cent  of  patients  over 
40  following  hip  or  knee  surgery.  These  fig- 
ures have  been  generated  from  venographic 
or  radioactive  fibrinogen  studies  of  intertro- 
chanteric fractures,  femoral  neck  fractures, 
total  hip  replacement,  knee  surgery,  and  tibial 
fractures. 

More  important  are  the  data  on  pulmon- 
ary embolism.  Extensive  studies  have  shown 
that  approximately  10  per  cent  of  all  patients 
over  40  following  hip  surgery  and  not  re- 
ceiving prophylaxis  will  have  an  embolus. 
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Fatal  pulmonaiy  emboli  following  hip  sur- 
gery are  neither  rare  nor  sporadic  in  patients 
denied  prophylaxis.  Following  elective  hip 
surgery  roughly  2 per  cent  of  unprotected 
patients  over  40  will  die  of  fatal  embolus, 
and  following  hip  nailing  the  figures  are 
higher. 

In  short,  the  prevalence  of  fresh  thrombo- 
phlebitis following  hip  surgery  in  the  adult 
over  the  age  of  40  is  at  least  50  per  cent. 
Pulmonary  emboli  average  about  10  per  cent, 
and  one  patient  in  50,  or  2 per  cent,  of  other- 
wise healthy  patients  will  die  of  a fatal  pul- 
monary embolus  after  elective  hip  surgery 
unless  provided  with  some  form  of  prophy- 
laxis. 

Some  progress  has  been  made  in  physician 
acceptance  of  this  problem.  Fifty  three  per 
cent  of  the  orthopaedic  surgeons  surveyed 
do  use  prophylaxis  for  hip  surgery  patients. 

However,  47  per  cent  do  not. 

This  means  that  there  is  continued  un- 
awareness of  the  problem,  extensive  dissatis- 
faction, or  both,  with  existing  methods  of 
prophylaxis. 

Let’s  look  next  at  detection.  Much  progress 
has  been  made.  It  is  abundantly  clear  that 
the  clinical  diagnosis  of  thrombophlebitis  is 
woefully  inadequate.  Both  false  positives  and 
false  negatives  exist. 

The  error  in  the  clinical  diagnosis  varies 
between  40  and  90  per  cent  depending  on  the 
type  of  study. 

Over  half  of  all  emboli  occur  prior  to  the 
clinical  signs  of  thrombophlebitis.  About  half 
of  the  fatal  pulmonary  emboli  also  occur  prior 
to  any  clinical  signs  or  symptoms  of  throm- 
bophlebitis. These  facts  emphasize  how  un- 
wise it  is  to  withhold  measures  to  prevent 
thromboembolic  disease  until  signs  or  symp- 
toms appear  clinically,  a view  which  is  still 
unfortunately  held  by  many. 

The  first  major  improvement  in  the  diag- 
nosis of  thrombophlebitis  during  this  17  year 
interval  was  the  refinement  of  venography. 

Radiographic  phlebography  is  accurate  and 
sensitive,  and  it  is  not  obscured  by  the  wound 
01  by  the  knee  effusions.  It  is  valuable  cran- 
iad  to  the  inguinal  ligament  and  is  the  stand- 
ard against  which  all  other  diagnostic  tech- 
niques must  be  compared. 

However,  venography  also  has  the  disad- 


vantages listed.  Radioactive  fibrinogen  scan- 
ning has  substantially  improved  the  in  vivo 
diagnosis  of  thrombophlebitis.  However,  im- 
portant to  the  orthopaedic  surgeon  is  the 
fact  that  this  technique  is  blind  in  the  area 
of  the  wound. 

Since  the  evidence  is  quite  strong  that  the 
thigh  thrombi  are  the  major  ones  causing 
pulmonary  emboli  of  cardiovascular  signifi- 
cance, this  deficit  in  radioactive  fibrinogen  is 
important. 

The  new  technique  of  cuff  impedance  phle- 
bography has  provided  an  80  per  cent  accu- 
racy in  a series  of  78  patients  in  whom  we 
compared  cuff  impedance  phlebography  with 
venography  following  hip  surgery.  Perhaps 
even  more  important  than  the  overall  80  per 
cent  accuracy  of  this  relatively  noninvasive 
test  is  the  fact  that  7 of  10  thigh  thrombi 
were  detected.  Others  have  found  even  high- 
er accuracy,  up  to  95  per  cent  detection  of 
major  thrombi  with  this  method.  Plethysmo- 
graphy is  also  useful.  We  feel  that  with  the 
techniques  available  today,  particularly  veno- 
graphy and  cuff  impedance  phlebography  or 
plethysmography,  no  diagnosis  of  thrombo- 
phlebitis should  be  accepted  without  object- 
ive documentation. 

Next  consider  advances  in  the  detection  of 
pulmonary  emboli  resulting  from  arterial 
lilood  gas  values,  perfusion  pulmonary  scan, 
ventilation  pulmonaiy  scan,  and  pulmonary 
angiography.  This  problem  has  markedly  im- 
proved. 

So  too  have  substantial  advances  been  made 
in  the  prophylaxis  against  this  common  com- 
plication. Major  emphasis  has  been  placed  on 
V arfarin,  dextran,  and  aspirin.  Over  the  past 
13  years  we  have  done  over  3,000  elective 
hip  operations  in  adults  protected  by  warfa- 
rin prophylaxis  without  a single  fatal  pul- 
monary embolus.  Dextran  clearly  is  also  an 
effective  agent.  Because  of  the  complications 
of  warfarin  and  dextran,  however,  the  search 
continues  for  other  forms  of  prophylaxis. 

In  a comparison  of  aspirin  against  warfa- 
rin, low-molecular  weight  dextran,  and  low 
dose  heparin,  we  gave  two  aspirin  tablets 
twice  a day,  starting  preoperatively.  There 
was  no  significant  difference  between  aspirin, 
warfarin,  or  dextran  in  the  number  of  pa- 
( Continued  on  page  466) 
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The  Oracle  May  Be  In  Your  Oivn  Hos- 
pital If  You  Work  Hard  To  Betain  The 
Authority 


By  Donald  S.  Fredrickson,  M.D. 


Recently  I have  been  reminded  that  the 
stability  of  all  things  is  relative.  In  late 
April,  at  a meeting  of  the  National  Academy 
of  Sciences,  Frank  Press  gave  an  illuminating 
lecture  on  the  stability  of  the  earth  and  pre- 
sented a simulation  of  time-lapse  photogra- 
phy of  the  changes  in  the  earth’s  surface 
in  a review  of  the  now  well-accepted  theory 
of  plate  tectonics.  In  the  film  500  million 
years  of  continental  restlessness  were  col- 
lapsed into  a little  over  three  minutes. 

DRIFT  OF  CONTINENTS 

At  the  start,  Africa  and  South  America, 
bound  as  tightly  as  Siamese  twins,  emerged 
on  a northward  trek  from  the  southern  polar 
mass.  As  they  migi’ated  together  North 
America  sailed  upward  to  the  left  separated 
from  Africa-South  America  by  the  proto- 
Atlantic  Ocean.  Then  this  body  of  water 
disappeared  as  the  three  continents  met  in 
a whopping  collision  which  produced  among 
other  artifacts,  like  crumpled  fenders,  the 
Appalachian  Mountains.  A single  continent 
was  fonned  called  Pangea.  It  endured  for  a 
time  only  to  break  apart  about  140  million 
years  ago.  (This  explains  the  T-shirts  adver- 
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tised  in  the  Whole  Earth  Catalog  emblazoned 
with  the  ambitious  words  “Reunite  Pan- 
gea.”) 

The  continental  split  formed  the  Atlantic 
Ocean.  Africa  drifted  eastward  pushing  India 
into  Asia  to  form  the  Himalayas;  and  Italy 
bumped  into  the  underbelly  of  Europe  with 
enough  force  to  create  the  Alps. 

The  arrival  of  man,  about  a million  years 
ago,  was  after  most  of  the  continental  push- 
ing and  shoving  had  subsided.  Each  succeed- 
ing civilization  found  the  earth  relatively 
stable  — immovable  when  compared  with 
the  day-to-day  fickleness  of  the  weather,  the 
impulses  of  the  gods,  and  the  invasive  ten- 
dencies of  quarrelsome  neighbors. 

As  Greece  flowered  in  the  sunny  reaches 
of  the  Aegean,  its  gods  with  their  character- 
istic hubris  declared  it  to  be  the  central  zone 
of  the  earth.  But  where  in  Greece,  the  people 
asked,  was  the  precise  center?  Zeus,  perhaps 
because  he  had  slept  through  geology  lectures 
in  the  heavenly  academy  or  perhaps  because 
he  was  wise  to  the  relative  wink  of  time  al- 
lotted mortals  on  the  earth,  agreed  to  fix 
the  locus.  He  released  two  eagles,  one  from 
the  east  and  one  from  the  west,  and  caused 
them  to  fly  toward  each  other.  They  met  at 
Delphi.  The  place  of  their  meeting  was  de- 
clared the  center  of  the  earth  and  marked 
by  a stone  in  the  temple  known  as  the  “Om- 
phalos” (literally  the  navel). 
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Not  only  was  Delphi  at  the  center  of  the 
Greek  world,  it  was  also  the  site  of  the  Shrine 
of  Apollo,  where  the  gods  could  be  called  upon 
by  mortals  to  solve  their  most  perplexing 
problems.  Thus  Delphi  became  the  source 
of  the  authoritative  answer. 

In  the  realms  of  science  and  medicine  the 
center  of  the  earth  has  shifted  many  times. 
As  both  professions  have  grown  and  civiliza- 
tions have  come  and  gone  their  centers  of 
authority  have  subdivided  and  diffused. 

Viewed  historically  the  center  of  medicine 
has,  down  through  time,  wandered  over  the 
earth.  Once  it  was  considered  to  be  located 
in  the  shade  of  a plane  tree  on  the  Island  of 
Cos,  where  Hippocrates  practiced. 

Through  the  rise  and  fall  of  succeeding 
cultures  it  settled  for  a time  in  Renaissance 
Italy,  then  removed  to  the  London  of  Syden- 
ham, to  the  Leyden  of  Boerhaave,  to  the  old 
Vienna  School,  to  the  Paris  of  Laennec,  and 
back  to  the  “new”  Vienna  school,  whence 
the  modems  in  Gemiany  and  the  United 
States  drew  their  inspiration. 

OMPHALOS  IN  COLORADO 

When  I was  growing  up  the  “Center  of 
Medicine”  took  on  a more  specific  if  provin- 
cial meaning.  I remember  vaguely  — and  my 
mother  has  amply  reinforced  that  recall  — 
that  when  I was  two  or  three  years  old  our 
accessible  center-of-th  e-medical -world  was 
located  in  Pueblo,  Colorado.  Wasting  away 
with  a chronic  sore  throat,  I was  bundled 
up  by  my  parents  and  hustled  across  the 
dusty  plain  in  the  old  Chevrolet  to  the  Pueblo 
Clinic  where  there  was  a bona  fide  pedia- 
trician. He  took  one  look  at  the  bulging  ab- 
scess beneath  my  tonsils.  It  was  blue,  for 
our  well-meaning  family  doctor  at  home  had 
liberally  painted  it  with  iodine.  Hurriedly, 
he  sent  me  on  to  the  office  of  the  clinic’s  nose 
and  throat  specialist.  Why  had  Doctor  Fritz 
Lassen  wandered  from  Vienna  to  an  ill- 
smelling western  steel  town,  whem  his  skill- 
ful lance  was  to  be  my  deliverer  from  a pre- 
mature death  ? I have  often  wondered  as 
my  debt  to  him  annually  compounds  its  in- 
terest. 

Of  course,  our  society  has  seen  a vast  im- 
provement in  the  organization  required  for 
providing  good,  authoritative  medical  care 
since  the  twenties.  One  no  longer  feels  im- 
pelled to  go  a thousand  miles  “to  the  Mayo’s,” 


the  Delphic  medical  oracle  of  my  childhood. 
Today,  for  you  at  home  here.  The  Miriam 
Hospital  and  its  partners  in  Providence  will 
likely  do  as  well  as  anywhere  you  could  go. 

Yet,  with  all  the  enormous  advances  in 
medicine  as  created  by  science,  the  search 
for  the  center  of  authority  has  not  subsided. 
It  has  quickened  in  some  quarters  and  has 
reached  here  and  there  a pitch  of  frantic 
urgency. 

RISE  OF  NEW  TECHNOLOGIES 

The  ability  to  intervene  in  man’s  endless 
struggle  for  adaptation  and  survival  gi’ows 
constantly.  New  technologies  spring  up 
everywhere  from  the  rapidly  spreading  roots 
of  knowledge.  How  they  shall  be  used  and 
whether  they  should  or  can  be  provided  to 
all  are  questions  which  constantly  create 
new  problems.  Whole  continents  of  ethical, 
legal,  and  even  economic  concerns  sometimes 
seem  to  loom  on  collision  courses  with  medi- 
cine and  science. 

Ironically,  though  perhaps  not  surprisingly, 
some  of  our  most  difficult  questions  today  re- 
sult from  the  answers  which  have  come  from 
biomedical  research  in  the  years  since  The 
Miriam  Hospital  was  opened  50  years  ago. 

Science  has  filled  the  doctor’s  bag  and  his 
anteroom  with  new  tools  to  diagnose  and 
treat,  sometimes  to  cure,  and  best  to  prevent 
disease.  These  presents  to  society  are  some- 
times wrapped  in  sticky  problems  and  obli- 
gations. 

QUESTIONS  RAISED 

The  questions  generated  by  the  new  medi- 
cal technologies  seem  to  be  of  three  major 
kinds:  1)  How  far  shall  they  be  used  to 
interfere  with  the  traditional  course  of 
events?  2)  How  useful  are  they?  3)  WTien 
they  are  useful,  how  do  we  see  that  all  have 
equal  access  to  them?  (The  authority  that 
shall  provide  the  answers  to  these  three 
questions  will  not  necessarily  emerge  from 
a single  source.) 

The  first  class  of  questions  has  become 
ever  more  urgent  as  we  learn  new  means 
for  drastic  interference  with  natural  proc- 
esses, having  the  ability  in  some  instances 
to  stave  off  physical  death  for  long  periods 
of  time  but  remaining  unable  to  do  more 
than  just  that. 

(Continued  on  next  page) 
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The  clinician’s  age-old  question  — “Can 
we  successfully  grapple  with  death  in  heroic 
ways?”  — has  been  known  of  late  to  change 
its  verb  to  “may  we  do  so?” 

Our  imperfect  state  of  knowledge  has  led 
to  a few  situations  in  which  a totally  con- 
scious patient  has  become  the  long-time  cap- 
tive of  a device  required  to  sustain  his  life. 
You  doubtless  have  read  of  the  boy  who  for 
the  past  four  years  has  lived  his  life  in  a 
totally  isolated  cubicle  at  NIH  barred  from 
direct  contact  with  the  outside  world  because 
his  body  has  no  resistance  to  infection.  On 
the  one  hand  a triumph  of  research  and  en- 
gineering. On  the  other  hand,  a poignant  re- 
minder of  our  failure.  Why  have  we  not  yet 
found  the  way  to  less  drastic  treatment  or, 
better  still,  to  prevent  such  uncompromising 
disease. 

A more  familiar  dilemma  occurs  when  our 
technical  ability  exceeds  the  limits  of  philo- 
sophical wisdom.  Such  sometimes  results 
from  the  development  of  mechanical  means 
to  sustain  bodily  functions.  They  restore 
countless  useful  lives,  yet  sometimes  such 
equipment  merely  prolongs  life  for  protracted 
periods  in  the  absence  of  brain  function. 
Many  physicians  and  many  families  have 
been  tortured  by  the  consequences  of  this 
partially  successful  interference  with  natural 
process.  It  has  started  searches  for  a new 
definition  of  death.  Here  the  answer  cannot 
come  from  the  temple  of  science.  Lacking 
an  oracle,  the  clinician  and  family  must  find 
a broader  consens^.s,  as  in  the  courts  and 
legislative  bodies,  to  help  them  distinguish 
life  from  death.  A convenient,  simple  author- 
ity is  not  available.  The  whole  of  society 
must  become  its  own  authority  on  such 
things. 

COST  OF  LIFE 

Questions  of  the  second  kind  about  tech- 
nology are  usually  less  dramatic,  but  involve 
the  welfare  of  far  larger  numbers  of  people. 
They  are  concerned  with  the  issue  of  whether 
some  test,  drug,  or  other  intervention  is  use- 
ful and  safe. 

(The  same  humanitarian  and  noble  pur- 
pose that  has  prompted  the  development  of 
highly  successful  means  for  prevention,  cure, 
or  treatment  of  disease  can  sometimes  be 
responsible  for  introduction  into  widespread 
use  of  interventions  which  at  first  appear 


to  be  helpful,  but  later  may  be  found  to  be 
of  no  help  or  even  injurious.) 

How  many  of  you  have  read  Michener’s 
recent  novel  Centennial?  Do  you  rem.ember 
the  tragic  story  of  the  fanners  in  northeast- 
ern Colorado?  How  they  were  persuaded  that 
new  methods  of  cultivation  would  produce 
large  crops  of  wheat  on  the  high  plains  dry- 
lands ? Even  though  the  rainfall  was  far 
below  the  amount  generally  considered  to  be 
necessary.  The  secret  was  to  catch,  store, 
and  protect  from  evaporation  whatever  rain 
fell  on  the  land.  But  this  involved  plowing 
deep  furrows  and  discing  and  harrowing  to 
make  a smooth  surface  of  finely  divided  top- 
soil. The  idea  was  widely  adopted  and  for  20 
years  was  highly  successful.  The  few  nay- 
sayers were  brushed  aside  with  the  ciop  re- 
ports which  gave  the  lie  to  their  doubts. 
Suddenly,  in  about  1920,  the  fatal  fiaw  be- 
came apparent  and  came  close  to  destroying 
a large  portion  of  the  west.  For  the  pulver- 
ized soil  on  the  vast  denuded  areas  was  easy 
prey  to  the  dry  winds  which  periodically 
swept  down  from  the  mountains.  Because  the 
weather  and  wind  cycles  are  measured  in 
tens  of  years,  and  the  plains  previously  had 
been  protected  by  the  sod,  the  tremendous 
dust  storms  of  the  early  thirties  were  un- 
precedented. 

The  nightmare  situation  which  Michener 
described  so  eloquently  was  created  by  well- 
intentioned  and  apparently  intelligent  inno- 
vation. It  is  a chilling  reminder  to  the  re- 
searcher and  the  clinician  that  similar  flaws 
may  be  hidden  in  new  and  promising  means 
of  therapy.  The  caution  engendered  by  such 
considerations  must  be  balanced  against  the 
understandable  impatience  of  the  public  and 
its  representatives  who  wish  to  see  the 
“latest  and  best”  employed  against  the  ene- 
mies, disease  and  disability.  One  of  the  most 
necessary  and  most  dilficuit  phases  cf  bio- 
medical research  involves  the  demonstration 
through  the  conduct  of  clinical  trials  that  an 
intervention  in  man  is  safe,  practical,  and 
efficacious.  Clinical  investigation  is  tough. 

It  is  also  expensive. 

CLINICAL  TRIALS 

The  NIH  is  now  conducting  some  1,000 
clinical  trials  and  is  investing  more  than  10 
per  cent  of  its  research  budget  in  this  ac- 
( Continued  on  page  470) 
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Value  Of  Enzyme  Studies  After  Prostatic  Surgery 


Enzyme  Studies  After  TER,  Except 
HBDH,  Are  Generally  Unreliable  For 
The  Diagnosis  Of  Myocardial  Infarc- 
tion 


By  Daniel  S.  Liang,  M.D. 

Older  patients  on  occasion  develop  chest 
pain  after  a routine  transurethral  resection 
of  the  prostate  for  benign  pi-ostatic  hyper- 
plasia. Such  pain  has  occurred  in  one  of  our 
patients  in  whom  the  preoperative  electro- 
cardiogram (EKG)  and  enzymes  were  within 
normal  limits.  Because  of  another  attack  of 
chest  pain  after  surgery,  the  enzyme  deter- 
hiinations  were  repeated ; elevations  were 
found  in  creatine  phosphokinase  (CPK)  and 
serum  glutamate  oxalacetic  acid  transaminase 
(SCOT).  EKGs  obtained  on  successive  days 
were  all  found  to  be  within  normal  limits.  The 
patient’s  chest  pain  subsided  without  com- 
plications. This  led  us  to  study  the  enzyme 
changes  and  their  reliability  in  postoperative 
patients,  and  also  to  determine  which  enzyme 
is  most  reliable  for  determining  the  cardiac 
status  in  postoperative  cases. 

METHOD 

Forty  consecutive  cases  of  benign  prostatic 
hyperplasia  undergoing  transurethral  resec- 
tion (TUR)  were  studied.  The  EKGs  were  all 
within  normal  limits.  All  had  preoperative 
and  postoperative  SGOT,  lactate  dehydrogen- 
ase (LDH),  CPK,  and  a-hydroxybutyrate  de- 
hydrogenase (HBDH)  enzyme  studies  per- 
formed 24  hours  after  surgery.  LDH,  SGOT, 
and  CPK  were  assayed  in  the  Technicon®  Au- 
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to-Analyzer  SMA  12/60.  LDH  and  SGOT  were 
determined  by  the  manufacturer’s  automated 
340  nanometer  (n  m)  method,  the  CPK  by 
the  manufacturer’s  automated  diacetyl-orcinol 
method  at  540  n m,  and  HBDH  by  a manual 
spectrophotometric  method  at  340  n m.  All 
cases  were  given  spinal  anesthesia.  Isotonic 
glycine  solution  was  used  as  an  irrigation 
solution  during  surgery,  and  normal  saline 
solution  for  postoperative  irrigation.  Patients 
ranged  in  age  from  51  to  89  years.  The  gland 
removed  averaged  20  grams,  with  a range  of 
6 to  82  grams.  Postoperatively  there  were  no 
complications,  no  chest  pain,  and  no  excessive 
bleeding,  and  no  blood  transfusion  was  re- 
quired in  any  case  during  or  after  surgery. 
Postoperative  EKGs  were  performed  in  each 
case  and  all  were  normal. 

RESULTS 

All  of  the  patients  preoperatively  had  nor- 
mal enzyme  studies.  Postoperatively  26  of  the 
40  cases,  or  65  per  cent,  had  elevation  of  CPK 
with  a range  of  values  usually  between  180- 
300  (normal  25-125).  Elevation  of  SGOT  with 
a range  of  55-60  was  found  in  11  of  40  pa- 
tients, of  27.5  per  cent  (normal  7-40).  LDH 
elevation  with  a range  of  220-340  was  found 
in  3 of  40  patients,  or  7.5  per  cent  (normal 
100-125).  There  was  no  elevation  of  HBDH 
in  the  postoperative  study,  all  cases  being 

(Continued  on  next  page) 
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Table  I 


Elevation 


Tests 

Normal 

Elevation 

% 

Range 

CPK 

14 

26 

65 

150-1500 

SGOT 

29 

11 

27.5 

45-  170 

LDH 

37 

3 

7.5 

220-  340 

HBDH 

40 

0 

TABLE  II 


CPK  SGOT  LDH  HBDH 


within  the  normal  range  of  0-140  (Tables  I 
and  II). 


DISCUSSION 

CPK  is  an  enzyme  which  plays  an  import- 
ant role  in  the  energy  storing  mechanism  of 
tissue,'  with  high  concentration  in  such  tis- 
sues as  skeletal  muscle,  myocardium,  and 
brain,  whereas  other  organs  contain  little  or 
none.”  CPK  determination  has  been  used  to 
detect  acute  myocardial  infarctions.  Its  spe- 
cificity is  questioned  since  postoperative 
levels  are  found  to  be  elevated  in  various 
types  of  surgery,  as  we  have  demonstrated  in 
our  cases  in  the  48  hour  postoperative  period. 
The  increase  of  CPK  after  electrocautery  in 
major  surgery  with  mass  muscle  destruction 
was  studied  by  Mostert,''  who  found  that 
levels  after  the  use  of  electrocautery  were 
considerably  increased  over  those  in  patients 
in  whom  the  electrocautery  was  not  used.  In 
our  studies  in  which  electrocautery  was  used 
extensively  in  TUR  surgery,  65  per  cent  of 
the  cases  manifested  an  increase  in  the  CPK 
value.  Most  are  in  the  180-300  unit  range, 
while  in  one  case  it  was  elevated  to  1,500. 
Not  all  of  our  cases  had  elevated  values,  but 
it  is  sufficiently  common  to  render  the  test  of 
doubtful  value  for  determining  whether  or 
not  the  patient  does  have  myocardial  infarc- 
tion or  other  problems.  It  has  been  shown  in 
our  series  that  the  surgery  does  not  have  to 


involve  skeletal  muscle  destruction  to  pro- 
duce elevated  CPK. 

SGOT  is  known  to  be  elevated  in  myocar- 
dial infarction  and  also  in  abdominal  surgical 
procedures.  The  single  common  factor  leading 
to  the  high  incidence  of  elevation  appears  to 
be  hepatic  exposure  and  retraction.^  Skeletal 
muscle  damage,  such  as  in  crushing  injuries, 
will  also  cause  a rise  in  SGOT.  It  has  been 
demonstrated  that  after  major  surgery  the 
diagnostic  value  of  SGOT  becomes  uncertain. 
In  our  series  of  40  cases  11  patients,  or  27.5 
per  cent,  showed  an  increase.  Most  showed 
only  slight  elevation,  with  the  highest  value 
being  170  units.  Even  without  skeletal  mus- 
cle destruction  the  test  cannot  be  relied  upon 
after  TUR  prostatic  surgery. 

LDH  has  an  80-100  per  cent  elevation  in 
myocardial  infarction.  The  enzyme  is  also 
known  to  increase  with  muscle  injury  and 
extensive  surgical  procedures.^  In  our  series 
of  40  patients  only  three  had  some  elevation, 
all  in  the  low  range,  with  the  highest  being 
340.  Therefore,  marked  elevation  of  I^DH 
after  TUR  prostatic  surgery  could  be  signi- 
ficant. 

HBDH  is  an  LDH  isoenzyme,  which  is  ele- 
vated only  in  those  cases  in  which  LDH  is 
elevated.  The  nonnal  value  is  up  to  140  in- 
ternational units.  Following  myocardial  in- 
farction serum  HBDH  activity  is  almost  in- 
variably increased.  Elevation  commences  in 
12  hours  after  infarction  and  reaches  a peak 
after  48  hours.  Levels  are  not  increased  with 
angina,  coronary  insufficiency,  or  pulmonary 
infarct.  In  our  series  of  cases  there  were  no 
elevations  postoperatively.  So  it  would  appear 
that  any  elevation  in  HBDH  after  prostatic 
surgery  is  significant  in  diagnosing  myocar- 
dial infarction. 


CONCLUSION 

Forty  cases  of  routine  transurethral  resec- 
tion of  the  prostate  were  studied  for  post- 
operative enzyme  changes.  It  has  been  found 
that  CPK  has  the  highest  and  most  frequent 
elevation,  whereas  there  was  no  elevation  of 
HBDH  following  surgery.  Therefore,  HBDH 
appears  to  be  the  most  reliable  enzyme  for 
evaluating  suspected  myocardial  infarct  fol- 
lowing TUR  surgery. 

(Continued  on  page  472) 
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PRIMER:  ADENYL  CYCLASE  AND  CYCLIC  AMP 


In  1957  Earl  W.  Sutherland,  Jr.  and  his 
co-workers  discovered  cyclic  AMP  and 
shortly  thereafter  adenyl  cyclase.  Suther- 
land, physician,  physiologist,  and  biochemist, 
in  1971  won  the  Nobel  Prize  for  medicine 
and  physiology  for  his  fundamental  discov- 
eries in  this  field.  The  authors  proposed  the 
concept  of  the  second  messenger  to  explain 
how  hormones,  binding  to  the  external  sur- 
face of  the  target  cell  plasma  membrane 
(binding  site),  could  effect  a cellular  response. 
The  circulating  hormone  is  termed  the  first 
messenger.  When  the  first  messenger  (hor- 
mone) binds  to  its  receptor  in  the  cell  mem- 
brane, the  adenyl  cyclase  (enzyme)  in  the 
membrane  is  stimulated  to  convert  ATP  into 
cyclic  AMP  (see  glossary). 

The  newly  formed  cAMP  is  then  released 
from  the  internal  surface  of  the  cell  mem- 
brane into  the  cytoplasm  of  the  cell.  The 
cAMP,  the  second  messenger  because  it 
moves  from  the  cell  membrane  into  the  cell, 
binds  to  certain  proteins  in  the  cell  cyto- 
plasm identified  as  protein  kinases.  The  pro- 
tein kinases  are  activated  by  union  with 
the  cAMP.  The  activated  kinases  in  turn 
stimulate  or  inhibit  various  metabolic  re- 
actions. These  reactions  result  in  various 
cellular  responses,  which  depend  upon  the 
cell  specificity.  Thus  the  reaction  may  re- 
sult, depending  upon  the  target  cell,  in  en- 
zyme secretion,  ion  transport,  muscle  con- 
traction, hormone  synthesis,  or  other  cellular 
activity.  Only  those  cells  possessing  the 
proper  receptors  are  capable  of  binding  a 
given  circulating  hormone.  The  more  inti- 
mate chemical  and  structural  nature  of  hor- 
mone receptors  is  unknown,  but  they  are 


probably  in  whole  or  in  part  composed  of 
proteins. 

A number  of  common  non-steroid  hor- 
mones (glucagon,  paratheiTnone,  triiodothy- 
ronine, secretin,  ACTH,  epinephrine,  thyro- 
calcitonin,  histamine,  and  others)  stimulate 
adenyl  cyclase  in  the  cell  membrane.  All 
peptide  or  catecholamine  honnones  belong 
in  this  group.  Steroid  hoiTnones(  e.g.  estro- 
gens and  androgens),  however,  appear  to 
penetrate  the  target  cells,  bind  directly  to 
I'eceptor  proteins,  and  then  alter  target  cell 
activity  from  within  the  cell.  They  are  not 
thus  involved  in  the  adenylcylcase-cAMP 
mechanism. 

Cyclic  AMP  has  been  shown  to  be  an  im.- 
portant  regulator  of  cellular  function  in  a 
wide  variety  of  tissues  in  the  human  subject 
and  many  other  animals. 

The  classical  work  of  Sutherland  and  his 
group  dealt  with  glycogen  metabolism  in 
liver  and  skeletal  muscle.  Cyclic  AMP  has 
a central  role  in  the  regulation  of  glycogen 
metabolism. 

AMP  dependent  protein  kinase  is  activated 
by  cyclic  AMP.  The  activated  protein  kinase 
produces  phosphorylation  of  specific  cellular 
proteins.  In  skeletal  muscle  and  in  liver  this 
results  in  an  increased  rate  of  glycogen 
breakdown  and  a decreased  rate  of  glycogen 
synthesis.  The  net  result  is  increased  avail- 
ability of  glucose.  The  detailed  chemical  steps 
by  which  this  is  accomplished  are  beyond 
the  objectives  of  this  primer. 

The  following  is  a somewhat  over-simpli- 
fied graphic  representation  of  the  chemical 
reactions  involved : 

(Continued  on  next  page) 
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(Glycogenolysis,  lipolysis, 
enzyme  secretion,  others) 


A number  of  regulatory  mechanisms  affect 
adenyl  cyclase  activity.  For  example,  mag- 
nesium appears  to  be  necessary  for  enzyme 
function,  while  ionized  calcium  appears  to 
inhibit  adenyl  cyclase  activity  in  many  in- 
stances. 

While  the  adenyl  cyclase  cAMP  mechan- 
ism probably  applies  to  other  hormone  acti- 
vated mechanisms  as  well,  the  glycogen 
mechanism  is  the  only  one  confirmed  in  man. 
Other  processes  in  which  this  mechanism 
appears  to  operate  are  cardiac  muscle  con- 
tractility, smooth  muscle  relaxation,  platelet 
aggregation,  salivary  gland  amylase  secre- 
tion, pancreatic  exocrine  secretion,  and 
stomach  acid  secretion.  Although  much  more 
investigation  lies  ahead,  it  is  very  likely  on 
the  basis  of  present  evidence  that  many 


other  hormone-stimulated  cell  processes  will 
be  shown  to  be  dependent  on  mediation  by 
cyclic  AMP. 
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76 

GLOSSARY 

Adenyl  Cyclase  — An  enzyme  found  in  the  plasma 
(i.e.  cell)  membrane  of  a wide  variety  of  cells 
which  catalyzes  the  conversion  of  ATP  to  cyclic 
AMP  and  phosphate. 

AMP  ) 

Cyclic  AMP  Adenosine  3'5'  Cyclic  Monophos- 
cAMP  ) phate,  a nucleotide. 

ATP  — Adenosine  5'  Triphosphate. 

Nucleotide  — Split  product  of  nucleic  acid  consisting 
of  a base  (purine  or  pyrimidine),  a sugar  (ribose 
or  deoxyribose),  and  a phosphate  group. 

Protein  Kinase  — An  enzyme  that  catalyzes  the 
transfer  of  a phosphate  group  from  ATP  to  form 
a phosphoprotein. 
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AUTOTRANSPLAINTATION  IN  PRIMARY  PARATHYROID 

HYPERPLASIA 


Parathyroid  hyperplasia  was  recognized  as 
early  as  1933  by  E.  D.  ChurchilP  of  Boston. 
Hypertrophy  of  the  water-clear  cells  and  of 
the  chief  cells  were  described  in  1951  and  in 
1958  respectively  by  Castleman  and  Cope-  and 
by  Cope  et  al.^  The  latter  entity  is  now  known 
to  be  by  far  the  commoner  variety. 

State  and  PlilP  have  pointed  out  that  in 
the  past  primary  hyperparathyroidism  was 
diagnosed  only  when  overt  clinical  findings 
such  as  kidney  and  bone  pathology  directed 
attention  to  the  disorder.  Boonstra  and  Jack- 
son®  in  1965  described  the  detection  of  un- 
suspected hypen^arathyroidism  by  routine 
serum  calcium  analysis.  The  advent  of  auto- 
mated equipment  for  blood  chemistry  deter- 
minations has  made  possible  not  only  much 
earlier  detection  in  symptomatic  patients,  but 
also  the  discovery  of  asymptomatic  patients. 
State  has  reported  136  patients  who  under- 
went surgery  for  hyperparathyroidism  of 
whom  53  were  asymptomatic.  While  he  rec- 
ommends that  surgical  exploration  be  con- 
sidered an  acceptable  alternative  to  watchful 
waiting  for  patients  with  asymptomatic  hy- 
perparathyroidism, this  concept  is  not  uni- 
formly accepted.  Attention  was  drawn  to  the 
possibility  of  hyperparathyroidism  by  the 
presence  of  an  elevated  blood  calcium  level  on 
a sequented  multiple  analyzer  (SMA-12) 
print-out.  A low  serum  phosphorus,  a posi- 
tive steroid  suppression  test,  and  more  re- 
cently parathyroid  hormone  assays,  first  de- 
scribed in  1965,'^  are  available  as  confirm- 
atory evidence. 

Patients  with  primary  parathyroid  hyper- 
plasia present  a therapeutic  dilemma.  It  is 
imperative  not  only  to  identify  all  parathy- 
roid glands  but  also  to  reduce  the  parathy- 
roid mass  so  as  to  leave  the  patient  in  a 
normo  calcemic  state.  This  is  usually  at- 
tempted by  removing  3>^  glands,  leaving  a 
remnant  to  sustain  the  calcium  level.  If  hy- 
percalcemia ensues,  reexploration  of  the  neck 
is  indicated.  If,  however,  the  result  is  per- 
manent hyiDocalcemia,  supplementation  with 
vitamin  D and  calcium  is  resorted  to. 


A new  approach  to  the  problem  has  recent- 
ly been  described.  Wells®  has  demonstrated 
the  feasibility  of  removing  all  parathyroids 
from  the  neck  and  transplanting  several  small 
pieces  from  one  or  two  of  the  glands  in  sep- 
arate pockets  of  the  foreaiTn  musculature. 
Viability  of  the  grafts  can  be  determined  by 
sampling  the  venous  blood  draining  from  the 
graft  site,  as  well  as  by  systemic  studies  of 
the  calcium  metabolism.  Parathyroid  function 
returns  in  three  to  six  weeks. 

If  hypercalcemia  ensues  after  transplanta- 
tion, a few  pieces  of  the  grafted  gland  can 
be  removed  from  the  forearm  under  local  an- 
aesthesia. Wells®  in  1974  demonstrated  that 
it  was  possible  with  cryopreservation  (at 
-196°C)  to  maintain  the  viability  of  the  para- 
thyroid gland  for  up  to  12  months  and  suc- 
cessfully to  transplant  the  gland  with  res- 
toration of  pai’athyroid  function  in  parathy- 
roidectomized  animals.  To  prevent  permanent 
hypoparathyroidism  in  patients  managed  as 
above,  but  in  whom  the  transplants  failed  or 
were  insufficient,  several  small  pieces  should 
be  frozen  in  liquid  nitrogen  in  tissue  culture 
in  accordance  with  this  technique  and  can 
later  be  transplanted  into  the  forearm  under 
local  anaesthesia  as  the  need  arises. 

With  increasing  detection  of  primary  hy- 
perparathyroidism and  the  growing  incidence 
of  secondary  hyperparathyroidism  associated 
with  kidney  failure  and  dialysis,  these  tech- 
niques should  prove  to  be  of  considerable 
value. 
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AMYLOIDOSIS 

(Continued  from  page  451) 
amyloid  formation  in  mice.  These  findings 
suggest  that  disturbances  in  immunoregula- 
tory  mechanisms  may  be  an  important  step 
in  the  pathogenesis  of  amyloid  disease. 

THERAPY  OF  AMYLOIDOSIS 

There  is  no  specific  therapy  for  any  variety 
of  amyloidosis.  Rational  therapy  should  be 
directed  at  1)  decreasing  chronic  antigenic 
stimuli  producing  amyloid,  (2)  inhibition  of 
the  synthesis  of  amyloid  fibril,  (3)  affecting 
its  extracellular  deposition,  and  (4)  pro- 
moting lysis  or  mobilization  of  existing  de- 
posits. 

In  secondary  amyloid,  eradication  of  the 
predisposing  disease  apparently  slows  the 
progression  of  secondary  amyloidosis.  How- 
ever, many  such  reports  are  not  substan- 
tiated by  biopsy  proof  of  resorption.  Conclu- 
sions have  been  drawn  on  clinical  guidelines 
or  on  the  basis  of  the  Congo  red  test,  al- 
though a few  patients  have  showed  biopsy 
proven  improvement.  Despite  these  occa- 
sional reports,  amyloidosis  is  often  a pro- 
gressive disease;  but,  while  the  average  sur- 
vival in  most  large  series  is  one  to  four  years, 
we  have  followed  a number  of  individuals 
with  amyloid  for  five  to  ten  years  and  more. 

A variety  of  agents  have  been  used  to 
treat  amyloidosis.  Among  the  most  promi- 
nent has  been  whole  liver  extract,  which  was 
not  subjected  to  vigorous  control.  The  clini- 
cal impression  of  those  who  have  used  it 
indicates  that  it  has  little  effect  on  the  course 
of  the  disease.  Corticosteroids  have  been 
shown  to  have  little  effect  on  amyloidosis. 
Ascorbic  acid  in  large  doses  has  been  used, 
but  proof  of  its  efficacy  is  not  available.  The 


finding  that  a portion  of  the  immunoglobulin 
light  chain  is  incorporated  in  the  amyloid  of 
patients  with  primary  amyloidosis  and  its 
presumed  synthesis  from  plasma  cells  have 
led  to  the  use  of  alkylating  agents.  However, 
these  agents  cause  bone  maiaow  dejjression, 
and  there  are  reports  of  acute  leukemia  de- 
veloping in  patients  receiving  melphalan. 
Moreover,  there  exists  experimental  evidence 
that  immunosuppressive  agents  may  enhance 
the  deposition  of  amyloid.  Hence,  the  con- 
servative and  supportive  measures  provide 
the  mainstay  of  management  of  amyloidosis. 
Rigid  adherence  to  supportive  and  sympto- 
matic therapy  with  these  patients  has  led 
to  a more  optimistic  outlook  regarding  the 
quality  of  life  attained. 

Two  patients  with  severe  renal  amyloido- 
sis and  azotemia  were  subjected  to  bilateral 
nephrectomy  and  renal  transplantation,  fol- 
lowed by  immune  therapy.-*^  One  patient  died 
of  infection  five  months  after  surgery.  The 
donor  kidney  showed  no  evidence  of  amy- 
loidosis. The  second  patient  is  in  clinical 
remission  years  after  receiving  a trans- 
planted kidney.  Biopsies  of  her  kidney  after 
two  and  four  years  showed  no  amyloid.  Not- 
withstanding the  hazards  of  operating  upon 
patients  with  systemic  amyloidosis  who  may 
have  cardiac  involvement,  a group  of  patients 
carefully  selected  potentially  could  benefit 
from  transplantation  surgery. 

Colchicine  has  been  shown  to  be  effective 
in  preventing  acute  attacks  in  patients  with 
Familial  Mediterranean  Fever.  Recently,  two 
groups  of  investigators  have  independently 
reported  the  inhibition  of  amyloid  deposition 
in  the  mouse  model  by  colchicine.^®-  It  is, 
therefore,  conceivable  that  colchicine  is  ef- 
fective in  blocking  amyloid  deposition.  How- 
ever, the  exact  mechanism  of  its  action  is 
not  known,  and  no  controlled  human  clinical 
study  has  been  performed. 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
the  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
successful  physicians  are  finding  Air  Force 
medicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
pand your  individual  ability  through  compre- 
hensive educational  opportunities. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
vacation  each  year  with  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  offers  physicians  the  opportu- 
nity to  practice  the  most  sophisticated  of  health 
care.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


AIR  FORCE  MEDICINE 
4 De  Angelo  Drive 
Bedford,  MA  01730 
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phia, W.  B.  Saunders  Company,  1975.  Volume  II, 
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Apr  59 
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and  identification  of  a plasma  component  of  amy- 
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MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM* 

"CURRENT  ADVANCES  IN  PEDIATRIC  DIAGNOSIS  AND  THERAPY" 

WEDNESDAY,  DECEMBER  1,  1976  - 9:00  A.M.  to  5:00  P.M. 

Dr.  Leo  Stern,  Moderator 

TOPICS  AND  SPEAKERS 

"Treatment  of  the  Newborn  and  Young  Child:  The  Importance  of  Drug  Dosage" 
DR.  ALLAN  H.  NEIMS,  McGill  University,  Montreal,  Quebec 

"The  Child  with  Stridor" 

DR.  JOHN  S.  DUNBAR,  University  of  Cincinnati  College  of  Medicine 

"The  Changing  Face  of  Adolescence" 

DR.  LEON  EISENBERG,  Harvard  Medical  School 

"Diagnosis  and  Therapy  of  Patients  with  Defects  in  the  Inflammatory  Response" 
DR.  PAUL  G.  QUIE,  University  of  Minnesota 

For  further  information,  write  Mary  B.  Arnold,  M.D.,  Chairman,  Department  of  Pediatrics,  Roger 
Williams  General  Hospital,  Providence,  Rl  02908. 

*The  Department  of  Continuing  Medical  Education  of  the  Brown  University  Program  in  Medicine 
certifies  that  this  program  has  been  approved  for  four  hours  of  continuing  education  credit  in 
Category  I by  the  AMA. 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx,  1,000  tons) 


■ Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — Antiv'ert/25  can  relieve  the 
nausea  and  vomiting  often  associated  with  vertigo!' 

■ Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ|  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  1(X)  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  m Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Conmaindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on  Fl^^N^rilVS 


request. 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


RK  ENT  CHANGES 


Providing 
ig  Infonnatlon 


Mormabonal 

BiMn«433-7B 


llcaNh 
n»u  ramie 


firms  ch8fl«n9* 


n care  doesn't 
f»wre  red  tape 


THERE AREA 
LOTOP  PEOPLE 
GETTING  BETWEEN 
YOU AND YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples; 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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protein  of  unknown  origin:  partial  amino-acid  se- 
quence analysis.  Biochem  Biophys  Res  Commun 
46:498-500,  31  Jan  72 
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loid fibril  protein  subunit,  “protein  AS”:  distribu- 
tion in  tissue  and  serum  in  different  clinical  types 
of  amyloidosis  including  that  associated  with  mye- 
lomatosis and  Waldenstrom’s  macroglobulinamia. 
Scand  J Immunol  2:395-404,  1973 
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818  Harrison  Avenue 
Boston,  MA  02118 


DETECTION  AND  PREVENTION  OF 
THROMBOEMBOLIC  DISEASE 

(Continued  from  page  453) 
tients  developing  thromboembolic  disease. 
There  was  significantly  less  bleeding  compli- 
cations in  the  aspirin  group  compared  to  the 
warfarin  group.  And  all  three  agents  gave 
significant  protection  compared  to  low  dose 
heparin.  There  were  no  fatal  pulmonary  em- 
boli in  the  whole  study,  and  no  emboli  fatal 
or  nonfatal  in  the  aspirin  or  warfarin  groups. 

However,  there  are  three  cautions  that  go 
with  this  use  of  aspirin.  The  first  is  that  all 
patients  with  prior  TED  were  excluded.  Sec- 
ondly, this  study  involved  early  surveillance 
so  that  we  detected  thrombophlebitis  early 
in  its  course. 

The  third  caution  comes  from  the  multi- 
centered  study  of  general  surgical  patients 
in  Great  Britian,  which  did  not  find  a pro- 
tective effect  from  aspirin.  Despite  the  re- 
sults of  that  study  in  general  surgical  pa- 
tients, our  experience  continues  to  be  quite 
favorable.  In  528  patients  given  just  aspirin 
prophylaxis,  started  preoperatively  in  pa- 
tients without  prior  thromboembolic  disease 
undergoing  total  hip  replacement,  there  were 
only  eight  pulmonary  emboli,  and  zero  fatal 
pulmonary  emboli. 

(Continued  on  page  468) 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 


OFFICES  FOR  RENT 
FOR  PHYSICIANS 

STEVEN  MEDICAL  BUILDING 

712  OAKLAWN  AVE.,  CRANSTON,  R.l. 
Air  Conditioned,  Oxygen-Suction 
System,  Intercom  System,  Parking 
Centrally  Located  to  Most  Hospitals 
CALL 

942-0050  or  944-1469 
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When  it  comes  to 
Municipal 


Securities 


more  people 
talk  to 
Industrial. 


In  fact,  we  do  more  Municipal  Security 
business  than  any  other  dealer  in  the  State. 

And  not  surprisingly . . . 

The  scope  of  our  operation  puts  us  in  a 
position  to  provide  better  investment 
assistance  where  it  counts: 

• liquidity 

• expertise 

• selection 


Industrial  National  Bank 

Municipal  Securities  Department 


Zekert'  has  published  a prospective  blind 
study  of  240  hip  fracture  patients  in  which 
eight  autopsy  proven  fatal  pulmonary  emboli 
occuiTed  in  the  control  group  and  only  one 
in  the  aspirin  protected  group.  This  is  sta- 
tistically significant  protection  against  fatal 
pulmonary  emboli. 

In  contrast  with  its  clearly  su<"^'^Rsfnl  use 
in  general  surgical  patients,  low-dose  heparin 
used  to  protect  hip  surgery  patients  has 
failed.  In  our  experience  with  20  patients  so 
treated,  11  of  the  15  who  had  venography 
had  fresh  thrombi.  An  additional  patient  suf- 
fered a pulmonary  embolus.  Four  n-itients  had 
wound  bleeding,  and  one  had  an  arterial  em- 
bolus. This  poor  experience  has  been  substan- 
tiated by  the  studies  by  Evarts  and  Alfidi, 
Callus  and  Hirsh,  and  others^  (cited  by  Har- 
ris, et  al.). 

An  entirely  different  approach  to  the  pro- 
phylaxis is  the  use  of  physical  modalities. 
Stockings  and  elevation  may  provide  some 
benefit,  but  are  inadequate  by  themselves. 
Electrical  stimulation  is  also  effective,  but  is 
painful  and  can  only  be  used  under  general 
anesthesia.  External  pneumatic  compression 


TWO  SENTENCE  ESSAY 

A few  hundred  years  ago,  if  you  had  daily 
talks  with  thhe  Blessed  Virgin  you  were  St. 
Bernadette.  If  you  do  it  today,  you  are  put 
into  an  institution  on  a heavy  diet  of  drugs. 

. . . Ann  Morissey,  mental  health  advocate 
and  independent  candidate  for  Congress  from 
Fchode  Island. 
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has  substantial  support  in  general  surgical 
and  neurosurgical  populations.  However,  in 
our  study  of  hip  replacement  patients  who 
are  at  an  extremely  high  risk,  namely,  pa- 
tients who  have  previously  had  thromboem- 
bolic disease  with  persistant  abnonnalities  in 
the  venous  tree  preoperatively,  the  protect- 
ion provided  thus  far  appeal’s  to  be  less  ef- 
fective than  warfarin. 

It  is  my  belief  that  one  of  the  major  de- 
velopments in  the  coming  decade  will  be  in 
the  establishment  of  different  levels  of  risk 
and  therefore  different  levels  of  protection 
needed.  We  are  all  at  ease  with  such  risk 
factors  as  age,  prior  thromboembolic  disease, 
lower  extremity  surgery  versus  upper  ex- 
tremity surgery,  and  the  presence  of  malig- 
nant disease.  Now,  however,  we  have  object- 
ive data  that  confirm  that  more  femoral 
thrombi  occur  after  hip  surgery  than  after 
other  types  of  surgery.  Also,  isolated  femoral 
thrombi  occur  after  hip  surgery  and  do  not 
occur  following  general  surgery.  Subcutane- 
ous heparin,  which  is  effective  in  general  sur- 
gery, is  not  effective  after  hip  surgery.  Ex- 
ternal pneumatic  compression,  which  is  effec- 
tive in  general  surgery  in  the  presence  of  an 
abnormal  venous  tree  from  previous  venous 
disease  is  not  effective  after  hip  surgery  in 
similar  circumstances. 

Finally,  let  us  turn  briefly  to  the  question 
of  therapy.  Major  advances  have  been  made 
here  as  well.  Calf  thrombi,  if  you  have  an 
objective  technique  to  follow  the  growth  of 
the  thrombus,  probably  need  no  treatment. 
In  the  absence  of  fibrinogen,  or  cuff  im- 
pedance phlebography,  or  plethysmography 
they  can  be  treated  with  warfarin  without 
the  use  of  heparin.  Thigh  thrombi  and  pul- 
monary emboli  require  heparin  followed  by 
Coumadin.  When  heparin  is  to  be  given  in- 
travenously, it  should  be  given  continuously 
by  an  infusion  pump.  This  reduces  the  bleed- 
ing complications  by  a factor  of  seven  and 
maintains  the  same  efficacy. 

The  role  of  surgery  in  the  management  of 
thrombophlebitis,  in  our  view,  has  been  com- 
pletely eliminated,  with  the  one  exception  of 
inferior  vena  cava  ligation  in  the  presence  of 
repeated  pulmonary  emboli  in  a patient  who 
has  received  therapeutic  amounts  of  heparin 
or  Coumadin. 

(Continued  on  page  470) 
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47th  JOHN  F.  KENNEY 
RESEARCH  DAY 


Sponsored  by  the  Medical  Staff  Association  of  The  Memorial 
Hospital,  Pawtucket,  Rl 

Wednesday,  November  3,1976 

MORNING  SESSION: 

CLINICAL  PRESENTATIONS  BY  THE  STAFF  MEMBERS. 

"CAT  SCANNING"  Jack  Whittenburg,  M.D. 

LUNCHEON 

AFTERNOON  SESSION: 

SYMPOSIUM  ON  "SAFETY  FOR  PHYSICAL  FITNESS  AND  EXERCISE" 
SPEAKERS:  FROM  COOPER  CLINIC,  DALLAS,  TEXAS. 


Emergency  Phone  Number:  722-6000  Ext.  2272 


October,  1976 
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SUMMARY 

IMajor  advances  have  been  made  in  physi- 
cian acceptance,  acknowledgement  of  the 
problem,  and  the  objective  ability  to  diagnose 
thrombophlebitis  and  pulmonary  emboli,  as 
well  as  in  the  prevention  of  thromboembolism 
and  its  treatment.  The  problem,  however,  is 
not  completely  eliminated.  We  still  need  bet- 
ter evaluation  of  risk  factors,  improved  di- 
agnostic methods,  enhanced  prophylaxis  with 
fewer  side  effects,  and  more  effective  treat- 
ments with  less  risk. 

REFERENCES 

^Zekert  F:  Thrombo.sen,  Embolien  und  Aggregation- 
shemmer  in  der  Chiruigie.  New  York,  Stuttgart, 
1975,  Pp  1-128 

^Harris  WH,  Salzman  EW,  Athanasoulis  C,  et  al.: 
Comparison  of  warfarin,  low-molecular-weight  dex- 
tran,  aspirin,  and  subcutaneous  heparin  in  prevent- 
ion of  venous  thromboembolism  following  total  hip 
replacement.  J Bone  Joint  Surg  56A:  1552-62,  Dec 
74 


266  Beacon  Street 
Boston,  MA  02116 


CLARK  JANITOR  SERVICE 
DOCTORS'  OFFICES  ARE  OUR  SPECIALTY 

We  clean  small  and  large  oflFices,  medical 
centers,  and  professional  buildings.  We  are 
insured. 

SPECIAL  DOCTORS'  RATES 
FOR  YOUR  FREE  ESTIMATE 
CALL:  272-2831 

125  General  Street,  Providence,  Rl 


FOR  SALE 

Examining  room  equipment  (examining  table,  2 cab- 
inets, utility  table  with  sterilizer). 

0.  E.  diathermy  and  table;  lamp,  x-ray  equipment. 

Exeutive  black  leather  desk  chair;  10  sugar  maple 
mates  chairs. 

Can  be  seen  at: 

980  PAWTUCKET  AVENUE 
RUMFORD,  Rl 

For  Appointment  call;  521-6738 


THE  SEARCH  FOR  THE 
OMPHALOS 

(Continued  from  page  456) 
tivity.  Some  of  these  trials  are  large.  Thirty- 
one  involve  more  than  a thousand  subjects 
chosen  on  a randomized  basis. 

We  believe  that  such  studies  ai’e  impor- 
tant. They  often  are  the  only  means  for  test- 
ing and  evaluating  new  hypotheses.  They  can 
prevent  premature  introduction  of  interven- 
tions into  practice. 

The  outcome  of  clinical  trials  in  the  future 
will  likely  determine  the  patterns  of  prac- 
tice, which  will,  in  turn,  set  the  terms  of 
reimbursement  and  standards  of  quality 
care. 

Long-standing  and  traditional  modes  of 
therapy  are  a particularly  troublesome  class 
of  problems  to  put  to  clinical  trial,  and  yet 
the  answers  from  such  trials  may  be  equally 
as  important  as  the  results  from  trials  of 
completely  new  technology.  This  week  a 
Senate  committee  is  holding  hearings  on 
why  there  are  still  such  differences  of  opin- 
ion regarding  the  treatment  of  breast  can- 
cer, a difficult  issue  to  settle  in  a hearing 
I’oom,  but  it  shows  the  width  of  the  gap  be- 
tween public  expectations  and  our  power 
to  resolve  certain  critical  questions,  or  to 
explain  to  public  satisfaction  why  the  an- 
swer is  so  elusive. 

There  is  a tendency  in  these  times  to  con- 
duct the  search  for  the  medical  Omphalos 
in  the  neighborhood  of  Washington,  D.C.  A 
few  would  locate  it  in  Bethesda,  where  the 
NIH  has  its  campus  and  hospital.  Others 
would  cart  it  away  to  the  mall,  where  it 
might  be  within  walking  distance  of  both 
Executive  Offices  and  Capitol  Hill.  And  with- 
in reach  of  on-line  cables  to  the  Government 
Printing  Office,  for  a central  authority  in  a 
land  of  200  millions  means  much  communica- 
tions traffic  between  the  concerned  and  the 
source  of  assurance. 

Despite  the  continuing  sounds  of  construc- 
tion, it  is  not  likely  that  a functional  oracle 
will  be  added  to  the  things  to  be  visited  in 
Washington  when  the  blossoms  are  out  in 
the  nation’s  capital.  The  tradition  of  the 
land  is  pluralistic  and  resistant  to  excessive 
central  control.  There  is  a grpat  dispersion 
of  the  search  for  knowledge  and  its  practical 
application,  and  sources  of  authority  are 
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nearly  always  in  geographical  proximity  to 
all. 

AUTHORITATIVE  DIRECTIONS  SOUGHT 

But  it  will  be  foolish  if  we  pay  no  atten- 
tion to  the  principal  urge  for  more  authori- 
tative directions  in  matters  of  health. 

It  is  the  cost  of  health  care.  In  the  United 
States  in  1940  less  than  5 per  cent  of  the 
gross  national  product  was  spent  for  health. 
Now  it  is  8.5  per  cent,  and  soon  it  will  be  10. 
A figure  of  $118  billion  is  estimated  for  the 
present  year,  and  the  upward  deflection  of 
the  curve  is  greater  than  the  general  infla- 
tion. For  General  Motors  the  medical  pack- 
age per  worker  is  said  now  to  be  about  $1,800 
per  year.  The  federal  purse,  which  now  buys 
more  health  care  than  any  other,  is  suffering 
strain. 

Because  no  one  may  argue  with  an  equally 
pressing  mandate  to  make  the  same  standard 
of  care  available  to  all,  this  theme  is  added 
to  a general  one  of  cost  containment.  The 
solution  we  must  seek  is  to  make  equal  ac- 
cess available  to  what  is  necessary  and 
proved  to  be  effective  with  efficiency  in  de- 
livery. 

There  are  flaws  in  our  current  system.  In 
deciding  what  innovations  are  effective 
enough  to  replace  older  modes  the  informal 
collegial  ways  of  coming  to  decisions  are  not 
maximally  workable  for  the  times.  The  great 
network  of  academic  medical  centers  and  de- 
velopers of  technology  have  to  find  some 
ways  to  improve  the  process  — to  couple  it 
with  statistics  and  economics  when  possible, 
making  evaluations  called  for  by  the  times. 

VOLUNTARY  SYSTEM  MUST  RESPOND 

The  voluntary  system,  which  has  served 
the  country  well,  must  also  respond  to  new 
and  increasing  demands.  Where  excellence 
is  unevenly  available,  where  costs  are  forced 
upward  by  hospital  practices  or  a lack  of 
community  organization,  collective  authority 
has  to  be  mobilized  at  local  and  regional 
levels.  It  must  function  well,  or  central  au- 
thority will  be  created,  like  it  or  not. 

At  the  center  of  the  stoiTn  over  the  costs 
of  health  is  a problem  of  particular  interest 
to  us  all.  It  is  the  question  of  whether  cost 
accounting  must  consider  only  populations, 
with  the  submergence  of  persons.  The  arti- 
ficial kidney  is  a case  in  point.  Some  urge 
that  we  stop  the  development  of  new  means 


to  help  a few  at  considerable  cost  to  the 
many.  If  this  is  even  possible,  we  shall  have 
to  find  other  authorities  than  physicians, 
patients,  or  politicians  whose  concern  with 
single  lives  is  too  tight  to  allow  them  to  be 
objective. 

Who  will  be  the  oracle  for  these  decisions? 
Where  will  be  the  Omphalos?  For  some 
things  it  will  be  in  one  place,  for  others  it 
will  be  elsewhere.  In  some  critical  things  that 
matter  the  most  to  you  about  your  health, 
it  will  be  up  to  you,  your  physicians,  this 
hospital  you  have  built,  this  community  to 
work  hard  to  retain  this  authority  here. 

National  Institutes  of  Health 
9000  Wisconsin  Avenue 
Bethesda,  MD  20014 


HOW'S  THAT  AGAIN?  DEPARTMENT 
ADULT  INVASIVE  CARDIOLOGIST— To 
join  adult  cardiology  with  extensive  open 
heart  experience. 

. . . From  Physicians  Wanted  Ad 

z t z 


WALKER 

REAL  ESTATE 
Warwick,  Rl  884-3351 

FOR  SALE 

5 Room  Ranch  on  8.3  acres.  South  County  Trail,  East 
Greenwich.  Ideal  Doctor's  Office  or  Home.  Space  for 
Medical  Building  or  Pharmacy  with  ample  parking.  Gar- 
age and  Breezeway. 

Quick  and  easy  access  to  East  Greenwich  center,  Kent 
County  Hospital,  Route  95,  and  Green  Airport. 

Shown  by  Appointment. 


OFFICE  FOR  LEASE 

EAST  PROVIDENCE,  RIVERSIDE 
BARRINGTON  AREA 

650  sq.  ft.  Partitioned  to  Suit 

670  Willett  Avenue,  Riverside 

call  245-5789,  7-10  p.m. 


October, 1976 
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VALUE  OF  ENZYME  STUDIES 
AFTER  PROSTATIC  SURGERY 

(ontinued  from  page  458) 

REFERENCES 

iSavignano  T,  Hanok  A,  Kuo  J:  Creatine  phospho- 
kinase  activity.  Am  J Clin  Path  51:76-85,  Jan  69 

^Columbo  JP,  Richterich  R,  Rossi  E:  Seinini  crea- 
tine phosphokinase:  determination  and  diagnostic 
significance.  Klin  VVschr  40:37-44,  1 Jan  62  (Ger) 
^Electrocautery  makes  CPK  levels  rise.  Medical  News, 
JAMA  212:712,  May  70 

■‘Hobson  R,  Fleming  A,  Conant  C,  et  al.:  Postopera- 
tive serum  enzyme  patterns.  Milit  Med  136:624-8, 
Jul  71 


333  School  Street 
Pawtucket,  RI  02860 
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DO  YOU  HAVE  REAL  ESTATE 
FOR  SALE  OR  RENT? 

Advertise  in  the  R.  I.  Medical  Journal 
Support  your  Society 
publication. 


HOME  and  PROFESSIONAL 
OFFICE  FOR  SALE 

FOR  DOCTOR,  DENTIST  OR  LAWYER 

4 Bedrooms  — Sunken  Dining  Area  — Den  — Library 
— 2 Fireplaces  — Utility  Room  — Attached  Heated 
Greenhouse  — 1st  Floor  Air  Conditioned  — 2 Car  Ga- 
rage — Corner  Location  — Excellent  Condition.  $78,000. 

Shown  by  Appointment  by  Owner 
942-0050  or  944-1469 


MANAGEAID,  INC. 

333  School  Street 
Pawtucket,  R.  I.  02860 

COMPUTER  BILLING  WITH  A DIFFERENCE 
FAST  EASY  ACCURATE 

A SPECIAL  SERVICE  FOR  PHYSICIANS 
FOR  FREE  ESTIMATE 

CALL  728-8889 


PERIPATETICS 

(Continued  from  page  432) 

PAUL  CALABRESI,  physician-in-chief  at 
Roger  Williams  General  Hospital  and  new 
member  of  the  Editorial  Board  of  the  Rhode 
Island  Medical  Journal,  has  been  named  to 
the  prestigious  27-member  Board  of  Gover- 
nors of  the  American  Board  of  Internal  Med- 
icine for  a three  year  term.  Doctor  Calabresi 
had  formerly  been  an  associate  member  of 
the  ABIM  and  chaimian  of  the  Board’s  sub- 
specialty committee  on  medical  oncology,  a 
group  he  helped  establish. 

* * * 

Simon  and  Shuster  has  recently  published 
a book  titled  Sex  Therapy  at  Home  by  DAVID 
J.  KASS  of  The  Miriam  Hospital  staff. 


The  Miriam  Hospital  recently  announced 
the  appointment  of  SUMNER  I.  ZACKS  as 
Pathologist-in-Chief  and  Director  of  Labora- 
tory Medicine.  Doctor  Zacks  held  the  position 
of  associate  pathologist  and  neuropathologist 
at  Pennsylvania  Hospital  before  coming  to 
Rhode  Island. 

^ 

HOW'S  THAT  AGAIN?  DEPARTMENT 
Ck)ntraindications 

Contraindicated  in  individuals  who  have 
demonstrated  hypersensitivity  to  the  drug. 

. . . From  a new  drug  advertisement 

z z z 

TWO  SENTENCE  ESSAY 

The  cost  of  sloth,  gluttony,  alcohol  overuse, 
reckless  driving,  sexual  intemperance,  and 
smoking  is  now  a national,  not  an  individual 
lesponsibility.  These  abusese  are  justified  on 
the  ground  of  individual  fre'^'^nm,  but  one 
man’s  freedom  in  health  is  anotner’s  shackles 
in  taxes  and  insurance  premiums. 

. . . John  H.  Knowles,  M.D., 
President  of  the  Rockefeller  Foundation 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


1 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Wiumg 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 


DECEMBER 


1 Basic  Science  Lecture  Series,  "Indications  for  the  Use  of  Different  Modalities 
in  Physical  Medicine,"  Henri  L.  Pache,  M.D.,  Department  of  Rehabilitation, 
Rhode  Island  Hospital.  1:00  P.M.,  7th  Floor  Conference  Room,  APC,  Rhode 
Island  Hospital. 


1 Thirteenth  Annual  Maurice  N.  Kay  Pediatric  Symposium,  "CURRENT  AD- 
VANCES IN  PEDIATRIC  DIAGNOSIS  AND  THERAPY,"  Kay  Auditorium,  Roger 
Williams  General  Hospital. 


9:00  A.M.  Registration  and  Coffee 


10:00  "Treatment  of  the  Newborn  and  Young  Child:  The  Importance 

of  Drug  Dosage,"  Allan  H.  Neims,  M.D.,  Ph.D.,  Director,  Roche 
Developmental  Pharmacology  Unit;  Associate  Professor  of  Phar- 
macology and  Pediatrics,  McGill  University. 

11:30  "The  Child  with  Stridor,"  John  S.  Dunbar,  M.D.,  Professor  of 

Radiology  and  Pediatrics,  University  of  Cincinnati  College  of 
Medicine;  Director,  Division  of  Roentgenology,  Children's  Hos- 
pital Medical  Center,  Cincinnati. 

1:00  P.M.  Lunch 


2:00  "The  Changing  Face  of  Adolescence,"  Leon  Eisenberg,  M.D., 

Maude  and  Lillian  Presley  Professor  of  Psychiatry,  Harvard  Med- 
ical School;  Senior  Associate  in  Psychiatry,  Children's  Hospital 
Medical  Center,  Boston. 

3:30  "The  Diagnosis  and  Therapy  of  Patients  with  Defects  in  the  In- 

flammatory Response,"  Paul  G.  Quie,  M.D.,  Professor  of  Pedi- 
atrics, American  Legion  Memorial  Heart  Research  Professor, 
University  of  Minnesota. 


2-3-4  Nineteenth  Annual  Meeting,  Department  of  Orthopaedic  Surgery  and 
Fractures,  Rhode  Island  Hospital 


THURSDAY 


8:30  A.M.  Tour  of  Hospital  Departments  and  Facilities 

9:30  Presentation  of  Problem  Cases,  George  Auditorium 

2:00  P.M.  Informal  Ward  Walk,  Dr,  Philip  D.  Wilson,  Jr„  M.D.,  Professor 


3:00 

of  Orthopaedic  Surgery,  Cornell  University  Medical  College. 
Informal  Discussion,  7th  Floor  APC,  Dr.  Wilson 

8:30 

The  Murray  S.  Danforth  Oration,  "TREATMENT  OF  HIP  SEPSIS 
WITH  ANTIBIOTICS  COMBINED  WITH  TOTAL  HIP  RECONSTRUC- 
TION," Dr.  Wilson,  George  Auditorium 

FRIDAY 

9:00  A.M.  Presentation  of  Problem  Cases,  Nursing  Arts  Building,  Room  5 
2:00  P.M.  Informal  Ward  Walk  — Pediatric  Service,  Dr.  Wilson 
3:00  Informal  Discussion,  7th  Floor  APC,  Dr.  Wilson 
SATURDAY  — George  Auditorium,  Rhode  Island  Hospital 
9:00  A.M.  "Surgical  Treatment  of  Chronic  Ankle  Sprain  at  Rhode  Island 


Hospital,"  Ernest  B.  Lowe,  Jr,,  Senior  Resident,  Department  of 
Orthopaedic  Surgery  and  Fractures,  RIH. 

9:30 

"Prophylactic  Use  of  Antibiotics  in  Orthopaedic  Surgery,"  Dr. 
Wilson 

10:30 

"Congenital  Dislocated  Hip:  The  Value  of  Neonatal  Screening," 
Thomas  F.  Bliss,  M.D.,  Assistant  Surgeon,  Department  of  Ortho- 
paedic Surgery  and  Fractures,  RIH 

11:00 

"The  Management  of  Osteochrondritis  Dissecans,"  William  N. 
Jones,  M.D. 

8 Basic  Science  Lecture  Series,  "Cardiac  Arrest,"  Augustin  McNamee,  M.D., 
Department  of  Anesthesia,  Rhode  Island  Hospital,  For  time  and  place,  see 
December  1 listing. 


9 "Thyroid  Function  and  Mental  Illness,"  Milton  W.  Hamolsky,  M.D.,  Professor 
of  Medical  Science,  Brown  University,  and  Chief  of  Medicine,  Rhode  Island 
Hospital.  8:00  P.M.,  Ruggles  Room,  Butler  Hospital. 


9 "Lacrimal  Surgery,"  Charles  K.  Beyer,  M.D.,  Director,  Ophthalmic  Plastic 
Surgery  Division,  Massachusetts  Eye  and  Ear  Infirmary.  7:00  P.M.-8:00  P.M., 
7th  Floor  Conference  Room,  APC,  Rhode  Island  Hospital. 


15  Basic  Science  Lecture  Series,  "Radiologic  Aspects  of  Metabolic  Disease," 
Thomas  Forsythe,  M.D.,  Radiologist,  Rhode  Island  Hospital.  For  time  and 
place,  see  December  1. 


JANUARY 

4 BOARD  REVIEW  COURSE  IN  INTERNAL  MEDICINE.  Weekly  lectures  Tuesday 
evenings  through  June  7,  1977.  Topics  will  include:  gastroenterology,  liver 
disease,  immunology,  renal,  endocrine,  cardiology,  oncology,  pulmonary 
diseases,  infectious  diseases,  neurology,  diabetes,  office  gynecology,  rheu- 
matology, hematology,  dermatology.  Tuesdays,  7:00  P.M.-9:00  P.M.  George 
Auditorium,  Rhode  Island  Hospital.  Registration  required.  For  information, 
contact  the  Office  of  Continuing  Medical  Education,  Brown  University,  Box 
G,  Providence,  Rl  02912,  or  863-3337. 


5 Basic  Science  Lecture  Series,  "Fat  Embolism,"  Karl  E.  Karlson,  M.D.,  Surgeon- 
in-Charge,  Division  of  Cardio-Thoracic  Surgery,  Rhode  Island  Hospital.  1:00 
P.M.,  7th  Floor  Conference  Room,  APC,  Rhode  Island  Hospital. 


12  Basic  Science  Lecture  Series,  "Orthopaedic  Neurology,"  Michael  Faella,  M.D., 
Department  of  Neurology,  Kent  County  Hospital.  For  place,  see  January  5. 


14  "Diagnosis  of  a Child  with  Abdominal  Pain,"  M.  Judah  Folkman,  M.D., 
Surgeon-in-Chief,  Children's  Hospital  Medical  Center,  and  Julia  Dyckman 
Andrus  Professor  of  Pediatric  Surgery,  Harvard  Medical  School.  10:30  A.M.- 
12:00  Noon,  Kay  Auditorium,  Roger  Williams  General  Hospital. 


19  Basic  Science  Lecture  Series,  "Management  of  Chronic  Arthropathies,"  Jo- 
seph P.  Lombardozzi,  Jr.,  M.D.,  Medical  Staff,  Rhode  Island  Hospital.  See 
January  5 listing  for  time  and  place. 


26  Basic  Science  Lecture  Series,  "Vascular  Problems  of  the  Lower  Extremities," 
Warren  Francis,  M.D.,  Surgical  Staff,  Rhode  Island  Hospital.  For  time  and 
place,  see  January  5 listing. 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  aND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


THE  INDEBTEDNESS  OF  STUDENTS  CURRENTLY 
ATTENDING  MEDICAL  SCHOOL 


It  is  doubtful  whether  any  generation  of 
American  physicians  upon  graduation  has 
been  substantially  free  of  financial  obliga- 
tions. The  incidence  and  magnitude  of  indebt- 
edness amongst  recent  medical  graduates, 
however,  is  clearly  greater  than  in  the  past 
and  it  emerges  as  the  basis  of  community 
concern  for  two  reasons : First,  that  the  soar- 
ing costs  of  medical  education  may  soon  modi- 
fy the  characteristics  of  medical  school  appli- 
cants and,  by  a self-selection  process,  dimin- 
ish within  the  applicant  pool  the  representa- 
tion of  rural,  low  income,  and  minority  popu- 
lations. Second,  that  the  presures  of  indebted- 
ness, rather  than  competency  of  natural  af- 
finity, may  become  the  major  force  in  deter- 
mining career  directions  of  the  graduate.  Both 
nationally-based  and  local  studies  on  this  sub- 
ject have  recently  been  completed;  these  sur- 
veys may  provide  us  with  some  clues  regard- 
ing the  distribution  of  indebtedness  and  the 
career  aspirations  of  those  in  debt. 

The  Association  of  American  Medical  Col- 
leges asked  medical  students  of  each  of  the 
U.S.  medical  schools  to  provide  information 
on  their  individual  backgrounds,  means  by 
which  their  studies  were  financed,  and  their 
career  goals.  The  following  observations  were 
made: 

1.  About  35  per  cent  of  all  medical  stu- 
dents are  in  debt  before  entering  medical 
school,  the  amount  of  indebtedness  averaging 
$2,923. 

2.  About  67  per  cent  of  all  current  medi- 
cal students  owe  an  average  of  $11,573  upon 
graduation  from  medical  school.  (About  30 
per  cent  of  all  students  graduate  with  debts 
of  $15,000  or  more;  15  per  cent  of  medical 
graduates  have  debts  of  $20,000  or  more  and 
3.4  per  cent  of  graduates  are  burdened  by 
debts  of  $30,000  or  more.) 

3.  Women  students,  minority  group  mem- 


beis,  married  students  with  children  and  stu- 
dents from  small  towns  or  rural  regions 
tended  to  incur  larger  debts  during  their 
matriculation  at  medical  school.  The  only 
group  of  medical  students  substantially  with- 
out debt  at  the  time  of  graduation  are  those 
from  families  with  earnings  in  excess  of  $50,- 
000  per  year. 

4.  The  national  study  sought  to  find  some 
relationship  between  the  existence  and  extent 
of  indebtedness  and  subsequent  career  choices 
(with  particular  emphasis  upon  those  select- 
ing primary  care  medicine).  The  study  noted 
“that  there  appeared  to  be  little  relationship 
between  indebtedness  and  career  plans,”  and 
the  AAMC  investigators  concluded:  “It  ap- 
pears that  career  choice  is  probably  more 
closely  related  to  a student’s  general  back- 
ground than  to  the  degree  of  indebtedness  ho 
or  she  anticipates  at  the  time  of  gi’aduation 
from  medical  school.” 

The  financial  situation  with  our  Brown  med- 
ical students  is  essentially  the  same  as  that 
described  above.  During  the  academic  year 
which  ended  in  June  1976,  about  60  per  cent 
of  our  247  medical  students  received  some 
sort  of  assistance  through  the  University. 
(These  figures,  of  course,  do  not  include  those 
instances  where  students  have  borrowed 
through  private  extracollegiate  channels  or 
from  relatives).  Scholarships  in  the  amount  of 
$247,000  were  distributed  to  the  Brown  medi- 
cal students  during  this  twelve  month  inter- 
val ; guaranteed  loans  (from  various  Federal, 
University,  private  and  American  Medical  As- 
sociation sources)  in  the  amount  of  $348,500 
were  also  disbursed. 

An  additional  factor  must  be  weighed  in 
attempting  to  assess  the  relevance  of  indebt- 
edness. Twenty-eight  Brown  medical  students 
(about  12  per  cent  of  the  medical  student 
(Continued  on  next  page) 
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body)  are  now  enrolled  in  Armed  Forces  or 
Public  Health  scholarship  programs.  Such  con- 
tractual agreements  provide  them  with  funds 
for  tuition  and  educational  cost  as  well  as  a 
monthly  stipend  for  living  costs.  In  return, 
the  obliged  student  will  serve  in  the  Armed 
Forces  or  the  Public  Health  Service  for  a 
period  of  time  equivalent  to  the  period  of 
collegiate  assistance,  or  two  years,  whichever 
is  greater.  Thus,  if  a typical  medical  student 
receives  three  years  of  Ai-med  Forces  health 
professions  scholarship  assistance,  he  or  she 
is  then  required  to  invest  at  least  three  years 
in  the  aiTned  services,  practicing  a specialty 
chosen  essentially  by  the  concerned  federal 
agency  in  keeping  with  its  professional  needs. 

For  the  forthcoming  year  the  financial  aid 
office  of  the  Brown  medical  school  projects 
an  anticipated  total  need  (scholarship  and 
loans  from  all  sources)  of  about  $800,000  for 
approximately  130  of  our  students.  At  this 
moment  the  maximum  funds  that  appear  to 
be  available  for  next  year  from  conventional 
sources  amounts  to  $698,000.  The  recently 
enacted  Health  Professions  Assistance  Act 
of  1976  (P.L.  94-484)  established  new  pro- 
grams of  federally  assured  loans  for  medical 

Women's  Auxiliary 
Scholarship  Fund 
for 

Medical  Students 

1976-1977 

CONTRIBUTIONS  NEEDED  TO  HELP 
YOUR  FUTURE  COLLEAGUES 

Please  make  checks  payable  to  the 
Scholarship  Fund  and  send  to: 

MRS.  DANIEL  CALENDA 
296  Taber  Avenue 
Providence,  Rl  02906 


students,  effective  October  1,  1977.  Also  the 
National  Health  Service  Corps  under  this  leg- 
islation is  extended  and  a new  scholarship 
program  is  created.  In  return  for  financial 
assistance  the  scholarship  recipients  will  be 
required  to  serve  in  “health  manpower  short- 
age areas.” 

The  ability  to  pay  tuition  has  never  been 
a factor  in  determining  the  admissibility  of 
a candidate  to  the  Brown  Medical  school.  In- 
deed, the  Admissions  Committee  is  not  pro- 
vided with  any  information  regarding  the 
financial  resources  of  the  candidate  or  his 
family,  and  thus  far  no  Brown  medical  stu- 
dent has  had  to  interrupt  his  or  her  educa- 
tion because  of  financial  needs. 

Our  past  successes  in  supporting  our  medi- 
cal students  is  by  no  means  assured  for  the 
future,  and  it  is  likely  that  increasing  num- 
bers of  our  students  will  look  to  some  fonn 
of  federal  service,  such  as  the  National  Health 
Service  Corps  as  a means  of  underwriting 
their  undergraduate  m.edical  education.  It  is 
through  this  mechanism  that  the  factor  of 
financial  indebtedness  may  well  dictate  fu- 
ture career  choices  of  many  of  our  current 
medical  students. 


Early  Winter  Meeting  of  the 

Rhode  Island  Society  of 
Internal  Medicine 

Wednesday,  December  15,  1976-8:15  p.m. 

TOPIC:  Cost  Containment  and  Quality  of 
Care 

SPEAKERS:  Duncan  Neuhausen,  Ph.D.,  As- 
sistant Professor  of  Health  Services 
Administration,  Harvard  School  of 
Public  Health. 

James  P.  Cooney,  Jr.,  Ph.D.,  Director  of 
SEARCH 

PLACE:  The  Miriam  Hospital,  Sopkin  Audi- 
torium. 

Meeting  will  be  open  to  all  health  pro- 
fessionals and  the  general  public. 
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The  not-so-obvioiis  need 


B&C  vitamins  for  patients  with 
cx>nditions  such  as  G.  I . disorders, 
chronic  diseases,  febrile  illnesses;  and 
for  problem  drinkers  and  surgical 

patients  who  need  nutritional  support. 

li 

^ The  therapeutic  prescription 

^ BERDCCA 

TABLETS 

I Balanced  high  potency  B-complex 
1^  plus  500  mg  vitamin  C 


(See  Summary  of  Product  Information  on  other  side. 


Only  your  prescription 
^ can  give  your  patients 
the  extra  benefits  of 


TABLETS  ; 

virtually  without  odor  or  aftertaste 


Please  see  complete  product  information,  a summary  of  which  follows: 
Each  Berocca  Tablet 

Thiamine  mononitrate  (Vitamin  B,)  . . 15  mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  Bg) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyarrocobalamin  (Vitamin  6,2) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (Vitamin  C) 500  mg  ^ 

W indications:  Nutritional  supplementation  in  conditions  in  which 
^ water-soluble  vitamins  are  required  prophylactically  or  therapeutically,  - 
Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involvement 
may  develop  or  progress,  despite  temporary  remission  of  anemia, 

5.  in  patients  with  pernicious  anemia  who  receive  more  than  0.1  mg  „ 

of  folic  acid  per  day  and  who  are  inadequately  treated  with  ^ 

vitamin  Bi2-  — 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. . ^ 

Available:  In  bottles  of  100  and  500 


R(XIHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Ina 
Nutley,  New  Jersey  07110 
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CONTINUING  MEDICAL  EDUCATION  REQUIREMENTS  FOR 
TRIENNIAL  RELICENSURE  IN  RHODE  ISLAND 


By  Herbert  F.  Hager,  M.D. 


Effective  September  1,  1976  Section  2, 
Chapter  37  of  Title  5 of  the  General  Laws  of 
Rhode  Island  as  amended,  entitled  “Physi- 
cians and  Surgeons”  was  amended  to  read  as 
follows : 

Every  physician  licensed  to  practice  med- 
icine or  surgery  within  this  State  shall,  on 
or  before  the  first  day  of  January  of  every 
third  year  after  the  1977  registration,  ap- 
ply to  the  Rhode  Island  board  of  examiners 
in  medicine  for  a certification  of  triennial 
registration  with  the  board.  The  applicant 
shall  include  satisfactory  evidence  to  the 
board  of  examiners  that  in  the  preceding 
three  years  the  practitioner  has  completed 
a prescribed  course  of  continuing  medical 
education  established  by  the  appropriate 
medical  society  and  approved  by  rule  or 
regulation  by  the  board  of  examiners  in 
medicine.  No  recertification  to  practice 
medicine  or  surgery  in  this  state  shall  be 
refused,  nor  shall  any  certificate  be  sus- 
pended or  revoked  except  as:  (a)  provided 
for  in  section  5-37.1-3  of  the  general  laws, 
and,  (b)  failure  to  provide  satisfactory  evi- 
dence of  continuing  medical  education  as 
provided  for  in  this  section. 

The  Rhode  Island  Medical  Society,  in  com- 
pliance with  this  law,  has  determined  that  for 
the  present  the  “prescribed  course  of  continu- 
ing medical  education  established  by  the 
Rhode  Island  Medical  Society”  shall  be  a 
minimum  of  sixty  (60)  documentable  “cred- 
its” over  a three  year  period.  A credit  is  de- 


fined as  a “documented  unit  of  participation 
in  a learning  experience  approved  by  the 
Rhode  Island  Medical  Society.” 

It  is  emphasized  that  that  number  of  cred- 
its w^ould  constitute  the  minimum  require- 
ments for  relicensure  and  that  all  physicians 
are  encouraged  to  pursue  further  educational 
activities  and  academic  recognition. 

With  full  appreciation  of  the  diversification 
of  interests,  specialization,  and  sub-speciali- 
zation of  physicians,  the  society  wishes  the 
program  to  be  as  broad  as  possible  with  a 
multiplistic  approach  as  to  types  of  learning 
experiences  and  of  their  geographic  location. 
Logistics  alone  preclude  any  one  organization 
from  individually  approving,  session  by  ses- 
sion, the  opportunities  for  learning  that  exist. 
It  is  planned  so  that  no  one  will  be  denied 
the  opportunity  to  obtain  the  required  credits 
because  of  location  or  because  of  excessive 
expense.  Nor  is  it  prohibitive  for  an  individual 
to  seek  his  learning  experiences  anywhere  in 
the  world  at  whatever  expense  he  chooses, 
provided  that  he  receives  documented  evi- 
dence of  participation  from  an  approved  spon- 
soring organization. 

As  a guide  to  what  organizations  are  ac- 
credited for  sponsorship,  the  Rhode  Island 
Medical  Society  accepts  but  does  not  limit  it- 
self to  the  credits  of  all  organizations  accept- 
able to  the  AMA  for  its  Physician’s  Recog- 
nition Award.  These  are  in  general  the  insti- 
tutions and  organizations  which  have  been 
(Continued  on  next  page) 
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accredited  by  state  medical  associations, 
whose  continuing  medical  education  accredi- 
tation programs  have  been  approved  by  the 
AMA  Council  on  Medical  Education.  This  in- 
cludes state  medical  associations,  medical 
schools,  specialty  societies,  voluntary  health 
associations,  hospitals,  and  others.  Also  ac- 
cepted for  sponsorship  would  be  state  and 
federal  health  departments,  and  conditionally 
approved,  licensed  hospitals  in  Rhode  Island 
that  have  been  approved  by  the  Joint  Com- 
mission for  the  Accreditation  of  Hospitals,  or 
equivalent  institutions  and  groups  in  other 
states. 

Credits  would  also  be  accepted  for  docu- 
mented participation  in  other  categories  of 
continuing  medical  education  such  as  those 
accepted  for  the  AMA  Physician’s  Recogni- 
tion Award. 

The  Rhode  Island  Medical  Society  Commit- 
tee on  Standards  and  Credentials  will,  on  re- 
quest, rule  on  any  problems  of  individual  ac- 
creditation. The  Rhode  Island  Medical  Society 
Committee  on  Continuing  Medical  Education 
has  surveyed,  and  will  continue  to  survey  on 
request  any  hospital  or  organization  within 


the  state  which  wishes  to  be  accredited  as 
having  a program  of  CME  meeting  the  stand- 
ards of  the  AMA  Council  on  Medical  Educa- 
tion and  thus  while  so  accredited  be  eligible 
to  issue  credits  for  the  AMA  Physician’s  Rec- 
ognition Award. 

It  is  the  sole  responsibility  of  the  individual 
physician  to  obtain  documentation  from  the 
approved  sponsoring  or  co-sponsoring  organ- 
ization that  he  has  participated  in  a learning 
experience  and  how  many  dated  credits  he 
was  issued.  Use  of  the  AMA  Physician’s  Re- 
cognition Award  Computer  Tabulated  Infor- 
mation Service  (PRACTIS)  for  documenta- 
tion is  encouraged. 

Documentation  in  the  original  or  by  legible 
photocopies  must  be  submitted  to  the  Rhode 
Island  Board  of  Medical  Examiners  with  the 
application  for  the  renewal  of  a medical  li- 
cense every  three  years.  The  first  documen- 
tation is  due  with  the  November  1979  appli- 
cation, and  those  not  in  compliance  with  the 
law  will  after  January  1,  1980  be  without  a 
license  to  practice  medicine  in  the  State  of 
Rhode  Island. 


You  are  invited  to  participate  in 
a symposium  entitled 

STROKE — MODERN 
TRENDS  IN 
CEREBROVASCULAR 
DISEASE 

THE  DIPLOMAT  HOTEL 
Hollywood,  Florida 

FEBRUARY  9-12,  1977 

A distinguished  faculty  of  internists,  neu- 
rologists, and  surgeons  will  present  the  lat- 
est in  stroke  care. 

For  information  write: 

Mr.  Ronald  A.  Nelson 
Executive  Director 
American  Heart  Association 
Broward  County  Chapter 
440  North  Andrews  Avenue 
Fort  Lauderdale,  Florida  33301 


MEDICAL  OFFICE  BUILDING  - SUITES  AVAILABLE 


-MnROPOLITAN  AREA  -REASONABLE 


-ELEVATOR  - WHEEL  RAMPS  -LAVISH  CONTEMPORARY  DESIGN 

-AIR  COOLED  VENTILATED  HEAT  CYCLE  -PARKING 
-X-RAY  DEPT.-LAB-ALL  CONVENIENCES  -DIRECT  BUS  LINE 


WELLESLEY  OFFICE  BUILDING 
ISIS  SMITH  ST.,  NO.  PROV.,  R.l. 
MANCINO  ASSOCIATES  ARCHITKTS 


FOGARTY  HOSPITAL 


Wellesley  Med.  Bldg. 


FATIIMA  HOSPITAL 
LYING-IN  HOSPITAL 


ST.  JOSEPH  S HOSPITAL 
RHODE  ISLAND  HOSPITAL 


SMALL  SUITE  AVAILABLE 
FOR  RENTAL 
IDEAL  SECOND  OFFICE 
INQUIRE  353-1110 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 

58  HAMLET  AVENUE  / WOONSOCKET  R L (401)  7664224 


SERviNq  Greater  R.I. 

PROvidiNq  D’lAqNOsric  X-RAy 
Services  to: 

* NuRsiNq  AiNd  Col^lVAlESCE^T  Homes 

* ShuT  Ins  ANd  PrIvate  Home  RffiEivrs 

* Post  SuRqicAl  RxTiENTs 


SAMEdAy  EXAMilwiON  ANd  REpORTiNq 
lElEphoNE  REPORTS  iMMEdiATEly  wilEN  iNdiCATEd  OR  REQUESTed 


Hours:  MoNdAyT^RuFRidAy 

8A.Mto5PM. 

SATURdAy 

8 AM  TO  12  NOON 


Our  service  is  fully  AppROVEd  by 
t+heRI  Dept  of  HeaItK  MEdiCARE, 

R I BIue  Cross  an4  MEdicAl  Assistance 


Doctor,  is  your  investment  portfolio 
in  good  health? 


We'll  give  it  a professional  examination. 

Early  detection  of  a problem  is  important  in  medicine,  and  it’s 
important  in  investments,  too.  What  may  have  been  sound 
last  year,  might  not  be  so  today.  That’s  why  we’re  offering  our 
knowledge,  experience  and  resources  to  give  you  an  analysis 
of  your  portfolio’s  current  condition.  Our  reputation  for  more 
than  half  a century  is  your  guarantee  of  an  objective,  profes- 
sional analysis.  Please  call  Richard  H.  Long  or  Gardner  E. 

White. 


BR0WN.liaE^„^R5„^^^ 

INCORPORATED 


1200  Turks  Head  Building,  Providence,  Rhode  Island  02903  • Tel.  (401)  421-8900 
Woonsocket  area  . . . 725-0498  South  County  area  . . . 295-8859 


Announcing 

A Pioneering  Self- Assessed 
Educational  Program  for  the 
Practicing  Physician 

THE  HYPERTENSION 
MEDICAL  KNOWLEDGE 
SELE-ASSESSMENT 
PROGRAM 

A project  of  The  Editorial  Board  of 
Dialogues  in  Hypertension 
in  conjunction  with 

The  National  Board  of  Medical  Examiners 


CME  ACCREDITATION  ENROLLMENT 


AS  an  organization  accredited  for  Continuing 
,/a.  Medical  Education,  the  American  Heart 
Association  certifies  this  continuing  medical  educa- 
tion offer  meets  the  criteria  for  40  credit  hours  in 
Category  I for  the  Physician’s  Recognition  Award. 

Acceptable  for  40  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 


You  can  enroll  now  at  no  cost. 

For  full  details,  see  your  Smith  Kline  &French 
Representative,  or  write:  Health  Learning  Systems, 
Inc.,  P.O.  Box  7929,  E-72,  Philadelphia,  PA  19101. 

Developed  and  produced  by  Health  Learning 
Systems,  Inc.,  under  an  educational  grant  from 
Smith  Kline  «S>iFrench  Laboratories. 


Narrowing  down  pneumonias 


I 


Upjohn 


Bacterial  or  nonbacterial? 


In  the  early  stages  of  mild  to  moderate  pneumonia,  it 
is  often  diffioult  to  reach  an  accurate  bacteriologic 
diagnosis.  A tentative  differentiation  may  be  made  on 
history-taking,  physical 
examination,  CBC  with 
differential  analysis,  and 
microscopic  study  of 
the  sputum  smear. 

Specimens  should  be 
obtained  for  culture 
and  sensitivity  testing, 
but  when  a bacterial 
pneumonia  is  diagnosed, 
therapy  is  often  instituted 
before  the  etiological 
agent  is  positively 
identified. 

Bacterial  pneumonias 
may  have  a sudden  onset 
with  a shaking  chill,  rapid 
development  of  fever,  pleuritic  pain,  and  cough 
productive  of  rust-colored  sputum.  The  Gram-stained 
sputum  smear  generally  shows  polymorphonuclear 
neutrophils  as  well  as  a predominance  of  the  causative 
organisms.  These  are  likely  to  be  Streptococcus 
pneumoniae,  still  by  far  the  most  freguently 
encountered  agent  in  bacterial  pneumonia.’  The  CBC 
reveals  marked  leukocytosis  with  a shift  to  the  left. 

In  nonbacte/'/a/pneumon/as  — mycoplasmal  or 
viral  — classical  symptoms  tend  to  develop  more 
slowly,  with  myalgia,  lassitude,  and  headache 
predominating.  Sputum  production  is  usually  scanty, 
and  the  sputum  smear  is  relatively  uninformative, 
showing  gram-positive  cocci  and  other  organisms 
which  are  part  of  the  normal  pharyngeal  flora.  The 
leukocyte  count  is  normal  or  slightly  elevated. 

Direct  Gram-stained  sputum  smears,  (a)  Pneumococcal  pneumonia- 
note  abundant  polymorphonuclear  leukocytes,  as  well  as  gram- 
positive diplococci.  (b)  Nonspecific— consistent  with  viral  or 
mycoplasmal  pneumonia.  Note  large  mononuclear  cell,  as  well  as  a 
few  polymorphs  and  mixed  bacterial  flora  (pharyngeal  contaminants). 


Mycoplasmal  or  viral? 


Differentiation  between  mycoplasmal  and  viral 
pneumonias  may  be  impossible  in  the  acute  stagdi 
Serologic  testing  and  culture  methods  for 
Mycoplasma  pneumoniae  are  complex  and  time-  ' 
consuming,  taking  as  long  as  two  weeks  after  f 
obtaining  samples.  The  sensitivity  and  specificity  | 
the  test  for  cold  agglutinins  have  been  guestionedt' 
The  oomplement-fixing  antibody  test  may  reflect 
previous  infeotion.  Furthermore,  facilities  for  cultuijlc 
M.  pneumoniae  are  not  widely  available.^  ^ 

If  treatment  is  to  be  initiated,  therefore,  it  may 
necessary  to  start  on  the  basis  of  a presumptive 
diagnosis  of  mycoplasmal  pneumonia. ’-3  In  reach  g 
such  a diagnosis,  the  physician  relies  on  clinical  " 
judgment,  considering  such  factors  as  the  age  of  ti 
patient  and  the  history  of  exposure.  For  example,  T. 
Mycoplasma  pneumoniae  is  considered  the  most  K 
common  cause  of  pneumonia  among  ambulatory  V 
patients  aged  20  to  35.’  ij 


a b 


Chest  x-rays  of  patients  with  (a)  pneumococcal  pneumonia  — 
classically  heavy,  extensive  infiltration  of  left  lung; 

(b)  mycoplasmal  pneumonia  — mild  iritiitrate  confined  to  left 
lower  lobe.  Roentgenography  usually’does  not  help  in 
differential  diagnosis,  since  both  types  of  pneumonias  may 
present  with  a wide  spectrum  of  x-ray  as  well  as  clinical  findings. 


(a)  Distinct  mucoid  colonies  of  type  3 pneumococci  (Streptococcus 
pneumoniae)  on  sheep  blood  agar  showing  greenish  discoloration 
(alpha-hemolysis)  of  medium,  (b)  Typical  "tried-egg"  colonies  of 
Mycoplasma  pneumoniae  consisting  of  dense  central  core  with 
lighter  periphery.  Cultural  and  serologic  methods  for  detecting 
M.  pneumoniae  are  complex,  time-consuming,  and  not  widely 
available. 


Expectant  therapy 


n the  patient  with  a presumptive  diagnosis  of 
nycoplasmal  pneumonia  or  bacterial  pneumonia,  it 
)Tiay  be  desirable  to  initiate  antibiotic  therapy  before 
culture  and  sensitivity  results  are  available. 

A course  of  erythromycin  or  tetracycline  is 
considered  effective  in  the  treatment  of  mycoplasmal 
oneumoniato  help  speed  the  clearing  of  infiltrate  and 
shorten  the  duration  of  symptoms.’  In  pneumococcal 
pneumonia,  erythromycin  is  an  effective  alternative  to 
oenicillin,  the  drug  of  choice.  A recent  report,  based 
')n  data  from  200  hospitals  of  100  beds  or  more,  found 
)8%  of  S.  pneumoniae  sensitive  in  vitro  to 
irythromycin.^ 

I Among  these  therapeutic  agents,  only 
rythromyoin  provides  effective  coverage  of  both 
Mycoplasma  pneumoniae  and  S.  pneumoniae.  The 
Penicillins  are  not  effective  against  Mycoplasma,  and 
'•.pneumoniae  has  shown  a relatively  high  incidence 
if  resistance  to  tetracycline. 

I When  erythromycin  is  selected  for  therapy, 

-Mycin  (erythromycin  enteric-coated  tablets,  Upjohn) 
; a good  ohoice.  E-Mycin  is  administered  and 
bsorbed  as  active  erythromycin  base,  and  may  be 
iken  q.i.d.,  q 6h,  or  b.i.d.,  immediately  after  meals  or 
etween  meals.  Thus,  patients  can  use  mealtimes  to 
elp  them  remember  their  medication.  The  enteric 
Dating  on  E-Mycin  tablets  helps  ensure  efficient 
Dsorption  in  the  intestinal  tract,  and  bioavailability 
;udies  show  that  E-Mycin  can  be  expected  to 
roduce  predictable,  acceptable  blood  levels.  The 
iw  cost  of  E-Mycin  helps  assure  economical  therapy. 

E-Mycin  rarely  causes  serious  side  effects  and  is 
Dt  associated  with  liver  toxicity.*  The  most  frequent 
de  effects  are  upper  gastrointestinal,  such  as 
Ddominal  cramping  and  discomfort,  and  are  dose- 
lated.  Nausea,  vomiting,  and  diarrhea  occur 
frequently  with  usual  oral  doses.  Serious  allergic 
■actions,  including  anaphylaxis,  have  rarely  been 
■ported. 

se  cautiously  in  patients  with  severe  liver  impairment 

IFERENCES:  1.  Chusid  EL,  Dalrymple  W,  Holloway  WJ,  etal:  Managing  the  infectious 
eumonias.  Patient  Care  9: 122-1 67, 1975  2.  The  occasional  might  of  mycoplasma 
lergency  Med  7.82, 85, 1975  3.  Stevens  DA  Viral  and  Mycoplasma  pneumonias 
stgrad  Med  55.8t-86. 1974  4.  Data  source  PMR  Bacteriologic  Report,  Winter  Series 


Summary 

Because  pneumonias  may  be  difficult  to 
differentiate  at  the  outset,  treatment  is  often 
initiated  before  a causal  diagnosis  is  made. 
However,  readily  available  diagnostic  criteria 
occasionally  allow  early  differentiation  between 
bacterial  and  nonbacterial  pneumonias.  When 
the  diagnosis  appears  to  be  nonbacterial 
pneumonia,  further  differentiation  between 
mycoplasmal  pneumonia  and  viral  pneumonia 
is  more  complex  and  time-consuming.  Therefore, 
therapy  is  often  initiated  on  the  basis  of  a 
presL/mpf/Ve  diagnosis  of  mycoplasmal 
pneumonia. 

Erythromycin  is  an  effective  antibiotic  against 
Mycoplasma  pneumoniae,  Streptococcus 
pneumoniae, \ and  Streptococcus  pyogenes.} 
E-Mycin  (erythromycin  enteric-coated  tablets, 
Upjohn)  is  administered  and  well  absorbed  as 
the  active  base,  may  be  taken  immediately  after 
meals  or  between  meals,  and  is  essentially 
nontoxic, 

lAlthough  penicillin  remains  fhe  drug  of  choice  against  these  organisms, 
erythromycin  is  an  effective  alternative 


E-Mycin’».. 

erythromycin  enteric-coated 
tablets,  Upjohn 

wide-ranging  usefulness 
in  pneumonia' 


"Mild  to  moderately  severe,  due  to  susceptible  organisms. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001,  U.S.A. 
©1976  The  Upjohn  Company  J-5122-9 


1975-1976  Data  are  a compilation  of  laboratory  reports  submitted  during  December  1975 
and  January  and  February  1976  by  200  acute  care  hospitals  of  100  beds  or  more 

Please  turn  page  for  brief  summary  ot  prescribing  information. 


Wide-ranging  usefulness 
in  pneumonia' 

E-Mycinl.. 

erythromycin  enteric-coated 
tablets,  Upjohn 


Upjohn 


• For  mild  to  moderately  severe  infections  due  to  susceptible  organisms  that  commonly 

invade  the  respiratory  tract 

# Essentially  nontoxic  (see  Precautions  and  Adverse  Reactions  below) 

• Documented  bioavailability 

• May  be  taken  immediately  after  meals  or  between  meals 

• Active  base  formula  produces  predictable  blood  levels 

• Formulated  for  qual  ity . . . priced  for  economy 


E-MYCIN*^^  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
thromycin enteric-coated  tablets,  Upjohn) 

E-MycinTabletsarespecially  coated  to  protect  the  contents  from  the 
inactivating  effects  of  gastric  acidity  and  to  permit  efficient  ab- 
sorption when  administered  either  immediately  after  meals  or  when 
given  between  meals  on  an  empty  stomach. 

Indications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
streptococci):  Upper  and  lower  respiratory  tract,  skin,  and  soft- 
tissue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
thine penicillin  G is  considered  by  the  American  Heart  Associa- 
tion to  be  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
rheumatic  fever.  When  oral  medication  is  necessary  (betause 
the  parenteral  route  is  contraindicated)  or  if  there  is  known 
allergy  to  penicillin,  the  following  recommendations  made  by 
the  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
(where  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
a minimum  of  10  days;  2)  Erythromycin  — Give  for  a minimum 
of  10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
mycin have  been  reported. 

Alpha-hemolytic  streptococci  (viridans  group):  Short-term  pro- 
phylaxis against  bacterial  endocarditis  prior  to  dental  or  other 
operative  procedures  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease  who  are  hypersensitive  to 
penicillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
surgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
gram-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
Staphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
of  mild  to  moderate  severity.  Resistance  may  develop  during 
treatment. 

Diplococcus  pneumoniae:  Upper  respiratory  tract  infections  (eg, 
otitis  media,  pharyngitis)  and  lower  respiratory  tract  infections 
(eg,  pneumonia)  of  mild  to  moderate  degree. 

Mycoplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
of  primary  atypical  pneumonia,  when  due  to  this  organism. 
Treponema  pallidum:  Infections  due  to  this  organism. 
Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 


carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only. Extraenteric  amebiasis  requires  treatment  with  other  agents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  nonsusceptible  bacteria  or  fungi.  If  such  infec-i 
tions  occur,  the  drug  should  be  discontinued  and  appropriate! 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  andi 
other  skin  rashes  have  occurred.  Serious  allergic  reactions,  in-| 
eluding  anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  thougf 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mg  enteric-coated  tablets— in  bottles  of  100  and 
500  tablets,  and  in  unit-dose  packages  of  100  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 

NAS-4 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001,  U.S./) 
©1976  The  Upjohn  Company 


‘Mild  to  moderately  severe,  due  to  susceptible  organisms. 


Here’s  a powerful 
new  tool  to  keep  your 
patients  healthy 


Common  sense. 


Physicians  tell  us  that  one 
out  of  two  patients  walk  out  of  a 
doctor’s  office  after  a checkup 
with  a prescription  to  change 
their  life-style. 

These  people  need  all  the 
encouragement  they  can  get. 
Your  Blue  Cross  and  Blue  Shield 
Plans,  with  the  support  of  the 
Rhode  Island  Medical  Society, 
have  found  a way.  Together  we 
have  developed  a statewide  pro- 


gram called  "Change  your  mind 
about  your  body." 

There  will  be  posters, 
newspaper  messages  and  TV 
spots  to  make  people  aware  of 
their  self-care  responsibilities. 
Plus  a free  booklet  that  pinpoints 
easy,  inexpensive  ways  to  stay 
healthy.  Ways  like  eating 
sensibly,  drinking  soberly, 
smoking  not-at-all,  squeezing 
exercise  into  daily  life,  and 
learning  how  to  relax. 


Your  "Change  your  mind 
about  your  body”  kit  will  be  on 
its  way  to  you  soon.  It  will  help 
you  appeal  to  the  most  powerful 
human  motivation:  self-interest. 


Blue  Cross  and  Blue  Shield  of  Rhode  Island 
444  Westminster  Mall.  Prov..  R.l.  02901 
401-272-8500 


DEATH  INSURANCE 
VS. 

"LIFE"  INSURANCE 

Do  you  know  the  difference? 

Do  you  know  the  advantages  of  one  over  the 
other? 

Does  income  tax  deduction  of  all  annual  ex- 
pense outlay  interest  you? 

See  us  for  the  answers! 

R.  A.  DEROSIER  AGENCY 
FOURDEE  AGENCY,  INC. 

FOURDEE  PLANNING  CORP. 

THE  DEROSIER  PLAN  ADMINISTRATORS, 
INC. 

215  Waterman  Avenue 
East  Providence,  Rhode  Island  02914 
Tel.  - 438-0660 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 
MEDICARE  PARTICIPATING 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 


Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


Gower  and  Co. 

Real  Estate 

Providence  751-8100  — Barrington  245-0100 


m 

REALTOR® 


FOR  SALE 


FOSTER,  RHODE  ISLAND 

Daniel  Hopkins  Farm,  circa  1790.  Exquisite,  faithful  restoration,  on  14  acres. 
Natural  pond,  barn/studio,  pastures,  apple  orchard.  Priced  accordingly. 
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K 18  1975.  the  Medical  Economics  Committee 

°e"w'"sTtr-v.Yde  plan  of  disability  Insurant  administrator,  Lester  L. 

Lsnrance  company  otNe^  Massaebusetts  OZIO,. 


L\:rTn«  company  01  We^  Massaebnsetts  OalO,. 

Burdick.  Inc.  , 20  Congress  .„_rer  for 

-rMrs^ersetU  ar  a and 

rstbut t^  red'cars’oaety  since  l,bZ. 


ivaasoa-v-.* _ 

some  Of  tbe  outstanding  features  of  our  New  Program  mclu  e. 

1.  Guaranteed  Renewable; 

2.  Guaranteed  Conversion  Privileges; 

3.  Low- rate  Premium  Schedule; 


4.  Special  Fracture  Benefit; 

5.  High-limit  Dismemberment; 

,1  c:uort-term  Disability  Income  Plans. 

6.  Both  Long-term  and  Short  term 


0.  JDfJi.li  e 

• a this  New  Program,  we  urge  you  to  re  ur 
For  full  information  ^oday. 

enclosed  card  to  our  admimstrato 

Sincerely, 


l(^.%  I.  (•'/  ^ 

Kenneth  Committee 

Chairman,  MeUicai  x-t- 

information  because  of  coverage  w.th 


Stephen  J.  Hoye,  M.D. 
President 


P.S.  For  members" 

previous  admiH 
r WILLIAM  J.  HARRINGTON,  Vice  Pres; * 

rlin  Drive  Warwick,  Rhode  Island  02886 


LB 


telephone 

(401)  739-1679 


personal  service 
. since  1922 


ADMINISTRATORS  yO 

LESTER  L.  BURDICK.  INC. 

20  CONGRESS  STREET.  BOSTON.  MASSACHUSETTS  02109 


(617)  742-2740 


REAL  ESTATE 

LAND  - FARMS 

INVESTMENT  PROPERTIES 


Andrew  C.  Smiley  Inc. 

628  Shippeetown  Road 
East  Greenwich,  R.  I. 

401-884-8831 


Curran  & Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 


Doctor's  Office 
FOR  RENT 

331  Washington  Street, 

West  Warwick,  Rl 

Ideal  for  family  practice  or  pediatrician. 
Fully  furnished  and  equipped. 
Retiring  end  of  the  year. 

CALL  821-6626 
or  821-6107 


Rx  Sugar  Free  Pharmaceuticals 

Do  vou  need  to 

Rx  Sugar-Free  Cough  Medicines?? 

readily  available  at  any  pharmacy 
Prescribe  with  confidence  our  Rx  specialties 


Tussirex  w/codeine,  Syrup  or  SUGAR  FREE 


Scot-Tussin  FORTE  Syrup  and  SUGAR  FREE 


Class  5,  Welfare  approved  in  R.  I. 

Each  or.  (30cc.)  contains:  Codeine  Phosphate  I gr.  (warn- 
ing: May  be  habit  forming):  Pheniramine  Maleate  80  mg.; 
Phenylephrine  Hydrocloride  25  mg.;  Sodium  Citrate  500  mg.; 
Sodium  Salicylate  500  mg.;  Caffeine  Citrate  150  mg.;  L-Men- 
thol  I mgm.  and  Preservative  0.02% 


Class  3,  Welfare  approved  in  R.  I. 

COMPOSITION:  Each  or.  (30cc.)  contains:  Dihydroco- 
deinone  Bitartrate  15  mg.  (Warning:  May  be  habit  forming); 
Phenylephrine  Hcl  .30  mg.;  Phenylpropanolamine  Me!.  30 
mg.;  Pheniramine  Maleate  80  mg.;  Glyceryl  Guaiacolate  480 
mg.;  Methylparaben  0.18%;  Propylparaben  0.02%  and  Alco- 
hol 5yo  by  volume. 


SPECIALTIES:  Scot-Tussin  Reg.  Syrup  and  Scot-Tussin  Sugar  Free  Liquid. 

Scot-Tussin  Medical  & Surgical  Supply  Div. 


SCOT-TUSSIN 


PHARMACAL  CO.,  INC. 

50  CLEMENCE  and  TRANSIT  STREETS  (off  Rte.  5)  (P.O.  Box  8217) 

CRANSTON,  R.  I.  02920  942-8555 
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When  it  comes  to 
Municipal 


Securities 


more  people 
talk  to 
Industrial. 


In  fact,  we  do  more  Municipal  Security 
business  than  any  other  dealer  in  the  State. 

And  not  surprisingly . . . 

The  scope  of  our  operation  puts  us  in  a 
position  to  provide  better  investment 
assistance  where  it  counts: 

• liquidity 

• expertise 

• selection 


Industrial  National  Bank 

Municipal  Securities  Department 


Providing 
rug  Inforroatton 

to  roys'd*”® 


RPCKNT  CHANGES 


i\a4  i«Hial 
Health 
lawnraaec 


firms  chaUenge 


h care  doesn’t 
owe  red  tape  ” 


RKSEUUJI 


THERE AREA 
LOTOPPE(»LE 
GETTING  BETWEEN 
VOUANDWUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

> Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  thatelderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street, N.W,  Washington,  D.C.  20005 


ALL  20  PROCEDURES 
$15.00 


^J^ojjLind 

Profile  "20" 

Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 
LDH 
SGOT 

HEMOGLOBIN 
HEMATOCRIT 
WHITE  BLOOD  COUNI 
RED  BLOOD  COUNT 
MCH 
MCV 
MCHC 


Mo,,Un>  WJ:  cal  ejCciljofcitorij 
335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


DIRECTOR 

ANGELO  VITICONTE,  A.  B.  M.  T. 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
Ph.  D.  B.S.  M.T.  (ASCP) 
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When  it  comes  to  assisting 
physicians  with  their  financial 
planning,  Bob  Carter  and  Tom 
Wisniewski  believe  that  two  heads 
are,  in  fact,  better  than  one. 

Our  business  is  consulting  with 
doctors  (and  their  lawyers  and 
accountants)  to  help  them  solve 
the  complex  financial  problems 
that  are  associated  with  their 
profession.  This  includes  all 
aspects  of  personal  financial 
planning  for  estate  conservation, 
as  well  as  Buy  and  Sell  arrange- 


ments, Pension  and  Profit-Sharing 
plans,  Self-Employed  Retirement 
plans.  Deductible  Section  79 
insurance,  and  other  fringe 
benefits  for  the  professional. 

Should  it  develop  that  one  of 
your  needs  is  life  insurance, 
Phoenix  Mutual  can  probably  save 
you  money.  At  the  ages  most 
insurance  is  purchased  — and 
based  on  the  most  widely  used 
method  of  cost  comparison*  — 
Phoenix  Mutual  policies  often  cost 
less  than  similar  policies  from 
other  insurance  companies. 


*See  MEDICAL  ECONOMICS,  Oct.  20,  1975,  “Life 
Insurance:  A New  Technique  of  Comparison 
Shopping”  — or  we’ll  gladly  send  you  a reprint. 


Phoenix  Mutual  ■ Pick  our  brains 


ROBERT  A.  CARTER  • A.  THOMAS  WISNIEWSKI 

120  Wayland  Avenue,  Providence,  Rhode  Island  02906 
Telephone:  (401)  521-3700 


MALPIUCnCE 

QUESnONS 

Depend  on  Starkweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty.. .Starkweather  & Shepley  for  answers  and  help. 


ESTABLISHED  1879 

Starkweather  & Shepley.Nc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 


155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 


4 GOOD  REASONS  WHY  A LAKESIDE 
IN-GROUND  POOL  IS  YOUR  BEST  BUY: 


, ’^Sipped  and 

?rou?da»- „pc«a, 

rta 

^"Sad-co.ne.s. 


OS' 


MDONAL 
tWUlMMG  POOL 
nfmvn 


There  are  lots  of  other 
reasons  why  Lakeside  pools 
are  better.  So  come  in  and 
get  the  facts  on  our  in-ground 
pools  which  come  in  31  models. 


5 POOLS  ON 
DISPLAY,  IN-GROUND 

6 ABOVE  GROUND 


Financing  Available 


SWIMMING  POOL  AND  SUPPLY  CO. 

RTE.  146.  NORTH  SMITHFIELD.  R.  I.  • Open  Daily  9 A M -8  P.M  • Sun.  10  A.M.-7  P.M.  • Call  Collect  (401 ) 766-5040 
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70 


EAR 

I NG  IS 

PRECIOUS 


AS 

P 

AS 

SI 

YOU 

HAD 

TESTE 

:D  LAI 

COMFORTABLE  HE 

SIGHT  HAV^ 


YOUR 


Hr*  T%/  Hearing  losses 
JLi  yT  are  among  the  most 


ATELY  A 


/ consistently  neglected 
/ health  problems.  Many 
^ ^ people  with  them  won't  even 

O 1 admit  it  to  themselves,  let  alone 
y others.  A little  encouragement  may 
y start  them  thinking  about  themselves 
, ry/  more  realistically. 

That's  why  we're  offering  you  the  poster 
/ shown  here.  You  can  hang  it  on  the  wall  or  stand 
/ it  on  a small  table.  It  comes  with  booklets  called  'As 
INVESTMENT  OF  A FEW  MI  1^  precious  as  sight"  that  give  your  patients  some  basic 

/ facts  about  auditory  testing  and  hearing  losses  and  how 
/ easy  they  are  to  correct  in  many  cases. 

/ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  jt 

Professional  Relations  Division,  Beltone  Electronics  Corporation 
^ 4201  West  Victoria  Street,  Chicago,  Illinois  60646 


The  one 

the  patient  takes 


never  tested. 


Surprising,  perhaps,  hut  it  makes  sense  when  you  think  about  it. 

Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  be  tested  because  it  would  have  to  be  broken  down  for 
analysis  — after  which  it  could  never  be  used  by  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  of  a Lilly  drug, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  ordered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
dmgs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS.  INDIANA  46206 


Problems  In  Mental  Health  Care  In  Rhode  Island 


A Panel  On  The  Development  Of  A 
Comprehensive  Mental  Health  Nettvork 
In  Rhode  Island 


By  Joseph  M.  Zucker,  M.D. 


INTRODUCTION 


Is  it  a measure  of  the  times  that  the  An- 
nual Meeting  of  the  Rhode  Island  Medical 
Society  is  giving  prime  time  not  so  much 
to  Psychiatry,  but  to  Mental  Health  in  gen- 
eral? By  “the  times”  I don’t  mean  this  part 
of  the  twentieth  century,  but  to  an  increas- 
ing awareness  and  acceptance  of  the  role 
of  emotions  in  everyday  living  and  especially 
their  role  in  any  illness  and  in  medical  prac- 
tice in  general. 

As  acute  illnesses  retreat  and  chronic  ill- 
nesses become  more  prominent,  one  has  to 
deal  more  with  the  problems  of  living.  (Per- 
haps one  might  pessimistically  define  life 
itself  as  a chronic  illness  cured  by  death.) 
Recent  studies  over  10  year  periods  in  a 
variety  of  cultures  showed  that  80  per  cent 
of  the  population  displayed  mild,  moderate, 
or  severe  symptoms  of  emotional  disorder. 
Only  1 per  cent  of  these  were  psychotic. 

The  key  to  contented  living  lies  in  the 
maintaining  of  personal  and  group  integra- 
tion, whether  one  calls  it  relating  to  one’s 

JOSEPH  ZUCKER,  M.D.,  President-elect, 
Rhode  Island  District  Branch,  American  Psychi- 
atric Association. 

Presented  at  the  165th  Annual  Scientific  Assembly 
of  the  Rhode  Island  Medical  Society,  May  5,  1976. 


self  and  others  or  living  in  harmony  with 
one’s  self  and  others. 

This  panel,  representing  the  current  lead- 
ers in  the  administrative  area  of  Mental 
Health  in  Rhode  Island,  points  up  the  fact 
that  nowhere  in  the  fields  of  medicine  do 
administration  and  treatment  go  so  nearly 
hand-in-hand  or  have  to  be  so  closely  inte- 
grated as  in  IMental  Health.  Well-integrated 
administration  and  interlocking  consistent 
systems  are  necessary  for  consistent  well- 
integrated  therapists  and  therapy  just  as 
living  consists  of  the  interplay  among  well- 
integrated  families,  their  well-integrated 
individuals,  and  well-integrated  social  groups. 

It  was  pleasing  to  hear  our  President, 
Doctor  Stephen  J.  Hoye,  a surgeon,  celebrate 
the  Bicentennial  with  Benjamin  Franklin’s 
psychiatrically  significant  truism:  “We  must 
all  hang  together,  or  assuredly  we  shall  all 
hang  separately.”  (Adolf  Meyer  once  defined 
the  human  being  as  “a  hanging  together  of 
functions.”)  The  four  papers  which  com- 
prise this  symposium  tell  the  story  of  the 
development  of  a comprehensive  mental 
health  network  in  Rhode  Island. 
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I.  The  Non-Profit  Voluntary  Psychiatric  Hospital 
And  The  Delivery  Of  Mental  Health  Services  In 
Rhode  Island:  Past  And  Future 


Current  Developments  Promise  In- 
creased Potential  For  Rehabilitation 
Versus  Long  Term  Custodial  Care 


By  Robert  J.  Westlake,  M.D. 


In  November  of  1650  Roger  Williams,  who 
had  frequently  noticed  a distressed  and  in- 
coherent woman  roaming  the  roads  of  the 
village  of  Providence  and  surrounding  areas, 
wrote  a letter  to  the  Town  Council  of  Provi- 
dence reminding  them  of  their  moral  obli- 
gation to  that  woman.  He  concluded  the 
letter  with  the  statement,  “We  know  not 
how  soon  we  ourselves  may  be  deprived  of 
all  or  most  of  our  reason  . . . except  mercy 
from  Ye  God  of  Mercies  prevent  it.” 

In  the  succeeding  300  years  Rhode  Island 
civic  leaders,  professionals,  and  citizens’ 
groups  have  continued  to  remind  govern- 
ment of  a moral  obligation  towards  the  care 
of  those  suffering  chronic  mental  illness. 
Despite  the  awaj’eness  of  this  enonnous 
human  problem,  the  incredible  strides  of 
scientific  medicine,  and  vast  improvements 
in  social  organization  and  health  care  de- 
livery systems,  the  problem  in  this  tiny 
state  remains  unsolved,  and  after  more  than 
300  years  we  might  only  need  to  change 
the  antiquated  language  of  Roger  Williams’s 
letter  in  order  not  to  be  surprised  to  find 
it  in  the  pages  of  our  evening  newspaper. 


ROBERT  J.  WESTLAKE,  M.D.,  Clinical  Direc- 
tor, Butler  Hospital;  and  Acting  Chairman,  Sec- 
tion of  Psychiatry  and  Human  Behavior,  Brown 
University  Program  in  Medicine. 


Presented  at  the  165th  Annual  Assembly  of  the 
Rhode  Island  Medical  Society,  May  5 ,1976. 


In  this  presentation  I shall  try  to  outline 
briefly  some  of  the  historical  efforts  at  the 
solution  of  this  problem  with  emphasis  on 
the  role  played  by  the  private  practitioner 
and  private  non-profit  psychiatric  hospitals 
such  as  Butler  Hospital.  I shall  also  indicate 
what  I see  to  be  the  future  role  of  this  sec- 
tor of  the  delivery  system  as  we  move  for- 
ward into  an  era  which  holds  the  promise 
of  a solution  for  the  problem  of  the  care 
of  the  mentally  ill  in  Rhode  Island. 

HISTORICAL  BACKGROUND 

Although  some  mentally  ill  were  treated 
in  general  hospitals  in  Revolutionary  times, 
the  mental  health  movement  in  America 
began  in  the  mid-1 800’s  and  was  centered 
in  medically  run  hospitals.  At  that  time 
Dorothea  Dix  campaigned  throughout  New 
England  to  take  the  mentally  ill  out  of  alms 
houses  and  prisons  and  put  them  into  hu- 
mane surroundings  for  treatment.  She 
crystallized  many  forces  leading  to  the  de- 
velopment of  the  powerful  and  important 
humanizing  trend  in  the  treatment  of  the 
mentally  ill.  In  Rhode  Island  this  trend,  and 
the  concern  of  many  Rhode  Island  citizens, 
led  to  the  establishment  of  Butler  Hospital 
in  1841  and  the  beginning  of  the  so-called 
“moral”  treatment  of  the  mentally  ill. 

In  1840  there  were  no  hospitals  of  any 
kind  for  the  treatment  of  medical  or  any 
other  conditions  in  Rhode  Island.  Butler  Hos- 
pital was  the  first  hospital  established  in 
this  state.  It  grew  rapidly  in  the  nineteenth 
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century  and  met  a well-established  need.  It 
became  known  as  a center  in  New  England 
for  the  treatment  of  the  mentally  ill.  But- 
ler’s leaders  participated  in  the  founding 
of  the  American  Psychiatric  Association,  and 
by  1900  the  hospital  sprawled  over  the  large 
Cyrus  Butler  farm  on  the  East  Side  pro- 
viding treatment  for  250  patients,  having 
its  own  school  of  nursing,  publishing  its 
own  journal,  and  having  its  own  psychiatric 
training  program.  Butler  was  clearly  one 
of  the  leading  psychiatric  treatment  and 
education  facilities  in  America,  but  already 
it  had  begun  to  fall  short  of  meeting  the 
service  needs  of  PJiode  Island. 

When  Butler  was  first  opened,  it  had  a 
humanitarian  orientation  and  took  patients 
without  regard  for  ability  to  pay.  The  size 
of  the  mental  health  problem  quickly  be- 
came apparent,  and  the  hospital  faced  an 
important  crisis.  Would  it  continue  to  offer 
to  a relatively  small  number  of  patients 
the  high  quality  treatment  which  was  the 
only  hope  for  rehabilitation  of  the  mentally 
ill  in  those  days,  or  would  it  attempt  to 
meet  the  entire  mental  health  need  of  the 
Rhode  Island  population?  Butler  clearly  did 
not  have  the  resources  to  go  it  alone  with 
regard  to  the  treatment  of  the  state’s  men- 
tally ill  patients  and  in  addition  was  com- 
mitted to  a pattern  of  excellence  in  mental 
health  care  which  often  meant  extremely 
long  hospitalizations  with  a great  deal  of 
personalized  attention  which  could  be  de- 
livered only  at  considerable  cost. 

In  response  to  this  crisis  the  state  demon- 
strated commitment  and  responsibility  by 
becoming  deeply  involved  in  the  direct  treat- 
ment of  psychiatric  patients  through  the 
establishment  of  a state  hospital  in  1893. 
This  hospital,  although  also  established  in 
a quiet  rural  humanitarian  setting  quickly 
became  an  overgrown  mammoth  institution 
in  which  the  care  of  the  mentally  ill  be- 
came more  and  more  formalized  and  imper- 
sonal. What  evolved,  then,  over  a century 
was  a dual  system  of  mental  health  care  de- 
livery, which  in  many  ways  has  persisted 
up  to  the  present  day. 

NEWER  DEVELOPMENTS 

There  are  now  several  influences  which 
begin  to  make  this  system  less  and  less 
necessary.  These  include; 


(1)  The  introduction  of  potent  psycho- 
tropic medications  and  other  somatic  thera- 
pies. 

(2)  Shortened  length  of  hospital  stay 
for  the  average  psychiatric  patient. 

(3)  The  ambulatory  treatment  of  per- 
sons who  would  have  formerly  been  in- 
patients. 

(4)  Development  of  a nationwide  insur- 
ance system  with  both  private  and  federal 
support. 

Over  the  last  20  years  there  has  been  an 
increasing  shift  of  patients  from  the  pub- 
lic psychiatric  hospital  back  into  the  private 
sector.  Hospitals  around  the  country,  such 
as  Butler  Hospital,  once  thought  to  be  an 
anachronistic  vestige  of  Victorian  times 
have  experienced  a rebirth  and  vigorous 
new  life  successfully  treating  clearly  defined 
psychiatric  illness  in  a heterogeneous  pa- 
tient population. 

Butler  Hospital,  in  addition,  has  recently 
been  fortunate  to  be  a participant  in  the 
growth  of  the  Brown  University  IMedical 
School  and  to  be  an  identified  locus  for  the 
Brown  Section  of  Psychiatry  and  Human 
Behavior.  Each  Brown  medical  student 
spends  six  weeks  during  his  or  her  third 
year  at  Butler  in  a basic  psychiatiy  clerk- 
ship learning  the  rudiments  of  psychiatric 
diagnosis  and  treatment.  In  addition  there 
is  a three-year  psychiatric  residency  train- 
ing program  which  is  centered  at  Butler, 
but  which  involves  teaching  and  service  in 
several  of  the  Brown  affiliated  hospitals. 
Through  its  various  educational  efforts  the 
Section  of  Psychiatry  has  begun  to  have 
and  will  continue  to  have  an  important  ef- 
fect on  the  delivery  of  psychiatric  services 
in  the  state. 

Now,  how  do  all  these  diverse  influences 
come  together  at  this  time  to  affect  the 
current  mental  health  care  delivery  system 
in  Rhode  Island?  For  a period  of  several 
years,  a committee  has  been  meeting  to 
address  this  complex  problem  in  a rational 
manner.  The  committee  has  had  active  par- 
ticipation of  all  persons  concerned  in  the 
delivery  of  mental  health  care,  including 
representatives  of  citizens’  groups,  public 
and  private  providers,  and  state  govern- 
ment. 
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MENTAL  HEALTH  CENTERS  NETWORK 

The  outcome  has  been  a carefully  drafted 
and  rather  unique  plan  which  involves  the 
close  cooperation  of  state  authorities,  com- 
munity mental  health  centers,  and  private 
providers  in  the  formation  of  a “network” 
of  mental  health  sei’vices  which  will  be 
available  to  all  persons  in  Rhode  Island, 
regardless  of  ability  to  pay.  Under  this  plan 
state,  local,  and  perhaps  federal  monies  will 
go  to  a community  mental  health  center, 
which  will  have  the  responsibility  for  pro- 
viding seiwices  to  all  persons  living  within 
a given  geographic  area.  The  example  that 
is  nearest  implementation,  the  Providence 
Community  Mental  Health  Center,  will  be 
available  to  all  persons  who  reside  within 
the  geographic  boundaries  of  Providence. 
The  community  mental  health  center  will 
supply  all  essential  psychiatric  services,  and 
through  the  use  of  an  intensive  outpatient 
program  will  manage  to  treat  many  patients 
on  an  ambulatoiy  basis  who  would  formerly 
have  had  to  be  hospitalized. 

PROVIDENCE  CENTER 

When  hospitalization  becomes  necessary, 
however,  instead  of  sending  patients  to  the 
Institute  of  Mental  Health,  the  Providence 
Mental  Health  Center  will  send  them  to 
Butler  Hospital,  where  they  will  be  treated 
in  exactly  the  same  fashion  as  any  other 
Butler  patient.  In  this  manner  the  state 
will  gradually  remove  itself  from  the  direct 
provision  of  services  to  the  acutely  mentally 
ill  of  the  Providence  area.  Those  patients 
w'ill  have  available  to  them  the  most  mod- 
ern and  effective  psychiatric  therapies.  Due 
to  the  fact  that  the  available  treatment  will 
be  more  intensive  and  the  outpatient  sup- 
port system  more  readily  available,  it  is 
anticipated  that  hospitalizations  will  be 
shorter,  the  treatment  of  patients  less  ex- 
pensive, and  the  rate  of  rehabilitation 
higher. 

Butler  will,  of  course,  continue  to  func- 
tion in  its  usual  fashion,  and  patients  re- 
ferred from  the  community  mental  health 
center  will  account  for  only  a small  propor- 


tion of  its  total  number  of  patients.  Butler 
will  continue  to  see  outpatients  and  in- 
patients who  can  support  their  admission 
through  their  personal  funds  or  through 
third  party  carriers.  The  primary  difference 
will  be  that  patients  from  the  Providence 
area  will  not  be  deprived  of  these  services 
because  of  inability  to  pay. 

ThiS  partnership  of  public  and  private  pro- 
viders, while  very  difficult  to  arrange  and 
reciuiring  development  of  trust  and  under- 
standing among  all  parties,  holds  great 
promise  for  bringing  about  a significant  im- 
provement in  the  availability  of  mental 
health  services  in  Rhode  Island.  If  we  are 
able  to  make  this  plan  successful  within  the 
geographic  limits  of  Providence,  it  is  pos- 
sible that  each  area  in  the  state  may  be 
able  to  develop  an  ambulatory  treatment 
center  and  a hospital  locale  other  than  the 
state  hospital  for  the  treatment  of  inpatients. 

The  dual  system  of  care  may  begin  to 
disappear,  and  patients  will  be  treated  with 
a strong  emphasis  on  ambulatory  care, 
which  tends  to  maximize  their  potential  for 
rehabilitation,  rather  than  on  long-tenn 
custodial  care,  which  extrudes  disturbed  per- 
sons from  society  and  is  largely  unsuccessful 
at  rehabilitation.  Although  there  will  un- 
doubtedly continue  to  be  a certain  small 
proportion  of  patients  who  require  long- 
term care  which  may  still  be  directly  pro- 
vided by  the  state,  it  is  hoped  that  this 
number  can  be  reduced  to  an  absolute  mini- 
mum. 

Current  developments  in  the  field  of  psy- 
chiatry, health  care  economics,  and  social 
planning  have  brought  us  to  a very  exciting 
point  in  the  development  of  mental  health 
care  in  Rhode  Island.  I am  confident  that 
through  the  continued  collaboration  of  gov- 
ernment with  public  and  private  pioviders 
we  may  be  able  to  live  up  to  the  obligation 
noted  300  years  ago  by  Roger  Williams. 


Butler  Hospital 
333  Grotto  Avenue 
Providence,  RI  02906 
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II.  Organizing  The  Mental  Health  Network  In 
Rhode  Island--The  State  Role 


Partnership  Of  The  State  System  And 
The  Communities  Is  The  Primary  Goal 


By  Joseph  J.  Bevilacqua,  Ph.D. 

In  1851  Rhode  Island  became  the  first 
state  to  provide  by  statute  for  the  involun- 
tary commitment  of  the  mentally  ill.  In  the 
125  years  since  that  date  a number  of  peo- 
ple feel  that  not  enough  has  happened  to 
improve  the  conditions  of  those  who  are 
mentally  ill.  In  fairness  to  Rhode  Island  this 
feeling  is  not  unique  to  this  state. 

The  very  active  role  of  the  courts  in  the 
mental  health  and  retardation  fields  during 
the  last  10  years  has  made  visible  through 
class  action  suits  such  concerns  as  the  right 
to  treatment,  the  right  to  education,  and 
the  proper  role  of  work  for  patients  in  in- 
stitutions. 

A major  focus  of  this  attention  has  been 
the  State  Hospital  whose  proper  use  over 
the  years  has  certainly  been  questionable. 
It  is  interesting  to  note,  parenthetically, 
that,  when  Rhode  Island  passed  the  first 
statute  for  involuntary  commitment,  there 
was  no  State  Hospital  to  which  these  pa- 
tients could  be  sent.  Butler  Hospital  pre- 
ceded the  State  Hospital  by  46  years  and 
received  those  patients. 

This  history  with  its  cycle  of  private  and 
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public  mental  health  care  being  buffeted  by 
the  courts  is  still  with  us  in  1976. 

NEW  ERA 

Looking  beyond  1976  I think  it  is  fair 
to  say  that  we  are  currently  ending  the 
era  that  began  125  years  ago;  and  we  are 
beginning  a new  one.  Let  me  explain  why 
I think  that  this  is  so. 

In  systems  terms  Rhode  Island  is  begin- 
ning to  put  together  a comprehensive  net- 
work of  services  and  facilities  for  the  men- 
tally ill.  The  re-emergence  of  Butler  Hospital 
and  the  presence  of  the  Brown  University 
Medical  School  are  very  key  pieces.  The 
development  of  comprehensive  community 
mental  health  centers  at  Newport  and  Provi- 
dence and  ultimately  across  the  state  is 
critical.  The  reorganization  of  the  Institute 
of  Mental  Health  (IMH)  and  its  integral 
relationship  to  community  programs  through 
its  geographic  unitization,  as  well  as  the 
linking  up  to  the  training  capacities  of  both 
Butler  and  Brown  through  the  joint  ap- 
pointment of  a Director  of  Training,  repre- 
sents the  essential  public  commitment  of 
the  State  Department  of  Mental  Health,  Re- 
tardation, and  Hospitals. 

Let  me  expand  a little  on  the  above  com- 
ments. The  department’s  refocus  of  its  re- 
sources, goals,  and  objectives  is  not  cos- 
metic. We  are  talking  of  a reorganization 
that  will  have  an  impact  on  admission  policy, 
discharge  policy,  and  the  kind  of  care  that 
will  be  provided. 

(Continued  on  next  page) 
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The  three  geograpliic  units  in  the  IMH 
are  Providence,  northern  Pdiode  Island,  and 
southern  Rhode  Island.  This  will  immedi- 
ately create  for  each  of  these  regions  a 
link  to  a counterpart  in  the  IMH  itself.  All 
admissions  from  Providence,  for  example, 
will  first  move  through  the  Community 
JMental  Health  Center.  Indeed,  we  are  de- 
veloping a plan  with  the  Community  Mental 
Health  Center  that  provides  for  no  acute 
admissions  to  the  IMH,  but  rather  stipulates 
that  Butler  Hospital  will  provide  the  service 
for  the  Providence  community  through  the 
Mental  Health  Center.  We  envisage  in  the 
future  similar  agreements  with  the  other 
two  regions.  Doctor  Cannon  will  describe 
this  first  phase  in  his  presentation. 

If  admissions  are  controlled  in  this  man- 
ner, discharges  will  then  have  the  same 
linkage,  assuring  that  patients  will  not  be 
released  indiscriminately.  Planning  with  the 
appropriate  community  center  and  proper 
follow-up  will  be  initiated  and  implemented 
prior  to  the  discharge.  In  fact,  the  con- 
tinuity of  care  will  begin  with  the  first  con- 
tact the  patient  has  with  the  community; 
and,  regardless  of  the  course  of  treatment, 
he  will  always  be  part  of  the  network. 

Given  the  more  structured  admission  and 
discharge  policy,  the  more  difficult  ques- 
tion relates  to  the  role  of  the  IMH  itself. 
I might  add,  by  the  way,  that  the  Rhode 
Island  klental  Health  Law  mandates  exactly 
the  kind  of  procedure  I have  outlined.  Its 
requirement  of  least  restrictive  alternatives 
is  considered  in  each  case  of  involuntary 
commitment. 

ROLE  OF  THE  STATE  HOSPITAL 

There  is  no  unanimity  on  the  question  of 
role  for  the  State  Hospital.  My  own  view, 
quite  simply,  is  that  whatever  our  role,  it 
should  be  accomplished  in  the  most  effective 
manner  with  the  highest  quality  of  care. 

We  clearly  should  not  duplicate  services 
(hat  exist  elsewhere.  The  care  of  acute  psy- 
chiatric conditions,  I believe,  is  better  dealt 
with  at  the  community  level.  Family,  work. 


and  the  natural  rhythm  of  life  are  better 
maintained  there. 

The  problems  of  the  chronically  ill  and 
the  need  for  long-term  care  require  resources 
and  technology  that  are  difficult  for  com- 
munities to  support.  I believe  there  is  a 
legitimate  role  here  for  the  State  Hospital. 
I am  aware,  however,  of  the  danger  and 
recognize  the  need  to  study  more  carefully 
the  delicate  balance  between  rehabilitative 
care  and  the  type  of  management  character- 
ized by  the  terribly  imprecise  and  inade- 
quate term  “custodial  care.”  It  is  for  this 
reason  that  I welcome  and  support  the  strong 
relationship  we  are  building  with  the  Brown 
University  Medical  School  and  Butler  Hospi- 
tal. Research  and  scholarship  should  not  be 
alien  to  a public-supported  hospital.  Because 
the  State  Hospital  has  unique  problems,  all 
the  more  reason  for  all  of  us  to  view  it  as 
a special  facility. 

As  such,  we  must  envisage  and  encourage 
its  role  in  research  and  training.  We  should 
see  the  State  Hospital  of  the  future  as  a 
resource  center  for  the  whole  state.  Special 
populations,  such  as  geriatric,  forensic, 
adolescent,  and  emotionally  ill  retarded,  re- 
(luire  a support  apparatus  that  is  conducive 
to  a centralized  facility  such  as  a State  Hos- 
pital. The  important  point  is  that  services 
for  these  high  risk  populations  should  not 
be  seen  as  necessarily  terminal  activities.  In 
the  past  they  have  been  seen  in  this  light 
because  the  state  system  has  been  expected 
to  meet  a myriad  of  needs  with  no  differ- 
entiating criteria  being  identified. 

The  broadening  of  the  base  of  the  state 
system  into  a partnership  with  the  com- 
munities, and  the  creation  of  a network  of 
comprehensive  mental  health  services  that 
will  serve  all  of  our  citizens  from  all  walks 
of  life,  is  the  primaiy  goal  of  the  Depart- 
ment of  Mental  Health,  Retardation,  and 
Hospitals. 
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III.  Community  Mental  Health  In  Rliode  Island 


Cooperation  And  Coordination  With 
Government  And  The  Private  Sector 
Will  Deliver  More  Mental  Health  Serv- 
ices 


By  Michael  A.  Ingall,  M.D. 

Having  worked  in  community  mental 
health  for  the  past  five  years,  I am  less  able 
to  define  what  the  term  means  than  I was 
when  I began  in  this  field.  For  the  purposes 
of  our  discussion  here  today  let  me  define 
the  teiTn  somewhat  simplistically  as  a sys- 
tem of  mental  health  delivery  which  is  de- 
signed to  improve  the  mental  health  of  citi- 
zens who  live  within  a particular  catchment 
area.  (The  teiTn  “catchment  area,”  an  un- 
fortunate piece  of  mental  health  jargon, 
derives  from  the  field  of  sanitation  en- 
gineering and  refers  to  a collecting  basin 
into  which  all  of  society’s  refuse  ultimately 
flows.  I leave  the  philosophic  implications 
of  this  tenn  to  the  philosophers.) 

PROVIDENCE  MENTAL  HEALTH  CENTER 

I am  a psychiatrist  and  am  medical  di- 
rector at  the  Providence  Mental  Health  Cen- 
ter, which  is  one  of  12  community  mental 
health  clinics  thi’oughout  the  state  of  Rhode 
Island.  Any  resident  of  the  city  of  Provi- 
dence is  eligible  to  receive  our  services.  At 
the  present  time  we  have  about  20,000 
patient  visits  per  year.  Many  of  our  patients 
pay  a fee  on  a sliding  scale,  which  ranges 
from  $2  to  $35.  The  majority  of  paying 
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patients  pay  a fee  of  $2  or  $4  per  visit,  but 
60  per  cent  of  our  patients  are  medically 
indigent  and  pay  no  fee  at  all.  Nor  are  the 
seiwices  for  their  treatment  reimbursed  by 
third  party  payers,  since  the  Medicaid  office 
in  this  state  has  ruled  that  free-standing 
clinics  are  not  eligible  for  reimbursement. 
The  majority  of  our  funding  currently  is  re- 
ceived from  a matching  city-state  grant; 
each  40  cents  that  we  receive  from  the 
mayor’s  office  in  Providence  is  matched  by 
60  cents  from  the  Department  of  Mental 
Health  of  the  State  of  Rhode  Island.  Our 
total  budget  for  the  past  year  approximated 
$500,000.  With  this  budget  we  try  to  carry 
out  our  mission  of  providing  mental  health 
services  in  the  community  to  any  resident 
of  the  City  of  Providence.  That  comes  to 
about  $3  per  person.  Nevertheless,  following 
the  principles  of  community  mental  health, 
utilizing  new  and  proven  pragmatic  and 
when  possible  brief  modalities  of  psychiatric 
treatment  unencumbered  as  yet  by  a bu- 
reaucracy, civil  service,  and  unions,  we  are 
trying  to  meet  the  need. 

One  of  the  emphases  of  community  men- 
tal health  is  early  identification  and  pre- 
vention of  serious  mental  illness.  One  of  our 
component  services,  the  Pre-School  Program, 
works  in  Head  Start  day  care  centers  to 
identify  children  who  before  the  age  of  five 
show  significant  emotional  and  cognitive 
disturbances.  Our  staff  works  with  these 
(Continued  on  next  page) 
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children,  their  families,  and  their  teachers 
in  the  classroom  to  set  them  on  the  road 
towards  achievement  and  greater  self- 
esteem. By  keeping  our  waiting  list  short 
through  the  use  of  brief  psychotherapy 
whenever  possible,  we  try  to  make  our  serv- 
ices available  to  adults  at  the  early  stages 
of  a crisis  when  there  is  still  time  for  healthy 
resolution  of  that  crisis.  The  problem  is  that 
this  public  health  approach  to  problems 
makes  sense  to  those  in  the  field  of  health, 
but  not  always  to  the  public,  to  the  govern- 
ment, and  to  the  taxpayers.  If  we  were 
forced  next  month  to  eliminate  our  services 
to  children  and  to  non-psychotic  adults,  the 
hue  and  ci*y  would  hardly  compare  to  the 
one  which  would  be  caused  by  our  elimina- 
tion of  after-care  services,  that  is  our  serv- 
ices to  approximately  700  patients  who  over 
the  years  have  had  repeated  hospitalizations 
at  the  state  institutions  and  now,  by  virtue 
of  the  care  that  they  receive  at  our  center, 
are  able  to  live  often  remarkably  productive 
lives  in  the  community.  If  we  were  forced 
to  reduce  our  services  to  this  population, 
their  relatives,  the  police  department,  and 
the  state  and  city  government  would  be  up 
in  arms  over  the  “public  health  menace’’ 
that  they  would  become,  as  well  as  with  the 
financial  burden  they  would  present  to  the 
state  by  virtue  of  their  being  chronically 
hospitalized  at  the  State  Hospital  at  How- 
ard, Rhode  Island.  Thus,  rehabilitation  ac- 
tually gets  more  emphasis  than  primary  pre- 
vention. 

MULTI-DISCIPLINARY  APPROACH 
One  of  the  true  contributions  of  com- 
munity mental  health  has  been  the  emphasis 
on  the  multi-disciplinary  or  team  approach, 
utilizing  psychiatric  social  workers,  psy- 
chiatric nurses,  psychologists,  and  mental 
health  workers,  all  under  the  direction  of 
a psychiatrist,  to  provide  services.  We  will 
never  find  enough  psychiatrists  for  reasons 
of  manpower,  economics,  and  socio-cultural 
bias,  to  work  in  community  mental  health 
centers.  Workers  from  other  mental  health 
disciplines  that  I have  named  above  can  be 
extraordinarily  capable  care-givers  who  more 
than  meet  the  needs  of  the  patients  that 
they  serve.  The  problem  is  that  not  every- 
one accepts  their  competence.  Despite  stud- 
ies that  show  that  senior  medical  students 


in  a psychiatric  clinic  can  achieve  the  came 
impact  on  symptom  reduction  in  short-tenn 
treatment  with  patients  as  senior  psycho- 
analysts, some  doctors  who  refer  to  our 
clinic  insist  that  their  patients  be  seen  only 
by  psychiatrists,  and  not  by  “social  workers 
or  nurses.”  Moreover,  third-party  payers  are 
reluctant  to  reimburse  for  seiwices  other  than 
those  provided  by  a psychiatrist. 

Another  emphasis  of  community  mental 
health  is  on  short-term  treatment.  For  years 
psychiatry  has  been  criticized  for  the  length 
of  time  that  it  takes  for  people  to  get  better. 
However,  newer  treatment  techniques,  in- 
cluding time-limited  psychotherapy,  be- 
havior modification,  reality  therapy,  and 
pharmacotherapy,  have  achieved  wonders  in 
symptom  and  sign  reduction  and  in  general 
patient  improvement.  The  problem  is  that 
some  patients  simply  need  longer  term  treat- 
ment. While  we  are  able  to  use  group  therapy 
in  many  cases  to  provide  this,  we  at  the 
Providence  Mental  Health  Center  are  sim- 
ply stretched  to  the  limit  in  being  able  to 
provide  long-term  therapy  for  those  who 
could  benefit  from  it.  If  we  wez’e  to  do  so, 
our  waiting  list  would  within  a month  jump 
to  over  a year  in  duration. 

ALTERNATIVES  TO  HOSPITALIZATION 

Finally,  community  mental  health  lays  em- 
phasis on  the  utilization  of  alternatives  to 
hospitalization.  These  include  the  use  of 
crisis-oriented  outpatient  treatment,  inten- 
sive phaiTnacotherapy,  day  treatment  cen- 
ters and  partial  hospitalization,  home  visit- 
ing, consultation  to  other  community  agen- 
cies, and  supportive  family  treatment.  The 
problem  is  that  almost  all  third-party  payers 
operate  under  a system  that  favors  hospi- 
talization, where  services  are  covered  almost 
in  full  while  the  patient  is  in  the  hospital, 
but  only  at  one-half  or  not  at  all  if  the  pa- 
tient is  in  any  other  modality  of  treatment. 

As  Doctor  Westlake  has  just  described, 
we  have  applied  for  a substantial  amount 
of  federal  funding  which  would  enable  us 
significantly  to  expand  our  services.  We 
will  know  in  June  whether  or  not  this  grant 
l<as  been  approved  and  whether  or  not  the 
Providence  Mental  Health  Center,  in  con- 
junction with  the  Department  of  Mental 
Health,  Butler  Hospital,  Rhode  Island  Hos- 
( Continued  on  page  506) 
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Sharing  Of  Services  And  Programs  To 
Reduce  Duplication  And  Underutiliza- 
tion Is  The  Road  To  De-Regulation 


By  Joseph  E.  Cannon,  M.D. 

The  health  care  scene  has  undergone  ex- 
traordinary transfoiTnations  during  the  last 
decade.  When  I first  arrived  in  Rhode  Is- 
land, the  health  facility  regulatory  arena 
consisted  primarily  of  very  minimum  stand- 
ards for  hospitals  and  rest  homes  embodied 
within  licensure  statutes  and  regulations. 
Now  much  of  my  time  is  involved  with  vari- 
ous regulatory  functions  over  health  facili- 
ties, and  the  complexity  of  those  controls 
is  increasing  at  such  a rate  that  I often 
wonder  if  I should  have  gone  to  law  school 
instead  of  medical  school.  The  regulatory 
role  of  public  health  departments  is  not  a 
comfortable  one  and  is  one  which  I,  for  one, 
have  not  sought  to  expand.  The  new  con- 
trols have  been  thrust  upon  us  as  a result 
of  a combination  of  medical  and  sociological 
changes  which  have  changed  the  field  of 
health  into  a mammoth  industry  comparable 
to  the  utilities,  railroads,  and  communica- 
tions fields  which  have  served  as  the  pro- 
totypes for  regulatory  controls. 

ADVENT  OF  MEDICARE  AND  MEDICAID 

In  1965  Congress  saw  fit  to  provide  re- 
lief to  the  problem  of  patient  access  to  health 
care,  which  became  evident  as  the  general 
practitioner  began  to  take  on  the  appear- 
ance of  an  endangered  species,  through  a 

JOSEPH  E.  CANNON,  M.D.,  Director,  Rhode 
Island  State  Department  oj  Health. 

Presented  at  the  165th  Annual  Scientific  Assembly 
of  the  Rhode  Island  Medical  Society,  May  5,  1976. 


categorical  approach,  whereby  the  federal 
government  became  a financing  vehicle  to 
enable  the  poor  and  the  aged  to  receive 
medical  care  in  spite  of  economic  barriers. 
In  response  to  the  charges  of  eventual  “so- 
cialization of  medicine”  the  federal  govern- 
ment made  very  clear  that  its  intent  was 
in  no  way  to  involve  itself  in  the  practice 
of  medicine,  that  it  wished  to  preserve  a 
“hands  off”  approach  with  a sole  commit- 
ment to  the  improvement  of  access  to  the 
most  disadvantaged  population  groups.  The 
present  situation  would  tend  to  belie  that 
intent,  but  I assure  you,  as  a student  and 
victim  of  the  increasing  regulation  in  health, 
that  it  was  inevitable,  given  the  behavior  of 
those  most  affected. 

As  a result  of  Medicare  and  Medicaid, 
recognizing  that  private  physicians  dispensed 
a considerable  amount  of  free  or  reduced 
charge  services  prior  to  1965,  physicians  in- 
comes were  boosted  and  presumably  patients 
were  better  off. 

Unfortunately,  a number  of  other  factors 
have  transpired  in  the  social  fabric  of  Ameri- 
can life  which  have  muted,  to  a certain  ex- 
tent, the  advantages  of  these  two  programs. 
Medicine’s  entrance  into  the  scientific  age 
came  into  full  bloom;  the  cost  of  medical 
education  has  assumed  astronomical  propor- 
tions. As  a result,  the  new  practitioner  gains 
little  from  his  higher  income  in  real  terms. 

(Continued  on  next  page) 
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In  addition,  tlie  erosion  of  the  physician- 
patient  relationship,  as  the  communication 
barrier  between  the  scientifically  trained 
physician  and  the  layman  continues  to  widen, 
has  affected  physician  income  from  the 
standpoint  of  liability  insurance.  Together, 
the  abuses  of  a minority  of  physicians  and 
increases  in  health  care  costs  have  led  to 
the  imposition  of  more  controls  on  spending 
and  utilization  as  Congress’  initial  prognos- 
tications of  the  costs  of  its  program  were 
exceeded  by  several  orders  of  magnitude. 

RISE  OF  HEALTH  CARE  COSTS 
I’m  sure  I don’t  have  to  run  through  the 
list  of  factors  which  cause  health  care  and, 
specifically,  hospital  care  costs  to  increase 
— general  inflation,  increased  professional 
salaries,  increased  employee  salaries,  unioni- 
zation, introduction  of  new  and  more  ma- 
chines, introduction  of  new  and  more  man- 
power, high  costs  of  new  construction,  adop- 
tion of  new  programmatic  responsibilities, 
and  insulation  of  insurance  mechanisms.  You 
are  also.  I’m  sure,  aware  of  the  literature 
on  health  economics  which  shows  the  im- 
perfections of  the  health  marketplace  — the 
lack  of  alternatives  available  to  the  con- 
sumer, the  lack  of  information  available  to 
the  consumer,  and  the  central  position  of 
the  physician  as  determinant  and  provider 
of  needed  services.  Suffice  it  to  say  that  in 
Rhode  Island  in  1973,  approximately  $512 
million  was  spent  for  health  expenditures 
or  approximately  $525.92  per  capita.  This 
per  capita  health  expenditure  was  13.6  per 
cent  higher  than  that  for  the  United  States 
in  1973.  Just  in  the  two  year  period  from 
1971  to  1973  health  expenditures  increased 
by  nearly  $100  million  in  the  State  of  Rhode 
Island.  For  the  United  States  as  a whole, 
health  spending  during  fiscal  1975  has 
climbed  to  $118.5  billion  for  a per  capita 
figure  of  $547.  Nationally,  our  annual  health 
expenditures  are  $80  billion  higher  than  they 
were  in  1965,  and  they  now  represent  8.3 
per  cent  of  the  Gross  National  Product. 
Government  itself  is  currently  the  funding 
source  for  40  per  cent  of  all  health  expendi- 
tures and  55  per  cent  of  hospital  expendi- 
tures. It  is  no  wonder,  therefore,  that  public 
policy  officials  in  Washington  are  more  than 
a little  concerned,  particularly  since  health 
has  a low  priority  for  the  average  American 


and  the  massive  influx  of  dollars  has  done 
little  to  alleviate  the  poor  ranking  of  the 
United  States  on  several  morbidity  and 
mortality  indicators  in  comparison  with 
other  countries  in  Western  Europe. 

COST  CONTAINMENT 

The  answer  has  been  to  tighten  controls 
on  providers  — and  particularly  on  the  hos- 
pital sector  — representing  as  it  does  42.3 
per  cent  of  total  expenditures  -in  Rhode 
Island  and  38.6  per  cent  nationally  — 
through  certificate-of-need,  through  rate  re- 
view, through  medical  review  and  independ- 
ent professional  review  of  patient  placement, 
and  through  the  espousal  of  health  mainten- 
ance organizations  and  professional  standards 
review  organizations.  But  essentially  it  has 
become  increasingly  obvious  that  resources 
in  health  care  are  limited  and  that  the 
economy  cannot  support  diversion  of  ever 
larger  proportions  of  its  resources  into  the 
health  care  market. 

Solutions  are  being  continually  proposed. 
Cutbacks  of  social  programs  such  as  Medi- 
care and  Medicaid  are  politically  unpalatable 
from  the  perspective  of  physicians,  hospi- 
tals, and  patient  advocacy  groups;  national 
health  insurance  cannot  be  made  a reality 
without  some  assurances  that  cost  contain- 
ment can  be  effected.  In  the  absence  of  a 
feasible  single  solution  to  the  entire  issue 
reallocation  becomes  a priority  effort,  and 
the  high  visibility  of  hospitals  makes  them 
the  focal  area  for  effecting  cost  contain- 
ment through  reallocation. 

While  the  effort  to  stem  the  time  of  frag- 
mented institutional  planning  has  achieved 
extremely  limited  success  in  Rhode  Island 
to  date,  a major  step  in  the  right  direction 
was  achieved  in  the  course  of  the  recent 
approval  of  the  Butler  Hospital  capital  de- 
velopment program.  The  Department  of 
Health  played  the  role  it  has  long  advocated, 
that  of  a catalyst,  which  acts  to  speed  up 
a reaction  which  would  ordinarily  take  place 
while  preserving  itself  to  effect  future  re- 
actions in  a like  fashion.  The  Health  Serv- 
ices Council,  which  serves  as  my  advisory 
body  on  certificate-of-need  or,  what  we  pre- 
fer to  term,  resource  allocation  decisions  is 
essentially  a consumer  dominated  reactive 
body.  Proposals  are  brought  before  it,  and 
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A Crisis  For  Program  Evaluation:  An  Embarrassment 
Of  Opportunity 


Cooperation  Is  Essential  If  CMHC  Pro- 
gram Is  To  Help  Solve  Service  System 
Problems 


By  C.  Windle,  Ph.D. 

In  the  Community  Mental  Health  Center 
(CMHC)  Amendments  of  1975,  Congress 
mandated  that  centers  must  conduct  Program 
Evaluation  (PE).  This  requirement  includes 
three  types  of  program  evaluation  functions. 
1.  Peer  and  utilization  review  to  assure  qual- 
ity of  services  is  the  type  of  review  required 
for  facilities  to  qualify  for  reimbursement 
under  Titles  18  and  19  of  the  Social  Security 
Act.  These  procedures  may  be  a precursor  of 
the  requirements  a future  National  Health  In- 
surance may  impose.  2.  Self-evaluation  must 
be  done  annually  covering  certain  specified 
topics:  cost,  patterns  of  use,  availability,  ac- 
cessibility, acceptability,  and  impact  on  catch- 
ment area  residents.  3.  The  evaluation  data 
must  be  disclosed  annually  and  reviewed  with 
catchment  area  residents.  These  requirements 
appear  to  be  a victory  for  science  and  ration- 
ality in  program  management.  But  this  re- 
quirement also  creates  a crisis  both  for  ad- 
vocates of  program  evaluation  and  for  pro- 
gram managers.  The  Chinese  ideograph  for 
crisis  combines  the  symbols  for  danger  and 
opportunity. 

C.  WINDLE,  Ph.D.,  Program  Evaluation  Special- 
ist, National  Institute  of  Mental  Health,  Rock- 
ville, Maryland. 

Presented  at  the  Region  I Program  Evaluation  Con- 
ference, Providence,  Rhode  Island,  May  27,  1976. 
The  views  expressed  are  the  speaker’s  and  do  not 
necessarily  represent  the  views  of  the  National  In- 
stitute of  Mental  Health. 


The  main  opportunity  is  that  PE  may  help 
services  become  efficient  and  appropriate  and, 
even  more  important  in  the  short  run,  may  be 
widely  known  to  be  efficient  and  appropriate. 
This  assurance  will  qualify  services  for  third 
party  reimbursement  programs,  leading  to 
more  and  better  services,  more  mental  health 
for  the  population,  and  honor  and  riches  to 
the  mental  health  providers  and  their  agents, 
the  progi’am  evaluators. 

The  dangers  are  that  PE  will  divert  re- 
sources from  services,  unfavorable  findings 
may  hurt  service  program  viability,  and  un- 
trustworthy or  useless  program  evaluation 
will  discredit  the  function  of  program  evalu- 
ation. 

Because  I believe  in  truth  in  advertising,  I 
want  to  admit  that  I am  a researcher  and 
therefore  primarily  an  advocate  of  program 
evaluation.  But  I am  very  much  afraid  that 
the  dangers  will  dominate  — that  program 
evaluators  will  fumble  the  football  — in  part 
because  the  ball  is  slippery,  in  part  because 
they’ve  not  learned  to  run  with  the  ball,  and 
partly  because  they’ll  get  a bad  pass  from 
program  managers. 

MY  THESIS 

The  alarm  which  I am  sounding  should  not 
be  taken  as  the  position  of  the  National  In- 
stitute of  Mental  Health  (NIMH),  but  rather 
reflects  my  more  parochial  and  personal  in- 
terests as  a progi-am  evaluator.  I’m  afraid 
(Continued  on  next  page) 


A Crisis  for  Program  Evaluation:  an  Embarrassment  of  Opportunity 


503 


that  Program  Evaluation  is  being  set  up  for 
failure  by  the  requirements  in  P.L.  94-63.  To 
require  PE,  and  ear-mark  money  for  it  within 
each  Ci\IHC,  is  a fairly  desperate  effort  to 
give  PE  a chance  to  improve  management  in 
Ci\IHCs.  This  heavy-handed  approach  will  in- 
cur resentment  from  clinicians  and  adminis- 
trators if  it  is  not  clearly  effective.  To  have 
you  share  my  concern,  so  that  you  may  be 
agitated  to  help  find  solutions,  I want  to  re- 
view (1)  what  I see  as  the  actual  impelling 
reasons  for  PE,  (2)  the  limits  PE  has  in  meet- 
ing these  motives,  and  (3)  some  potential 
solutions. 

NEEDS  FOR  PROGRAM  EVALUATION 

Let  us  look  more  carefully  at  what  func- 
tions PE  should  serve.  The  usual  argument  is 
that  PE  will  enable  managers  to  make  de- 
cisions more  knowledgeably.  However,  the 
current  major  impetus  for  PE  is  to  solve 
three  serious  problems  in  the  mental  health 
care  system. 

Costs.  There  has  been  a frightening  in- 
crease in  costs  of  services  and  a lack  of  ac- 
ceptable mechanisms  to  hold  down  costs. 
Costs  have  increased  both  absolutely  and  as 
a percentage  of  the  Gross  National  Product.^ 
The  average  American  family  now  spends  10 
per  cent  of  its  income  on  health  costs.  The 
problem  has  two  aspects.  As  our  society  has 
assumed  the  responsibility  for  the  problems 
of  the  disadvantaged,  the  size  of  this  burden 
becomes  more  apparent  and  reluctance  to 
carry  the  burden  grows.  Further,  structural 
conditions  within  the  health  care  system  lead 
to  increased  costs  and  lack  of  controls  on 
these  costs. 

Charlotte  Muller^  has  described  how  mar- 
ket forces  create  over-medication.  Each  actor 
in  the  market  place  makes  trade-offs  between 
use  of  medication  and  other  alternatives. 
Drug  companies  try  to  maximize  profits,  while 
physicia.ns  try  to  save  time  and  costs  and  yet 
satisfy  patients.  Patients  depend  upon  physi- 
cians’ judgments.  Similar  factors  may  lead 
to  overuse  of  psychotherapy. 

A 1972  systems  analvtic  report  to  Congress 
by  the  Health  Services  and  IMental  Health  Ad- 
ministratioiP  listed  the  following  weaknesses 
of  the  health  care  system : 

(a)  Lack  of  coordination  among  provid- 
er units  leads  to  duplication  of  costly  facil- 
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ities,  maldistribution  of  resources,  and  lack 
of  continuity  of  care. 

(b)  Legal  restrictions  on  medical  practice 
limit  the  use  of  paramedical  personnel. 

(c)  Emphasis  on  fee-for-seiwice,  more  in- 
surance for  inpatient  than  alternative  forms 
of  care,  and  full  cost  hospital  reimbursement 
encourage  more  costly  care  and  over-prescrip- 
tion of  marginally  needed  services  and  deter 
care  at  the  early  stages  of  illness. 

(d)  “The  pervasive  influence  of  the  med- 
ical profession’’  has  made  “the  health  system 
more  responsive  to  the  interest  of  the  pro- 
fession than  to  the  needs  of  the  consumers.’’ 

Structural  Inefficiencies  and  Inequities. 
Some  critics  charge  that  the  self-serving 
characteristics  of  care-providers  create  at 
the  least  much  inefficiency  and  at  most  dam- 
age to  clients. 

Concern  with  equality  and  efficiency  of 
services  is  leading  many  critics  to  condemn 
The  Exploitation  of  Illness  in  Capitalist  Soci- 
ety.^ The  Health  Policy  Advisory  Center  por- 
trays a health  system  dominated  by  a medi- 
cal empire  of  schools  and  hospitals,  a financ- 
ing-planning complex,  and  a medical-indus- 
trial complex  which  serves  ends  other  than 
health  care.®  Health-PAC  argues  that  this 
system  should  be  changed  by  giving  control 
to  users  and  payers  for  care. 

Even  more  drastic  criticism  of  “medicaliza- 
tion”  is  made  by  Illich  in  a recent  book,  Med- 
ical Nemesis:  The  Expropriation  of  Health.® 
He  argues  that  “the  medical  establishment 
has  become  a major  threat  to  health.”  His 
starting  point  is  iatrogenic  illness,  caused  by 
physicians,  including  side  effects  and  results 
of  long-term  medications.  He  extends  clinical 
iatrogenesis  to  social  or  structural  iatrogen- 
esis: policies  and  practices  which  encourage 
people  to  accept  sickness  rather  than  rebel 
against  living  conditions  and  that  undermine 
our  trust  in  ourselves  as  self-healing  organ- 
isms. Illich’s  recommendation,  shared  by 
some  physicians,  is  for  a devolution  of  re- 
sponsibility down  the  medical  hierarchy  and 
a movement  from  hospitals  to  the  patient’s 
home. 

These  structural  conditions  are  not  limited 
to  health  care.  There  is  an  excellent  article 
on  “Consumer  Action  Research,”  which  points 
out  the  imbalance  between  the  power  of  pro- 
(Continued  on  page  510) 
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MENTAL  HEALTH  CARE  IN  RHODE  ISLAND 


This  issue  of  the  Journal  is  devoted  to  the 
problems  of  mental  health  care  in  Rhode  Is- 
land. More  specifically  the  focus  of  interest 
is  on  the  story  of  the  development  of  a com- 
prehensive mental  health  network  in  the 
state.  Rhode  Island  has  been  in  the  vanguard 
of  progressive  care  for  the  mentally  ill  from 
the  time  of  the  founding  of  Butler  Hospital 
in  1841  to  the  present,  as  evidenced  by  the 
recent  establishment  of  a network  of  mental 
health  centers. 

Rhode  Island  in  1851  was  the  first  state  to 
provide  by  statute  for  the  involuntary  com- 
mitment of  the  mentally  ill.  As  Doctor  Bevi- 
lacqua  emphasizes,  however,  the  proper  use 
of  the  State  Hospital  “over  the  years  has 
certainly  been  questionable.”  The  current 
trend  is  to  keep  as  many  as  possible  of  these 
unfortunate  human  beings  in  the  community. 
This  has  been  made  feasible  in  recent  years 
not  only  by  advances  in  psychotherapy  and 


the  psychotropic  drugs,  but  also  by  the  evo- 
lution of  the  modern  philosophy  of  mental 
health  care.  As  visualized  by  Doctor  Bevila- 
qua  “the  continuity  of  care  will  begin  with 
the  first  contact  the  patient  has  with  the 
community;  and  regardless  of  the  course  of 
treatment,  he  will  always  be  part  of  the  net- 
work.” 

The  establishment  of  the  state  Mental 
Health  Network  and  the  Day  Hospital  at  But- 
ler Hospital  are  important  developments.  The 
shortening  of  length  of  stay  in  the  acute 
psychiatric  facilities  and  in  fact  in  the  state 
Institute  of  Mental  Health  itself,  as  w’ell  as 
the  decrease  in  census  in  the  latter  facility, 
are  encouraging  signs.  Perhaps  the  day  will 
come  when  warehousing  of  the  mentally  ill 
will  be  but  a memory  and  large  state  facil- 
ities such  as  the  Institute  of  Mental  Health 
will  be  of  historic  interest  only. 


HEALTH  CARE  COSTS 


General  Motors  spent  825  million  on  health 
care  benefits  for  its  employees  in  1975.  It  is 
estimated  that  health  benefits  averaged  $1,- 
800  per  employee,  or  the  equivalent  of  $175 
toward  the  cost  of  every  car  and  truck  built 
last  year.  Chrysler,  Ford,  and  GjM  will  spend 
about  $1.4  billion  for  health  insurance  for 
their  workers  this  year,  or  more  than  the 
cost  of  steel. 

These  very  significant  costs  are  obviously 
of  great  concern  not  only  to  the  automotive 
industry,  but  also  to  industry  and  the  public 
in  general.  Where  does  the  future  lie?  For  or- 
ganized labor  and  the  liberal  politicians  a 


government  operated  national  health  service 
is  the  facile  answ’er.  The  deterioration  of  the 
National  Health  Service  in  Britian  certainly 
is  reason  alone  to  move  with  gi'eat  caution 
in  this  direction. 

The  rapidly  rising  cost  of  hospital  care  in 
this  country  is  the  greatest  single  element  in 
the  escalation.  A number  of  methods  have 
been  proposed  or  are  already  in  place  to  cope 
with  this  problem.  HMOs  have  not  set  the 
world  on  fire  and  will  never  be  widespread 
or  popular  enough  to  solve  the  problem  of 
cost  containment,  if  indeed  they  have  that 
(Continued  on  next  page) 
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potentiality.  Limitation  of  the  bed  supply, 
services,  and  equipment  as  applied  by  health 
planning  agencies  contributes  to  cost  contain- 
ment. The  proliferation  of  open  heart  surgery 
equipment  and  cobalt  machines  have  now 
been  replaced  by  linear  accelerators  and  CAT 
scanners  as  the  focus  of  attention.  PSROs 
are  very  slowly  coming  on  the  scene.  Their 
role  and  effectiveness  in  cost  containment  is 
yet  to  be  proven.  Laboratory  diagnostic  and 
treatment  modalities  proliferate  almost  by 
geometric  progression. 

We  do  not  feel  that  answers  are  readily 
available,  or  that  we  can  offer  quick  solutions. 
That  is  the  privilege  of  the  social  planners 
and  politicians  who  have  never  seen  a patient 
in  anger. 

There  are  areas  of  activity,  however,  that 
in  the  future  will  demand  more  critical  ap- 
praisal. National  Blue  Shield  recently  estab- 
lished a task  force  to  evaluate  procedures  and 
methods  for  cost  effectiveness.  What  useless 
operations  are  still  being  done  in  significant 
numbers?  What  frequently  used  laboratory 
procedures  have  a low  yield  of  results  leading 
to  useful  and  beneficial  treatment?  What 
tests  have  been  proven  essentially  valueless 
and  are  still  widely  in  use?  How  much  un- 
necessary laboratory  work  is  ordered  by  in- 
terns, residents,  and  consultants  in  teaching 
institutions?  How  much  unnecessary  labora- 
tory and  x-ray  work  is  being  ordered  in  hos- 
pital accident  rooms,  in  the  rapidly  prolifer- 
ating free-standing  emergency  rooms,  and  in 
doctors’  offices  ? These  are  the  types  of  activ- 
ity to  which  PSROs,  it  is  hoped,  will  eventu- 
ally bend  their  efforts. 

It  is  our  belief  that  length  of  stay  suiweil- 
lance  and  the  control  of  unnecessary  admis- 
sions still  leave  some  room  for  finer  tuning, 
but  the  large  savings  of  the  future  lie  else- 
where. The  fear  of  malpractice  claims  will 
eventually  recede,  relieving  the  profession  to 
a significant  degree  of  the  need  for  defensive 
medicine.  A critical  look  at  everything  we  do 
in  the  professional  care  of  patients  for  estab- 
lished need  and  true  cost  effectiveness  in 
teiTns  of  patient  benefit  is  the  way  we  must 
go  in  controlling  costs. 

i,  t t 


Editor’s  Mailbox 

To  the  Editor: 

I am  currently  engaged  in  research  on  the 
MHA  (Munchausen  Hospital  Addiction)  Syn- 
drome and  its  variants.  I would  like  to  corre- 
spond with  any  any  other  physicians  who 
have  had  personal  contact  with  such  patients. 
To  this  end  I would  appreciate  it  if  you  would 
print  this  letter  in  your  Correspondence  (or 
Letters)  section.  All  responses  to  be  addres- 
sed to: 

S.  E.  Hyler,  M.D. 

5620  Netherland  Avenue 
Riverdale,  NY  10471 
U.S.A. 


III.  COMMUNITY  MENTAL  HEALTH 
IN  RHODE  ISLAND 

(Continued  from  page  500) 

pital,  and  a network  of  other  community 
agencies,  can  become  a viable  alternative  to 
the  current  revolving  door  at  the  state  in- 
stitutions. When  you  hear  talk  of  decen- 
tralization of  seiwices,  alternative  to  hospi- 
talization, de-institutionalization,  and  treat- 
ment in  the  community,  it’s  we  they’re  talk- 
ing about.  Eor  now,  the  Providence  Mental 
Health  Center  is  located  by  design  in  the 
heart  of  the  area  of  highest  prevalence  of 
mental  illness  in  the  city,  at  355  Broad 
Street.  We  look  forward  to  the  day  when, 
through  co-operation  and  co-ordination  with 
government  and  with  the  private  sector,  we 
can  deliver  more  mental  health  services  to 
those  in  our  community  who  need  them. 

355  Broad  Street 
Providence,  RI  02907 


ONE  SENTENCE  ESSAY 

The  secret  of  caring  for  the  patient  is 
caring  for  the  patient. 

. . . Francis  Peabody,  M.D. 
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As  potent  as  the  pain  it  reiieves 


e-3.the  pain  of 
sprains  and  strains 


NOT  TOO  LITTLE 


■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 
j ■ unlike  acetaminophen/codeine  combinations,  it 
-i  does  not  sacrifice  anti-inflammatory  action 

i NOT  TOO  MUCH 

it  ■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

Cii  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr  !4 

Each  tablet  also  contains'  aspirin  gr  3'/?,  phenacetin  gr2!4,  caffeine  gr  Warning -may  be  habit-forming. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


IV.  A REALLOCATION  MODEL  FOR 
LIMITED  HEALTH  RESOURCES 

(Continued  from  page  502) 


LIBRlUM^ 

(chlordiazepoxide  HCI) 

5 mg, 10  mg,  25  mg  capsules 


the  Council,  through  the  perspective  of  its 
membership  which  includes  physicians,  hos- 
pital administrators,  and  trustees,  attempts 
to  determine  whether  the  proposed  expendi- 
tures are  merited  on  the  basis  of  need. 

REALLOCATION  OF  MENTAL  HEALTH 
RESOURCES 

The  Butler  proposal  represented  a major 
effort  of  many  agencies,  and  its  resolution 
involved  the  cooperation  of  many  more.  The 
ideas  did  not  originate  within  the  Depart- 
ment of  Health  but  from  the  recognition  by 
the  Butler  Hospital  that  eventual  deinstitu- 
tionalization at  the  State  Medical  Center  in 
Cranston  is  a worthy  and  paramount  goal 
of  the  Department  of  Mental  Health,  Re- 
tardation, and  Hospitals;  and  that  the  com- 
munity mental  health  center  networks,  based 
on  federal  and  state  statutes  of  12  years’ 
standing  are  achieving  fruition  through  the 
cooperative  efforts  of  the  Department  of 
Mental  Health,  Retardation,  and  Hospitals 
and  the  individual  community  mental  health 
boards.  The  Department  of  Health  through 
its  Health  Services  Council  merely  brought 
into  the  open  an  issue  of  potential  realloca- 
tion which  the  parties  were  able  to  achieve. 

The  Council,  which  has  not  approved  an 
additional  acute  care  bed  since  its  inception 
in  1970,  was  presented  with  an  application 
for  construction  of  24  additional  beds  servic- 
ing an  identical  population  to  that  currently 
(Continued  on  Page  509) 


ROCKY  HILL  FARM,  REHOBOTH,  MASS. 

Grncidus  new  center  hall  cnlnnial,  country  estate  setting  on  1.5 
acres  in  Rehohoth’s  finest  residential  area.  Immediate  occupancy. 

Directions:  Rt.  44  to  Danforth  St..  North  one  mile  to  Rocky 
Hill  Road,  left  to  Rocky  Hill  Farm. 


Kates  Properties 

144  VVe.slminsl(T  Si. 
Pnivhlem  r R. I.  0290:1 


(401)  456-1850 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


EXPERIENCE.  STILL  YOUR 
HIGHEST  AUTHORITY 


The  discovery  of  Librium  at 
Hoffmanri'La  Roche  represented  a land' 
mark  in  psychotherapeutics.  And,  more 
specifically,  a landmark  in  the  treatment 
of  anxiety  and  anxiety'telated  conditions. 

Today,  the  acceptance  of  Librium 
by  the  medical  community  is  based  firmly 
on  experience.  And  on  a welLdocumented 
clinical  record. 

A record  so  voluminous  it  had 
to  be  put  into  a computerized  storage  and 
retrieval  system. 

Take  the  matter  of  safety,  for 
example. 

Experience  with  millions  of  pa- 
tients  indicates  that  the  most  common 
side  effects  of  Librium  are  dose'related  and, 
therefore,  largely  avoidable.  There  appears 
to  be  a low  potential  for  dependence. 
Tolerance  rarely  develops.  Few  cases  of 
known  toxicity  have  been  reported.  How- 
ever,  patients  should  be  cautioned  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants. 

Librium  seldom  produces  adverse 
effects  on  the  cardiovascular  or  respiratory 


system.  It  is  used  concomitantly  with  many 
primary  medications,  such  as  cardiac 
glycosides,  antihypertensive  agents,  anti- 
cholinergics,  diuretics,  antacids  and 
anticoagulants.  It  should  be  noted  that 
variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving  Librium  and  oral  anticoagulants; 
however,  a causal  relationship  has  not 
been  established  clinically. 

Experience.  Yours  and  ours. 
Together  they  make  the  task  of  choosing 
an  antianxiety  agent  much  simpler. 


LIBRIUM 
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chlordiazepoxide  HG/Roche 

THE  ANXIETYSPECIHC 


Please  see  summary  of  product  information  on  opposite  page. 


I Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
cribed  agent  for  the  management  of  vertigo*  associated  with 
liseases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
abyrinthitis,  and  vestibular  neuronitis. 

I Relief  of  Nausea  and  Vomiting —Anti\’ert/25  can  relieve  the 
tausea  and  vomiting  often  associated  with  vertigo* 

I Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Anti  vert/2  5 
5 one  tablet  ti.d. 


RIEF  SUMKtARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  -National  Research  Council  and/or  other  information,  FDA  Fias  classified 
the  indications  as  follows: 

Effective-.  Management  of  nausea  and  vomiting  and  dizziness  associated  wnth 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  assoaated  with  diseases  affecting  the 
vestibular  system, 

Rnal  classification  of  the  less  than  effective  indications  requires  further 
investigation 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx.  1,0(X)  tons) 

CONTRAINDICATIONS.  Administration  of  Andvert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administranon  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestarion 
has  prcxJuced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Gingeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  tFiis  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  cFiildren 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "ClontTaindications!’ 

ADXTRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported.  yjVflBik, 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 


Antivert725 

(meclizine  HCl)  25  mg^Tablets 

for  vertigo* 


New  York.  New  York  10017 


being  serviced  by  the  Institute  of  Mental 
Health.  Although  the  mental  health  section 
has  often  been  considered  separately  from 
the  physical  health  sector  in  planning  and 
funding  allocations,  the  regulatory  arm  of 
the  Department  of  Health  cannot  make  such 
a distinction  in  teims  of  health  resources. 
The  funding  sources  are  immaterial,  since 
all  funding  sources  ultimately  derive  from 
each  of  us  as  consumers  and  taxpayers.  Both 
sectors  had  to  be  considered  fundamental 
arms  of  the  overall  health  sector.  As  it  be- 
came obvious  that  approval  of  the  additional 
beds  could  not  be  countenanced  without 
eventual  removal  from  the  system  of  re- 
sources approaching  the  magnitude  of  the 
resources  to  be  introduced,  in  this  case  beds 
along  with  the  personnel,  capital,  and  pro- 
gram expenses  attendant  on  them,  the  par- 
ties strove  for  a resolution  utilizing  a I’e- 
allocative  approach.  Eventually,  representa- 
tives of  the  Department  of  Mental  Health, 
Retardation,  and  Hospitals,  Butler  Hospital, 
the  State  Budget  Office,  and  the  Providence 


Community  Mental  Health  Centers  after  an 
extensive  fiscal  review  were  able  to  recom- 
mend an  eventual  transfer  of  acute  inpatient 
services  from  the  IMH  to  Butler  through 
the  closing  of  Ij\Hd  beds  and  the  adoption  of 
strong  formal  linkages  between  the  Provi- 
dence Community  Mental  Health  Center, 
Butler  Hospital,  and  the  Department  of  Men- 
tal Health,  Retardation,  and  Hospitals.  The 
cooperative  spirit  in  which  this  cost  and 
treatment  effective  reallocation  was  achieved 
was  a model  for  the  remainder  of  the  health 
community. 

ROAD  TO  DE-REGULATION 
I am  not  pleased  with  the  direction  of 
current  regulatory  efforts  mandated  by  state 
and  federal  governments,  and  I hope  that 
health  institutions  will  soon  awaken  to  the 
realization  that  proactive  planning  on  their 
part  — hard  decisions  as  to  which  hospitals 
should  expand  and  which  should  begin  to 
diminish  — is  the  only  road  to  diminished 
encroachments  by  government.  The  adoption 
(Continued  on  next  page) 
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of  formal  linkages  with  other  health  care 
facilities  and  the  sharing  of  services  and 
programs  to  reduce  duplication  and  under- 
utilization of  programs  and  services  are  be- 
ginnings on  the  road  to  de-regulation. 

Davis  Street 
Providence,  RI  02908 


A CRISIS  FOR  PROGRAI\I 
EVALUATION : AN  EMBARRASSMENT 
OF  OPPORTUNITY 

(Continued  from  page  504) 
ducers  and  consumers  in  the  market  place 
for  most  goods  and  services.'^ 

The  third  problem  impelling  PE  is  the 
still  underdeveloped  nature  of  mental  health 
care  technology.  As  long  as  we  have  only  a 
hazy  idea  of  the  etiology  of  mental  and  emo- 
tional problems  and  the  effects  of  various 
treatments,  we  can’t  expect  services  to  be 
highly  effective.  Similarly,  past  studies  to 
evaluate  the  CMHC  Program  found  that  cen- 
ters fell  short  on  the  initial  goals  of  primary 
prevention,  impact  on  use  of  state  hospitals, 
and  citizen  participation.  The  administrative 
complexity  of  the  Centers’  Program  was 
greater  than  forseen.®-  ^ 

LIMITATIONS  OF  PROGRAM  EVALUATION 
If  these  serious  problems  in  the  mental 
health  care  system  are  the  reasons  that  pro- 
gram evaluation  is  being  called  upon,  we 
should  not  be  surprised  if  program  evaluation 
will  soon  be  judged  a failure.  Let’s  consider 
two  general  characteristics  of  PE  and  then 
(Continued  on  page  512) 
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It  could  be  a 
cold  day  in  December 
if  you  wait  that  long  to 
make  tax  decisions. 


If  you  hold  municipals,  why  should  you  wait  until  the  last  trading 
days  to  make  tax  realignments . . .when  you're  at  the  whim  of  year-end 
market  pressures  and  prices? 

It  makes  far  more  sense  to  begin  now,  using  the  time  ahead  for  more 
opportune  transactions  and  less  pressured  decisions. 

Besides,  there  are  variances  right  now  between  the  long  and  inter- 
mediate term  markets  which  suggest  a better-than-usual  climate  for 
exchanging. 

In  working  to  maximize  your  tax  advantages,  there  are  many 
points  with  which  Kidder,  Peabody’s  expertise  can  be  particularly 
helpful.  Our  experience  in  municipal  bonds  is  one  of  the  most  ex- 
tensive on  Wall  Street.  And  whether  your  portfolio  includes  five 
or  five  hundred  bonds,  you  don’t  want  to  miss  any  available  tax 
opportunity. 

To  help  you,  we've  prepared  special  information  on  1976  Munici- 
pal Bond  tax-swapping.  Just  mail  the  coupon  and  we’ll  send  the 
material. 
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the  likely  impact  of  PE  on  the  three  con- 
ditions causing  interest  in  PE.  (a)  Disjunc- 
tion from  Managers.  The  first  general  char- 
acteristic is  the  basic  weakness  for  practical 
application  PE  has  inherited  from  its  back- 
ground as  a form  of  research.  Generally,  ]iro- 
gram  evaluation  has  not  been  closely  tied 
into  management  in  such  a way  as  to  influ- 
ence managers’  decisions.  Often  there’s  a gap 
between  the  interests  and  orientations  of  re- 
searchers and  progi’am  managers.  Further, 
there  is  often  little  incentive  for  managers 
to  use  program  evaluation.  Rewards  for  man- 
agement come  from  people’s  impressions  of 
the  effectiveness  and  efficiency  of  a program. 
These  impressions  can  be  formed  more  easily 
by  advertising  and  public  relations  than  by 
making  program  improvements,  since  the  lat- 
ter is  a slow  and  uncertain  process  at  best. 
Therefore,  managers  have  limited  incentive 
to  use  PE  results. 

(b)  Related  to  this  is  the  role  which  PE 
plays  in  the  societal  power  system.  Alford, 
in  a recent  book  titled  Health  Care  Politics: 
Ideological  and  Interest  Group  Barriers  to  Re- 
form,^® characterized  the  most  important 
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structural  interests  in  the  health  field  as 
professional  monopolists,  corporate  ration- 
alizers, and  equal  health  advocates.  The 
strongest  are  the  professional  monopolists, 
who  are  the  care  providers  and  the  in- 
dustries that  profit  by  supporting  provid- 
ers of  care.  The  powers  and  privileges 
of  this  group  are  challenged  by  the  cor- 
porate rationalizers,  who  try  to  make 
health  care  more  efficient  and  rational,  usu- 
ally by  developing  law’s,  regulations,  and 
standards  for  services  to  meet.  The  struggle 
between  these  groups  leads  to  crises  in  which 
commissions  are  appointed  to  study  the  prob- 
lem. Such  an  action  temporarily  resolves  the 
crisis.  Commission  reports,  when  completed, 
are  forgotten,  leaving  tlie  health  system  much 
as  it  was  previously.  Alford  documented  this 
in  the  findings  of  the  major  investigative 
commissions  on  New  York  hospitals  from 
1950  to  1970.  The  problems  reported  by  vari- 
ous commissions  were  quite  similar.  Alford 
concluded  that  the  commissions  played  an 
important  role,  not  because  they  lead  to  sig- 
nificant policy  innovations,  but  because  they 
convinced  the  public  that  tangible  action  was 
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taken.  Similarly,  Carter  argues  that  evalua- 
tion studies  play  a conservative  function  clue 
to  clients’  resistance  to  negative  findings." 
The  Minnesota  Center  for  Social  Research 
found  that  evaluation  studies  at  the  federal 
level  are  not  used  for  grand  decisions,  but 
aid  to  reduce  decision-makers’  uncertainty 
by  clarifying,  reinforcing,  or  reorienting. i- 
Volkman  and  I found  that  changes  reported 
by  centers  from  their  own  program  evaluation 
tended  to  be  program-expanding  much  more 
often  than  either  program-contracting  or 
simply  program-modifying.^^  Thus,  both  the 
act  of  evaluating  a program  and  the  results 
tend  to  be  used  by  vested  interests  to  sup- 
port their  activities. 


Next,  let  us  consider  the  three  problems  in 
mental  health  services  which  I feel  are  im- 
pelling evaluations,  (c)  Costs  are  unlikely  to 
be  lowered  unless  the  results  of  PE  are  heed- 
ed much  more  than  seems  customary  and 
are  used  for  program  curtailment  as  well  as 
program  expansion.  Managers  charged  with 
providing  services  to  a constituency  are  un- 
likely to  want  to  risk  a cut  in  these  services 
without  convincing  evidence.  Such  evidence 
must  include  both  costs  and  effectiveness. 
Since  cost-effectiveness  studies  are  among 
the  hardest  to  do  well,  compelling  evidence  is 
unlikely. 

(d)  The  problem  of  non-responsive  struc- 

( Continued  on  next  page) 
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tural  conditions  in  the  health  field  seems  un- 
likely to  be  soK'ed  by  program  evaluation  as 
long  as  it  is  under  the  management  of  the 
care  providers.  Primack  and  von  Hippel,  in  a 
recent  book  titled  Advice  and  Dissent:  Scien- 
tists in  the  Political  Arena,  describe  the  sci- 
ence advisory  system  in  the  federal  govern- 
ment as  relatively  ineffectual  in  informing 
the  democratic  decision-making  process.  In 
several  technological  issues  they  found  “much 
of  the  most  important  technical  advice  had 
been  ignored  — or  worse,  publicly  misrepre- 
sented — by  government  officials.  The  final 
outcome  of  these  controversies  was  in  each 
case  much  more  influenced  by  the  publicly 
available  infoimation  and  the  public  activities 
of  scientists  than  by  the  confidential  advice 
given  the  government  officials. (e)  The 
problem  of  an  ineffective  treatment  technol- 
ogy calls  for  improving  the  technology 
through  basic  research  on  the  causes  and 
cures  of  mental  and  emotional  problems,  more 
than  evaluations  of  how  effectively  the  exist- 
ing technology  is  being  applied  in  programs.* 
These  problems  severely  limit  how  much 
program  evaluation  can  solve  the  existing 
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major  problems  in  mental  health  care.  It 
seems  more  likely  that  program  evaluation 
will  (a)  be  judged  ineffective  or  (b)  be  used 
to  support  the  current  system  by  serving  as 
evidence  that  managers  are  concerned  about 
problems  (whether  or  not  changes  ever  re- 
sult) or  by  selective  reporting  of  results  in 
order  to  promote  programs. 

A system  which  is  imposed  by  outside  au- 
thorities has  vulnerability  to  sabotage.  Such 
an  externally  imposed  system  might  be  called 
Legally  Impelled  Evaluation  System  or  acro- 
nymically  LIES.  Some  products  of  such  a 
system  are:  high  formal  compliance,  in- 
creased reporting  of  the  types  of  data  which 
are  reinforced  (and  suspected  gap  between 
reported  data  and  actual  events) , resentment 
toward  the  government,  and  less  inclination 
by  centers  to  identify  with  and  use  results 
voluntarily. 

FIVE  SOLUTIONS 

In  view  of  this  pessimistic  analysis,  what 
can  program  evaluators  do  to  make  their 
trade  really  relevant  to  the  serious  problems 
in  mental  health  care?  I suggest  five  things: 

*It  is  relevant  to  observe  that  the  crisis  for  program 
evaluation  differs  from  the  crisis  for  mental  health 
research  which  Doctor  Bertram  Brown  presented 
to  the  American  Psychiatric  Association  in  May, 
1976,^5  namely  a crisis  of  radically  decreased  funds. 
Between  1969  and  1975  funds  for  the  research  pro- 
grams of  the  National  Institute  of  Health  (NIH)  in- 
creased by  more  than  34  per  cent  in  terms  of  actual 
buying  power;  at  the  same  time,  comparable  support 
for  mental  health  research  decreased  by  nearly  31 
per  cent. 

A comparison  of  NIMH  with  only  those  institutes  of 
NIH  that  also  suffered  decreases  demonstrates  how 
seriously  the  NIMH  position  has  eroded.  Taking  in- 
flation into  account,  four  of  the  ten  institutes  of  NIH 
experienced  reductions  in  grant  support  ranging  from 
8 per  cent  for  the  National  Institute  of  Allergy  and 
Infectious  Diseases  to  22  per  cent  for  the  National 
Institute  of  Neurological  and  Communicative  Diseases 
and  Stroke  (NINCDS)  since  1969.  None  of  these  ap- 
proached the  31  per  cent  reduction  of  NIMH  research 
funds.  As  a side  observation.  Brown  noted  that  the 
two  brain-related  Institutes  (NINCDS  and  NIMH) 
are  the  two  hardest  hit. 

The  Institute’s  1976  budget  allocates  $62  million 
dollars  for  research  grants  — $18.7  million  less  than 
in  1967,  or  a reduction  of  more  than  23  per  cent.  Em- 
ploying the  constant  dollar  figure,  that  cut  translates 
into  a 53  per  cent  decrease  in  buying  power. 

The  view  ahead  is  even  more  ominous.  The  1977 
budget  allocation  would  be  a 56  per  cent  reduction. 

These  data  tell  a devastating  story:  Over  the  past 
decade,  more  than  half  of  the  NIMH  research  grant 
support  capability  has  been  erased.  The  difficulties 
in  research  funding  are  likely  to  be  exacerbated 
if  the  PE  form  of  research  is  seen  to  be  ineffective. 
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1)  We  should  counter  the  tendency  to  oversell 
program  evaluation.  We  must  make  clear  the 
limits  in  what  can  be  expected  and  the  con- 
ditions required  even  to  achieve  these  bene- 
fits. Humility  prevents  humiliation.  2)  To  get 
managers  to  use  findings,  program  evaluation 
studies  must  be  designed  in  collaboration 
with  managers.  Davis’s  A VICTORY  model’'’ 
suggests  ways  to  relate  findings  to  program 
conditions  to  produce  change.  Program  evalu- 
ators should  not  be  isolationists,  doing  inde- 
pendent studies  and  expecting  the  salience 
of  the  results  to  convince  managers.  3)  Ex- 
ternal groups  should  be  involved  in  collabora- 
tive roles,  as  far  as  possible,  to  give  support 
to  the  use  of  evaluation  results.  P.L.  94-63 
mandates  that  citizens  are  to  review  data.  If 
this  review  is  done  properly,  citizen  support 
for  using  evaluation  results  may  be  generated. 
Tufts  University  has  produced  a manual  to 
guide  citizens  in  doing  evaluation.’"  Citizen 
interest  in  use  of  evaluation  results  is  persua- 
sive to  managers  and  provides  a hearing  for 
evaluation  data.  Citizens  can  be  an  echo  cham- 
ber for  the  voice  of  the  evaluator  — or  the 
evaluator  may  provide  the  words  and  ration- 


ale for  the  will  of  the  people.  4)  External  in- 
stitutional supports  for  frankness  in  program 
evaluation  reporting  are  needed  to  protect 
conscientious  evaluators.  Ethical  standards  of 
reporting  need  to  be  established.  The  Joint 
Commission  for  the  Accreditation  of  Hospi- 
tals is  developing  standards  for  centers,  in- 
cluding a section  on  research  and  evaluation. 
‘‘Whistle-blowers”  have  pointed  out  the  lack 
of  personal  protection  for  those  who  speak 
their  conscience.’®  Ways  to  protect  evaluation 
messengers  wdio  have  bad  program  news  to 
announce  are  needed.  Perhaps  a Messenger 
Protection  League  should  be  set  up  by  pro- 
fessional bodies.  5)  Positive  incentives  for 
program  use  of  information  should  be  devel- 
oped. Quality  assurance  provisions  link  reim- 
■^mrsements  to  the  adoption  of  a process  of 
peer  review.  The  linkage  is  not  to  use  of  the 
results  of  peer  review.  The  same  is  true  for 
the  requirements  for  PE  activities.  If  rein- 
forcement could  be  given  for  making  progi'am 
improvements  based  on  better  know’ledge, 
problem-solving  administration  would  be  en- 
hanced. This  can  be  done  somewhat  by  giving 
(Continued  on  next  page) 
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publicity  to  cases  of  “fulfilled”  program  evalu- 
ation. NIMH  can  help  this  process  by  publish- 
ing casebooks  of  model  evaluations.  Steps  in 
this  direction  have  been  taken  for  use  of 
demographic  data/®  the  Region  II  manual  for 
program  evaluation  cases/®  and  the  American 
Institute  for  Research’s  source  book.^* 
CONCLUSIONS 

The  Health  care  system  is  sick.  A self-in- 
terest based  institutional  structure  with  a 
high  concentration  of  power  in  care  providers 
has  created  pathological  conditions,  at  least 
what  appears  to  be  a cancerous  growth  in 
costs.  PE  is  an  expert  with  uncertain  cre- 
dentials brought  in  to  find  and  administer  a 
cure.  We  aren’t  sure  what  medicine  should 
be  given,  but  it’s  clear  that  the  patient  won’^' 
like  its  taste.  Unless  the  patient  takes  the  A 
prescribed  medicine  regularly,  the  prescribed  ^ 
PE  is  unlikely  to  be  helpful.  We  need  tech- 
nological and  collective  efforts  to  make  PE 
more  potent  and  more  palatable. 
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Wai’ner  Chilcott  is  introducing  the  first 
completely  disposable,  pre-evacuated  vacuum 
system  for  uterine  aspiration  curettage.  Each 
unit  is  complete  with  a flexible  plastic  can- 
nula/curette and  YAKUT  AGE  110  is  pre- 
charged with  sufficient  vacuum  to  complete 
endometrial  biopsy,  menstrual  induction,  and 
uterine  curettage.  VAKUTAGE  355  is  for 
completion  of  a spontaneous  incomplete 
abortion. 

* * * 

The  3M  Company  is  introducing  wider  and 
longer  Steri-Strip  Skin  Closures  for  use  in 
large  abdominal  incisions  and  orthopedic 
wounds.  The  increased  surface  area  of  the 
strip  offers  maximum  support  for  large 
wounds. 

* * * 

Sobering  has  released  a new  oral  agent, 
called  Proglycem,  for  treatment  of  certain 
forms  of  organic  hypoglycemia.  It  acts  by 
inhibiting  release  of  insulin  from  the  pan- 
creas, with  benefits  within  an  hour  and  last- 
ing up  to  eight  hours.  Proglycem  has  no 

effect  on  blood  pressure. 

* * 

Upjohn  announces  an  updated  package  in- 
sert for  Motrin®,  the  nonsteroidal,  anti-arth- 
ritis agent,  to  reflect  clinical  experience  in 
the  treatment  of  an  estimated  five  million 
arthritis  patients.  The  sections  on  clinical 
pharmacology,  indications,  warnings,  adverse 
reactions,  and  overdosages  are  modified. 

* H:  * 

Holo  Industries  are  introducing  a new  lift- 

transporter  which  peiTnits  paraplegics,  in- 
valids, and  other  handicapped  individuals  to 
be  lifted  by  an  electric  lift  from  their  bed 
to  wheelchair  and  vice  versa.  It  is  motorized 
for  both  vertical  and  horizontal  movement 
and  has  a control  panel  which  the  patient 
may  operate. 

* * * 

The  Medtronic  Learning  Center  has  a new 

catalog  which  lists  the  fimi’s  array  of  avail- 
able educational  materials  on  cardiac  pacing. 
These  include  books,  brochures,  videotapes, 
audiotapes,  films,  and  slides,  many  of  which 
are  available  without  charge. 


Norcliff  Thayer,  Inc.  has  an  educational 
device  to  aid  in  combating  the  head  lice  and 
scabies  problem  in  school  children.  Both  dis- 
eases are  increasing.  A sound  filmstrip  edu- 
cates children  about  lice  — how  to  avoid, 
how  to  diagnose,  and  how  to  get  rid  of. 
Comes  with  records  or  cassettes  for  $6.00. 

* * * 

Baka  has  three  new  patient  aids  designed 
to  eliminate  the  use  of  adhesive  tape  for 
securing  catheters  and  naso-gastric  tubes. 
There  are  three  types  of  holders  — each  one 
is  available  in  “one  size  fits  all  adult”  or 
“one  size  fits  all  children.” 

* * * 

Danal  Laboratories  announces  a new  line 
of  ostomy  appliances  which  feature  a new 
plastic,  Crixiline®,  which  is  said  to  have 
advantages  over  both  karaya,  commonly  used 
in  rings,  and  pectin,  commonly  used  for  ad- 
hesive squares.  The  new  ostomy  line  will  in- 
clude appliances  for  small  bowel,  colon,  or 
urinary  tract  ostomies. 

* * * 

The  Ames  Company,  Elkhart,  has  a unique 
test  kit  which  may  be  used  in  the  doctor’s 
office  to  screen  for  gonorrhea  by  culture 
method.  The  kit  does  not  require  refrigera- 
tion and  has  a shelf  life  of  18  months.  Each 

kit  provides  materials  for  10  tests. 

^ ^ 

Organon  is  introducing  HEXADROL® 
(dexamethasone  sodium  phosphate  USP)  in 
sterile  disposable  syringes.  Each  syringe  will 
contain  dosage  equal  to  4.0  mg.  Indications 
include  all  those  usual  for  such  a steroid, 
but  especially  indicated  are  those  indications 
involving  acute  allergic  states  which  demand 
prompt  therapy. 

^ 

Burch  Manufacturing  Company  announces 
a new,  lightweight,  collapsible  immersion 
tank  designed  to  meet  the  critical  need  for 
immediate  treatment  in  cases  of  malignant 
hyperpyrexia.  Weighs  only  10  pounds,  can 
be  set  up  in  eight  seconds  by  one  person,  fits 
a standard  stretcher  cart.  It  is  easily  cleaned 
and  folds  up  for  compact  storage. 

(Continued  on  next  page) 
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Endo  Laboratories  announces  a new  indi- 
cation for  Symmetrel®  (amantadine  hydro- 
chloride). It  is  now  indicated  in  the  treat- 
ment of  drug-induced  extrapyramidal  re- 
actions. Symmetrel  has  been  approved  previ- 
ously for  Parkinson’s  disease  and  syndrome 
and  for  prophylaxis  in  A2  (Asian)  influenza. 

News  of  what  is  new  in  the  medical  supply  indus- 
try is  composed  of  abstracts  from  news  releases  by 
manufacturers  — of  phannaceuticals,  clinical  labora- 
tory supplies,  instruments,  and  surgical  appliances  — 
and  book  publishers.  Each  item  is  published  as  news 
and  does  not  necessarily  constitute  an  endorsement 
of  a product  or  recommendation  for  its  use  by  The 
Rhode  Island  Medical  Journal  or  the  Rhode  Island 
Medical  Society. 


Reprinted  courtesy  of  the  Journal  of  the  Indiana 
State  Medical  Association. 

Woman’s  Auxiliary 
Scholarship  Award 

The  Woman’s  Auxiliary  to  the  Rhode  Is- 
land Medical  Society  recently  presented  a 
scholarship  to  Frank  L.  Hanley,  who  resides 
at  98  Opper  Street  in  Providence.  He  earned 
a B.A.  degree  in  psychology  from  Brown  Uni- 
versity in  1974  and  is  currently  a third  year 
medical  student  at  Tufts  Medical  School  in 
Boston.  He  spent  last  summer  working  in  the 
Department  of  Anesthesiology  at  Rhode  Is- 
land Hospital. 


.SlAIIMI-NT  OP  OwNKKSlIll’,  MaNAOEMI  NT  AND 
(URCULATION 

(Act  of  August  12,  1970:  Section  3685,  Title  39, 
United  States  Code) 

1.  Date  of  filing  October  1,  1976. 

2.  'I'itle  of  publication:  Rhode  Island  Medical  journal 

3.  rr«iuency  of  issue:  Monthly 

I.  Location  of  known  office  of  publication:  106  I'lancis 
St.,  Providence,  Providence  County,  Rhode  Island 
02903 

5.  Location  of  headquarters  or  general  business  offices  of 
the  publishers:  106  Francis  St.,  Providence,  R.  I. 
02903 

6.  Names  and  addresses  of  publisher,  editor  and  man- 
aging editor: 

I'tihhshey.  Rhode  Island  Medical  Society,  106  Francis 
Sr.,  Providence,  R.  I.  02903 

Editor:  Seebert  J.  Goldowsky,  4S8  Wayland  Ave., 
Providence,  R.  I.  02906. 

Managing  Editor:  Timothy  B.  Norbeck,  3 Fernclifl 
Road,  Barrington,  R.  I.  02806. 

7.  Owner:  Rhode  Island  Medical  Society,  106  Francis 
St.,  Providence,  R.  I.  02903 

8.  Known  bondholders,  mortgagees,  and  other  security 
holder  owning  I per  cent  or  more  of  total  amount  of 
bonds,  mortgages  or  other  securities:  None 

9.  For  optional  completion  by  publishers  mailing  at 
the  regular  rates  (Secdon  132.121,  Postal  Service 
Manual) 

39  U.  S.  C.  3626  provides  in  pertinent  part:  “No 
person  who  would  have  been  entitled  to  mail  mat- 
ter under  former  section  4359  of  this  title  shall  mail 
such  matter  at  the  rates  provided  under  this  sub- 
section unless  he  files  annually  with  the  Postal  Serv- 
ice a written  request  for  permission  to  mail  matter 
at  such  rates.” 

In  accordance  with  the  provisions  of  this  statute, 
I hereby  request  permission  to  mail  the  publication 
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ently authorized  by  39  U.  S.  C.  3626. 

Seebert  J.  Goldowsky,  M.D. 

10.  For  completion  by  nonprofit  organizations  author- 
ized to  mail  at  special  rates  {Section  132.122,  Postal 
Manual) 

The  purpose,  function,  and  nonprofit  status  of  this 
organization  and  the  exempt  status  for  Federal 
income  tax  purposes  have  not  changed  during  pre- 
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42 
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Office  Use,  Left-over,  Un- 
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I certify  that  the  statements  made  by  me  above  are 
correct  and  complete. 

Seebert  J.  Goldowsky,  M.D. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 


ogy; spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syn- 
drome; convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency 


and/ or  severity  of  grand  mal  seizures  rr 
require  increased  dosage  of  standard  ap 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of  i 
seizures.  Advise  against  simultaneous  ir' 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  hav 
occurred  following  abrupt  discontinuanc 
(convulsions,  tremor,  abdominal  and  mi' 
cle  cramps,  vomiting  and  sweating).  Kec 
addiction-prone  individuals  under  careff  | 

1 

( 


i 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  pos- 
sibility of  pregnancy  when  institut- 
ing therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 


ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice. 


skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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BROWN  UNIVERSITY 


DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 


JANUARY 

4 BOARD  REVIEW  COURSE  IN  INTERNAL  MEDICINE.  Weekly  lectures  Tuesday 
evenings  through  June  7,  1977.  Topics  will  include:  gastroenterology,  liver 
disease,  immunology,  renal,  endocrine,  cardiology,  oncology,  pulmonary 
diseases,  infectious  diseases,  neurology,  diabetes,  office  gynecology,  rheu- 
matology, hematology,  dermatology.  Tuesdays,  7:00  P.M.-9:00  P.M.  George 
Auditorium,  Rhode  Island  Hospital.  Registration  required.  For  information, 
contact  the  Office  of  Continuing  Medical  Education,  Brown  University,  Box 
G,  Providence,  Rl  02912,  or  863-3337. 

5 Basic  Science  Lecture  Series,  "Fat  Embolism,"  Karl  E.  Karlson,  M.D.,  Surgeon- 
in-Charge,  Division  of  Cordio-Thoracic  Surgery,  Rhode  Island  Hospital.  1:00 
P.M.,  7th  Floor  Conference  Room,  APC,  Rhode  Island  Hospital. 

12  Basic  Science  Lecture  Series,  "Orthopaedic  Neurology,"  Michael  Faella,  M.D., 
Department  of  Neurology,  Kent  County  Hospital.  For  place,  see  January  5. 

12  MEDICAL  RESEARCH:  ISSUES  OF  INFORMED  CONSENT.  Speakers  will  include: 
Donald  Chalkley,  Ph.D.,  Director,  Office  of  Protection  from  Research  Risks, 
N.I.H.;  Robert  Levine,  M.D.,  Professor  of  Medicine,  Yale  University  School  of 
Medicine;  Kenneth  Voux,  Ph.D.,  Director  of  Programs  in  Medical  Human- 
ities and  Ethics,  Texas  Medical  Center;  Alexander  Capron,  Ph.D.,  Professor, 
University  of  Pennsylvania  Law  School.  The  program  wi'l  also  include  case 
presentations  and  a panel  response  with  local  participants.  8:30  A.M.-3:45 
P.M.,  The  Cranston  Hilton  Inn,  Cranston.  Registration  required.  For  informa- 
tion contact  Rev.  Duane  Parker,  Rm.  146  Aldrich  Bldg.,  Rhode  Island  Hospital. 

14  "Diagnosis  of  o Child  with  Abdominal  Pain,"  M.  Judah  Folkman,  M.D., 
Surgeon-in-Chief,  Children's  Hospital  Medical  Center,  and  Julia  Dyckman 
Andrus  Professor  of  Pediatric  Surgery,  Harvard  Medical  School.  10:30  A.M.- 
12:00  Noon,  Kay  Auditorium,  Roger  Williams  General  Hospital. 

19  Basic  Science  Lecture  Series,  "Management  of  Chronic  Arthropathies,"  Jo- 
seph P.  Lombardozzi,  Jr.,  M.D.,  Medical  Staff,  Rhode  Island  Hospital.  See 
January  5 listing  for  time  and  place. 


26  Basic  Science  Lecture  Series,  "Vascular  Problems  of  the  Lower  Extremities," 
Warren  Francis,  M.D.,  Surgical  Staff,  Rhode  Island  Hospital.  For  time  and 
place,  see  January  5 listing. 


FEBRUARY 

9 RECENT  ADVANCES  IN  HEMATOLOGY.  Topics  and  speakers  will  include: 
"Idiopathic  Thrombocytopenic  Purpura,"  Mario  G.  Baldini,  M.D.,  Professor 
of  Medical  Science,  Brown  University;  "On  the  Lysis  of  Cells  by  Complement 
— The  Membrane  Attack  Mechanism,"  Manfred  Mayer,  Ph.D.,  Professor  of 
Microbiology,  Johns  Hopkins  University  School  of  Medicine;  "Immune  Hemo- 
lytic Anema,"  John  P.  Leddy,  M.D.,  Professor  of  Medicine  and  Microbiology, 
University  of  Rochester  School  of  Medicine.  Also,  "Transformation  Sensiti- 
zation of  Blood  Cells,"  Herbert  C.  Lichtman,  M.D.,  Professor  of  Medical 
Science;  "Immune  Neutropenia,"  James  P.  Crowley,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  Brown  University;  and  "Circulating  Anticoagulants  to 
Factor  VIII,"  Maurice  M.  Albala,  M.D.,  Director,  Division  of  Clinical  Hema- 
tology, Rhode  Island  Hospital.  1:00  P.M.  to  5:00  P.M.,  George  Auditorium, 
Rhode  Island  Hospital.  A registration  fee  will  be  charged.  For  information, 
contact:  Office  of  Continuing  Medical  Education,  Brown  University,  Box  G, 
Providence,  Rl  02912,  or  863-3337. 


1 1 "Rh  Revisited  — The  History  and  Eradication  of  a Disease"  (combined  Pedi- 
atric Teaching  Rounds),  Philip  Lanzkowsky,  M.D.,  F.R.C.P.,  D.C.H.,  Professor 
of  Pediatrics,  School  of  Medicine  of  the  Health  Sciences  Hospital,  State  Uni- 
versity of  New  York  at  Stony  Brook.  Kay  Auditorium,  Roger  Williams  Hos- 
pital, 10:30  A.M. 


16  Basic  Science  Lecture  Series,  "Joint  Motion  and  Lubrication,"  Rosario  Toma- 
selli,  M.D.,  Orthopedic  Staff,  Rhode  Island  Hospital,  1:00  P.M.,  7th  floor 
Conference  Room,  A.P.C.,  Rhode  Island  Hospital. 


23.  Basic  Science  Lecture  Series,  "Electromyography,"  Henri  L.  Pache,  M.D., 
Department  of  Rehabilitation  Medicine,  Rhode  Island  Hospital,  1:00  P.M., 
7th  Floor  Conference  Room,  APC,  Rhode  Island  Hospital. 


BROWN  UNIVERSITY 

DIVISION  Of  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


COMMENTS  ON  THE  NEW  HEALTH  MANPOWER  BILL 


On  October  12,  1976  President  Ford  signed 
into  law  the  Health  Professions  Educational 
Assistance  Act  of  1976  (Public  Law  94-484). 
There  are  many  provisions  in  this  Act  which 
impinge  upon  medical  practice  and  medical 
education  in  Rhode  Island  including:  (1)  the 
establishment  of  a National  Health  Service 
Corps;  (2)  a stipulation  that  the  federal  gov- 
ernment establish  criteria  for  detennining 
allowable  increases  in  tuition  and  other  edu- 
cational costs  by  the  health  professions  col- 
leges of  the  United  States;  (3)  a requirement 
that  medical  residency  training  programs  in 
primary  care  fields  provide  a reasonable  num- 
ber of  shared-schedule  positions;  (4)  a new 
program  of  federally  insured  loans  for  stu- 
dents in  the  health  professions  colleges,  com- 
mencing October  1,  1977 ; (5)  continued  capi- 
tation support  for  those  medical  students 
attending  medical  schools  which  are  in  com- 
pliance with  the  new  law;  and  (6)  a declai’a- 
tion  that  physicians  are  no  longer  to  be  con- 
sidered a shortage  profession  and  therefore 
noncitizen  foreign  medical  graduates  are  no 
longer  to  receive  preferential  status  in  gain- 
ing admission  to  the  United  States  under  the 
Immigration  and  Nationality  Act. 

There  is  one  further  provision  in  the  new 
bill,  however,  which  I believe  threatens  a 
fundamental  principle  of  higher  education  in 
private  institutions,  namely,  the  right  of  such 
institutions  to  be  responsible  for  their  own 
admissions  policies.  The  new  bill  will  now 
require  that  American  medical  schools  set 
aside  for  US  foreign  medical  students  a cer- 
tain number  of  advanced-standing  class  po- 
sitions proportioned  and  assigned  to  each 
school  by  the  Secretary  of  Health,  Education 
and  Welfare.  (President  Ford,  while  signing 
the  bill,  nevertheless  stated  in  writing  his 
reservations  regarding  this  provision,  noting 


that  “.  . . it  undermines  our  medical  schools’ 
admission  policies  by  imposing  Federal  law  to 
override  an  individual  school’s  admission  cri- 
teria.”) At  the  present  time,  the  law  is  am- 
biguous as  to  whether  the  1977-78  or  1978-79 
school  year  shall  be  the  first  year  when  this 
provision  is  to  be  implemented.  In  any  case, 
to  be  eligible  for  one  of  these  positions  a 
foreign  medical  student  must,  first,  be  a US 
citizen ; second,  must  have  been  duly  enrolled 
in  a foreign  medical  school  before  the  enact- 
ment of  this  Act ; and  third,  must  have 
completed  at  least  two  years  in  an  accredited 
foreign  medical  school  and  have  passed  Part 
I of  the  National  Board  of  Medical  Exami- 
ners Test  prior  to  August  15,  1959. 

It  is  assumed  that  the  basis  for  this  par- 
ticular provision  is  to  facilitate  the  return 
of  American  students  receiving  their  medical 
education  abroad  and  to  provide  for  them  a 
supeiwised  clinical  experience  using  local  edu- 
cational resources.  Is  there  a demonstrated 
need  for  such  federal  intervention  in  the  ad- 
missions process  of  the  Brown  medical  school  ? 

For  almost  three  years  Brown  University 
has  been  voluntarily  providing  such  a chan- 
nel for  Rhode  Islanders  studying  medicine 
abroad.  Since  early  1974  the  Program  in  Med- 
icine at  Brown  has  maintained  a program  of 
supervised  clinical  education.  Participants  are 
provided  a year  of  clerkship  experience  in 
medicine,  surgery,  pediatrics,  obstetrics,  ne- 
onatology, and  gynecology  in  hospitals  affili- 
ated with  Brown  University.  This  program 
is  restricted  to  men  and  women  who  are  resi- 
dents of  the  state  of  Rhode  Island.  Upon  sat- 
isfactory completion  of  these  clerkships  the 
special  student  will  receive  credit  (equal  to 
one  year  of  studies)  which  is  accepted  by  his 
parent  medical  school. 

(Continued  on  Next  Page) 
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Since  1974  fifteen  Rhode  Islanders  have  en- 
rolled in  or  have  completed  this  special  edu- 
cational program.  Of  these  15  students,  six 
had  received  their  prior  undergraduate  edu- 
cation at  Providence  College,  three  at  the 
University  of  Rhode  Island  and  the  remainder 
at  such  institutions  as  Vermont,  Bridgeport, 
Hartwick,  Brown,  and  Beloit.  Nine  of  these 
students  have  received,  or  will  receive  their 
medical  degree  from  the  University  of  Bol- 
ogna, five  from  the  University  of  Rome,  and 
one  from  the  University  of  Bordeaux.  Two 
further  students  have  already  been  accepted 
for  the  Supervised  Clinical  Education  Pro- 
gram commencing  in  August,  1977 ; these 
latter  two  students  are  presently  at  the  Uni- 
versity of  Lisbond  and  the  Royal  College  of 
Surgeons  in  Ireland. 

During  this  past  year  Brown  has  also  insti- 
tuted a Modified  Fifth  Pathway  Program  for 
Rhode  Island  residents.  Two  students  have 
applied,  and  both  were  accepted.  However, 
only  one  has  chosen  to  begin  the  program 
with  Brown. 

Brown  has  indeed  made  its  educational  re- 
sources available  to  Rhode  Islanders  studying 
medicine  abroad.  In  the  past  three  years  our 
admissions  committee  has  offered  places  to 
22  students  and  16  have  accepted  our  offer 
to  obtain  the  clinical  segment  of  their  educa- 
tion in  the  Brown  orbit  of  hospitals  (Rhode 


Island  Hospital,  Roger  Williams  General  Hos- 
pital, Veterans  Administration  Hospital,  The 
Miriam  Hospital,  Memorial  Hospital,  Women 
& Infants  Hospital).  These  special  students 
have  received  a clinical  education  which  is 
indistinguishable  Horn  that  which  we  provide 
our  own  junior  and  senior  medical  students, 
and  both  groups  of  students  ai’e  integrated 
in  such  a manner  as  to  provide  for  each 
equivalent  standards  of  education  and  faculty 
expectation. 

The  Brown  program  of  supervised  clinical 
education  for  foreign  medical  students  has 
conferred  an  additional  benefit  upon  our  pro- 
fessional community.  It  has  permitted  our 
affiliated  hospital  and  these  students  to  come 
to  know  each  other.  Five  of  the  16  special 
students  have  already  received  their  MD  de- 
grees and  four  are  currently  interning  in  this 
community  (one  each  at  Roger  Williams  Gen- 
eral, Memorial,  Rhode  Island,  and  Miriam 
Hospitals) . 

The  controversial  aspect  of  Public  Law  94- 
484  may  be  modified  or  repealed  during  the 
next  congressional  session.  Brown  plans  to 
continue  its  Program  of  Supervised  Clinical 
Education  for  qualified  Rhode  Islanders. 

Stanley  M.  Aronson,  M.D. 
Dean  of  Medicine 
Brown  University 

t z t 


THE  ANNUAL 


A 100-page  hardbound  photo  essay 
Prepared  by  students  in  Brown  University  Program  in  Medicine 


Available  by  advance  order, 
for  $6.00,  to  members  of  the 
Rhode  Island  medical  com- 
munity 


Send  checks  (payable  to 
The  Annual)  to: 

The  Annual 

c/o  Alan  Muney 
Box  G — Class  of  1978 
Brown  University 
Providence,  R.l.  02912 
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SOCIETY  TO  CONSIDER  MEMBERSHIP  BYLAWS  CHANGES 


By  Herbert  F.  Hager,  M.D. 


Medical  students  are  delivered  by  obstetri- 
cians whom  they  cannot  remember,  immu- 
nized by  pediatricians  who  to  them  mean 
needles  and  lollipops,  cared  for  in  college  by 
school  physicians  they  rarely  meet,  and  then 
are  enrolled  in  medical  school  to  learn  to  be 
physicians.  There  they  are  taught  by  a con- 
glomeration of  Doctors  of  Philosophy,  aca- 
demicians, and  sub-specialists,  who  for  the 
most  part  are  interested  in  the  specialty  so- 
cieties, or  are  not  members  of  organized 
medicine.  It  is  understandable  why  many  of 
the  students  grow  up  with  a bias  against  the 
American  Medical  Association  and  the  com- 
ponent state  societies.  The  federal  govern- 
ment and  organized  labor  in  their  desire  to 
divide  and  conquer,  and  to  dispel  the  aura 
that  traditionally  has  surrounded  a “doctor 
of  medicine,”  have  used  the  medical  organiza- 
tions as  whipping  boys.  They  hope  thus  to 
shift  to  the  medical  profession  the  blame  for 
their  costly  failures  in  legislative  and  regula- 
tory health  care  planning. 

In  an  effort  to  involve  the  future  physicians 
of  America  in  the  planning  and  regulatory 
processes  of  health  care  delivery,  the  AMA 
and  many  state  societies  have  changed  their 
bylaws  to  permit  membership  of  medical  stu- 
dents (Student  Physicians),  interns,  resi- 


dents, and  fellows  (Graduate  Physicians)  en- 
rolled in  approved  medical  schools  and  gradu- 
ate training  programs.  They  may  become  ac- 
tive members  either  through  local  components 
or  directly  at  the  state  or  national  level. 

The  Rhode  Island  Medical  Society  House 
of  Delegates  on  October  6,  1976,  after  com- 
mittee study  and  on  the  recommendation  of 
the  Council,  voted  to  approve  changes  in  the 
Society’s  bylaws.  These  changes  will  be  on 
the  agenda  for  the  RIMS  Annual  Meeting 
which  will  be  held  May  11,  1977  at  the  Cran- 
ston Hilton  Inn. 

The  bylaw  changes  would  provide  for  four 
classes  of  membership:  (a)  Members,  (b) 
Graduate  Physician  Members,  (c)  Student 
Physician  Members,  and  (d)  Honorary  Mem- 
bers. 

The  student  members  would  not  have  the 
right  to  vote  at  meetings  of  the  Society,  but 
'would  be  entitled  to  all  other  rights  and 
privileges  of  the  Society.  The  student  mem- 
bers and  the  graduate  physician  members 
would  be  permitted  to  join  the  state  Society 
directly  by  an  alternate  but  not  exclusive 
route  to  membership.  They  would  thus  not  be 
subjected  to  the  additional  dues  of  a com- 
ponent organization.  The  two  gi’oups  would 
(Continued  on  Next  Page) 
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be  permitted  to  caucus,  and  each  might 
choose  one  delegate  to  the  RIMS  House  of 
Delegates,  who  would  have  the  right  to  vote. 

Graduate  Physician  members.  Student  Phy- 
sician members,  and  Honorary  members 
would  be  exempt  from  any  special  assess- 
ments. Their  dues  would  be  determined  an- 
nually, and  it  is  recommended  that  they  be 
comparable  to  dues  for  simiar  groups  in  the 
AMA  and  thus  not  a financial  burden  to  any- 
one. 

Housestaff  and  medical  student  member- 
ship in  the  AMA  continues  to  grow.  In  1976 
nearly  11,000  interns  and  residents  joined 
the  Association.  This  represents  an  increase 
of  20  per  cent  over  1975,  which  was  a record 
year,  as  were  1973  and  1974.  This  year  also 
marks  the  fourth  consecutive  year  of  growth 


for  medical  student  membership  in  the  AMA. 
Over  10,000  medical  students  joined  in  1976, 
an  increase  of  20  per  cent  over  1975. 

The  state  societies  and  the  AMA  are  the 
organizations  that  represent  all  physicians. 
It  is  my  hope  that  the  Society’s  bylaws  can 
be  further  revised  to  permit  membership  by 
the  unlicensed  physicians  of  the  Rhode  Island 
medical  community.  These  would  include  phy- 
sicians in  the  armed  forces.  Veterans  Admin- 
istration, and  other  employed  civilian  physi- 
cians in  administrative  and  teaching  posi- 
tions. 

If  the  proposed  bylaw  changes  are  adopted, 
it  is  hoped  that  all  members  of  the  Society 
will  encourage  these  prospective  members  to 
join  with  us  in  promoting  the  best  possible 
health  care  in  Rhode  Island. 


Plan  Now  To  Celebrate 

The  130th  Annual  Meeting 

of  the 

Providence  Medical  Association 

Wednesday,  January  19,  1977 
Colonial  Hilton  Inn,  Cranston,  R.l. 

A Meeting  and  Dinner  Dance  to  which  all  Members  and  their  Spouses  are 
invited.  Music  will  be  provided  by  RALPH  STUART'S  ORCHESTRA. 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 


■ Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting— Anti\’ert/25  can  relieve  the 
nausea  and  c'omiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
is  one  tablet  t.i.d. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  — National  Research  (Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag  /day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “(Contraindications!’ 

ADVTRSE  REACmONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 


More  detailed  professional  information  available  on 
request. 
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Antivert725 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


(meclizine  HCl)  25  mg^Tablets 

for  vertigo* 
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THEREADEA 

LOTOPPEOPLE 
I GETTING  BETWEEN 
I VOUANDWUR 

PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

< Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients ; The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


Physicians  Seeking  Opportunities  In  Rhode  Island 


S.  M.  B.  Islam,  M.D. 

2157  Benson  Drive 
Apt.  21 

Dayton,  OH  45406 

Specialty : General  Surgery 

* 

B.  Reddy,  M.D. 

9293  Pickwick  Circle,  E. 
Building  23 
Taylor,  MI  48180 

Specialty : Ophthalmology 

* * * 

Thomas  S.  Brodie,  M.D. 

503  North  La  Jolla  Avenue 
Los  Angeles,  CA  90048 

Specialty : Cardiology 

* * * 

Ting-yeung  Wang,  M.D. 

39  East  Manning  Street 
Providence,  RI  02906 

Specialty : Pathology 

^ ^ ^ 

Donald  L.  McGuirk,  Jr.,  M.D. 
6793  Seversky  Drive 
Edwards,  CA  93523 
Specialty : Pediatrics 

C.  U.  Zachariah,  M.D. 

164-10  84th  Avenue,  Apt.  4G 
Jamaica,  Queens,  NY  11432 

Specialty : Internal  Medicine 
* * * 


Ronald  L.  Kabler,  M.D. 

25355  Shiawassee  Circle  No.  105 
Southfield,  MI  48034 
Specialty:  Urology 

* !l! 

Subhash  R.  Puranik,  M.D. 

St.  Joseph’s  Hospital 
1835  Rankin  Street 
Denver,  CO  80218 
Specialty : Pediatric  Surgery 

* Jl: 

John  Ertl,  M.D. 

4827  J Parkway 
Sacramento,  CA  95823 

Specialty:  Pediatrics 

;):  ❖ 

Raymond  G.  Troiano,  M.D. 

685  East  Seneca  Turnpike 
Apt.  C-7 

Syracuse,  NY  13205 
Specialty:  Neurology 

* :}s  ❖ 

Gary  S.  Clorfeine,  M.D. 

541-B  Winans  Road 
West  Point,  NY  10996 
Specialty : Ophthalmology 

* * :i-' 

Joseph  L.  Maliampurackal,  M.D. 
1249  Park  Avenue 
Apt.  1-H 

New  York,  NY  10029 
Specialty : Anesthesiology 


OFFICES  FOR  RENT 

Curran  & Burton 

FOR  PHYSICIANS 

STEVEN  MEDICAL  BUILDING 

DIVISION  OF  TEXACO,  INC. 

712  OAKLAWN  AVE..  CRANSTON,  R.l. 

Air  Conditioned,  Oxygen-Suction 

Xj.^U  HiQCiy  o Lx  ccL 

System,  Intercom  System,  Parking 
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When  it  comes  to 
Municipal 


Securities 


more  people 

talk  to 
Industrial. 


In  fact,  we  do  more  Municipal  Security 
business  than  any  other  dealer  in  the  State. 

And  not  surprisingly . . . 

The  scope  of  our  operation  puts  us  in  a 
position  to  provide  better  investment 
assistance  where  it  counts: 

• liquidity 

• expertise 

• selection 


Industrial  National  Bank 

Municipal  Securities  Department 


Gower  & Co.,  Real  Estate 

is  pleased  to  announce  relocation  of  its  offices  into  the  Corliss  House, 
upstairs,  at  203  South  Main  Street,  Providence 


The  Corliss  House,  built  in  1750,  is  the  only  building  remaining  on  South  Main  Street  which  survived 
the  Great  Providence  Fire  of  1801.  John  Corliss  ran  a successful  trading  business  from  this  address, 
which  was  the  social  and  business  center  of  early  Providence.  The  property  declined  over  the  years  as 
the  area  deteriorated  until  purchased  and  restored  by  Russell  C.  Gower  as  part  of  the  vital  renewal 
of  this  historic  area. 
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mg.;  Pheniramine  Maleate  80  mg.;  Glyceryl  Guaiacolate  480 
mg.;  Methylparaben  0.18%;  Propylparaben  0.02%  and  Alco- 
hol 5%,  by  volume. 


SPECIALTIES:  Scot-Tussin  Reg.  Syrup  and  Scot-Tussin  Sugar  Free  Liquid. 

Scot-Tussin  Medical  & Surgical  Supply  Div. 
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The  one 

the  patient  takes 


never  tested. 


Surprising,  perhaps,  but  it  makes  sense  when  you  think  about  it. 

' Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  be  tested  because  it  would  have  to  be  broken  down  for 
analysis  — after  which  it  could  never  be  used  by  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  of  a Lilly  drug, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
:■  critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  ordered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
drugs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 
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The  Early  Practice  Of  Allergy  In  Rhode  Island 


Pioneers  In  The  Specialty  Established 
The  First  Clinic  More  Than  Fifty  Years 
Ago 


by  Stanley  S.  Freedman,  M.D. 


The  earliest  known  attempt  to  bring  the 
practice  of  allergy  into  the  State  of  Rhode 
Island  was  made  by  Doctor  Maurice  Adelman, 
a distinguished  Providence  pediatrician,  who 
took  it  upon  himself  to  establish  a clinic  for 
asthmatic  children  at  Rhode  Island  Hospital 
in  1924.  It  was  a time  when  “allergy”  was 
in  its  infancy.  It  had  not  for  many  years 
been  known  that  the  human  organism  would 
not  always  tolerate  an  injection  of  a “foreign 
protein”  into  its  flesh  or  blood-stream  (e.g. 
horse  serum  containing  diphtheria  antitoxin) 
and  that  as  a consequence  of  such  injection 
death  might  ensue.  It  was  also  a time  when 
medicine  reached  out  for  new  horizons  and 
new  scientific  conquests. 

Pediatricians  and  internists  in  New  York, 
in  Boston,  in  Philadelphia,  in  Chicago,  and 
on  the  West  Coast  became  cognizant  of  “al- 
lergy” and  its  potential  as  a new  medical 
discipline  begging  for  recognition  and  de- 
velopment. Men  of  vision  and  wisdom  in 
many  parts  of  the  country  realized  its  sig- 
nificance as  a clinical  entity  worthy  of  ex- 
ploration and  study.  These  men,  who  were 
referred  to  as  “Allergy  Pioneers,”  studied, 
observed,  gathered  statistics,  and  published 
their  findings  at  an  ever-increasing  tempo, 
thus  laying  the  foundation  of  a new  medical 
specialty  — Allergy  — possessing  vast  op- 
portunities to  render  a needed  service  to 
victims  of  allergic  disease. 

STANLEY  S.  FREEDMAN,  iM.D..  Consultant 
in  Pediatric  Allergy,  Rhode  Island  Hospital. 


In  addition,  these  pioneers  organized  Al- 
lergy Clinics  in  New  York,  in  Brooklyn,  in 
Chicago,  in  Boston,  in  San  Francisco,  and 
elsewhere,  usually  in  prestigious  hospitals  or 
medical  schools.  Many  of  those  clinics  be- 
came the  future  institutions  of  learning  and 
experimentations  in  allergy  and  immu- 
nology, from  which  emanated  our  present- 
day  knowledge. 

The  State  of  Rhode  Island  and  the  Rhode 
Island  Hospital  had  every  intention  of  join- 
ing the  movement.  Following  the  initial 
move  by  Doctor  Adelman,  a steady  proces- 
sion of  pediati'icians  took  turns  willingly 
donating  their  time  and  effort  to  the  clinic. 
The  result  was  the  establishment  of  an  ef- 
fective Pediatric  Allergy  Clinic,  which  has 
functioned  without  interruption  to  the  pres- 
ent time. 

Doctors  William  P.  Buftum,  Francis  H. 
Chafee,  Stanley  S.  Freedman,  and  several 
other  physicians  relentlessly  pursued  the 
knowledge  which  was  accumulating  rapidly 
in  many  places.  They  attended  regional  and 
national  seminars  with  avidity.  They  studied 
the  writings  of  Doctor  Robert  A.  Cooke  of 
Roosevelt  Hospital  fame  in  New  York.  They 
attended  the  monthly  meetings  of  S.W.I. 
sneeze,  wheeze,  and  itch)  Club  in  Boston. 
There  they  were  privileged  to  listen  to  and 
participate  in  discussions  by  the  then  famous 
“Allergy  Pioneers,”  Doctors  Francis  M. 
Rackeman,  Lewis  Webb  Hill,  Walter  Burrage, 
and  many  others.  It  was  hard  work,  but  the 
(Continued  on  Next  Page) 
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rewards  were  fascinating  and  momentous  to 
their  medical  cai’eers. 

Following  the  initial  move  by  Doctor  Adel- 
man,  Doctor  Reuben  C.  Bates,  another  dis- 
tinguished Providence  pediatrician,  joined 
the  Clinic  in  1927  and  served  with  great 
devotion  until  a short  time  before  his  death 
in  1967. 

In  1933  came  Doctor  William  P.  Buffum. 
His  dynamic  personality  endowed  the  Clinic 
with  prestige  and  respect,  and  eventually 
with  the  triumph  of  national  recognition. 
Under  his  prestigious  leadership,  the  Clinic 
was  approved  for  postgraduate  training  in 
Pediatric  Allergy.  The  first  Fellow  in  train- 
ing was  Doctor  William  Sellars  of  Dallas, 
Texas  (1956). 

In  1938-1939  the  Clinic  was  honored  by 
a personal  visit  of  the  late  Doctor  Francis 
M.  Rackemann.  During  the  same  period  the 
late  Doctor  Lewis  Webb  Hill  of  Boston  de- 
livered several  lectures  on  Pediatric  Allergy. 
He  was  impressed  by  the  convalescent  facil- 
ity — the  Crawford  Allen  Unit  of  the  Pedia- 
tric Department  which  was  used  to  provide 
long-term  treatment  and  rehabilitation  serv- 
ices to  those  of  our  asthmatic  children  whose 
disease  was  most  severe  and  chronic. 

Doctor  Stanley  S.  Freedman,  also  a Provi- 
dence pediatrician,  joined  the  Clinic  in  1934 
and  continued  in  its  activities  until  his  re- 
tirement in  1975.  By  that  time  the  Clinic 
had  been  well  organized  and  staffed  by  sev- 
eral talented  allergists  and  pediatricians.  Lec- 
tures and  demonstrations  were  presented  at 


TAX  DEDUCTIBLE  VACATIONS  FOR 
MEDICAL  PROFESSIONALS 

Over  500  listings  of  national/ interna- 
tional meetings  in  the  medical  sciences  for 
1977.  Send  a $10  check  or  money  order 
payable  to: 

PROFESSIONAL  CALENDARS 
P.O.  Box  40083 
Washington,  DC  20016 


regular  intervals  in  order  to  bring  this  new 
knowledge  and  experience  to  the  local  medi- 
cal community.  A number  of  original  studies 
were  conducted  by  staff  members,  most  of 
which  were  published  in  national  allergy 
journals.  One  study  (by  Doctor  Buffum)  dem- 
onstrated the  existence  and  identification  of 
asthma  in  the  first  year  of  life.  Another 
clinical  study  (by  Doctor  Freedman)  with 
the  cooperation  of  the  pediatric  staff  of 
Rhode  Island  Hospital  revealed  that  cow’s 
milk  was  not  a major  factor  in  the  etiology 
of  infantile  atopic  eczema. 

During  World  War  II,  when  the  younger 
men  left  for  war  duty,  it  was  Doctor  Buffum 
who,  all  alone  and  in  spite  of  poor  health, 
kept  the  Clinic  going. 

The  Department  of  Medicine  of  Rhode  Is- 
land Hospital  in  1938  was  chaired  by  the 
late  Doctor  Clinton  Westcott,  who  would  not 
allow  the  tiny,  though  vital  Department  of 
Pediatrics  to  outdo  the  august  Department 
of  Medicine.  He  thus  ordained  that  an  Adult 
Allergy  Clinic  be  established.  He  looked  about 
for  talent,  and  discovered  a promising  young 
m.ember  of  his  staff,  Francis  Chafee.  How- 
ever, Doctor  Chafee  informed  his  boss  with 
shyness  and  candor  that  he  knew  very  little 
about  allergy.  Whereupon,  Doctor  Westcott 
summarily  directed  him  to  learn  about  al- 
lergy and  all  of  its  ramifications  forthwith, 
so  that  the  clinic  could  open  promptly. 

Thus  was  born  the  Adult  Allergy  Qinic 
of  Rhode  Island  Hospital.  It  grew  steadily 
in  stature  and  popularity.  Like  its  counter- 
part in  Pediatric  Allergy  it  filled  an  impor- 
tant gap.  It  continues  to  serve  the  Rhode 
Island  community  with  distinction  and  honor. 

The  events  and  activities  herein  described 
finally  crystalized  and  culminated  in  the  crea- 
tion of  The  Rhode  Island  Society  of  Allergy. 
Doctor  Francis  H.  Chafee  was  its  first  Presi- 
dent and  Historian.  Charter  members  were 
Drs.  Chafee,  Freedman,  Boyd,  Settipane, 
Klein,  and  Missaghian. 

3800  Washington  Road 
West  Palm  Beach,  FL  33405 
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A Review  And  Comparison  Of  The  Psychoanalytic 
And  Sociological  Conceptualizations  Of  The 
Alcoholic  Marriage 


Research  Which  Blends  The  Sociologi- 
cal  And  Psychodynamic  Factors  In  A 
Single  Conceptual  Structure  Is  Long 
Overdue 


By  Thomas  J.  Paolino,  Jr.,  M.D. 


The  estimated  nine  million  alcoholics  in  the 
United  States  marry  at  the  same  frequency 
as  the  general  population.  Thus,  the  medical 
profession  is  continuously  exposed  to  the  al- 
coholic marriage.*  Many  clinicians  display 
profound  sophistication  in  the  psychoanalytic 
or  sociological  perspective  but  do  not  possess 
a thorough  understanding  of  both  conceptu- 
alizations of  the  alcoholic  marriage.  If  scien- 
tific truth  about  alcoholic  marriages  is  to  be 
more  than  a matter  of  convention,  conveni- 
ence, or  mutual  consent  among  observers, 
medical  practitioners  must  possess  a thor- 
ough knowledge  of  these  two  rival  and  contra- 
dictionary conceptualizations.  This  paper  re- 
views and  compares  these  two  perspectives 
with  an  author  bias  towards  the  sociological 
approach  to  the  alcoholic  marriage. 

THE  PSYCHOANALYTIC  PERSPECTIVE 
Psychoanalytically  oriented  theoreticians 
w^ere  the  first  to  conceptualize  the  alcoholic 


*An  alcoholic  marriage  is  defined  as  a marriage  be- 
tween an  alcoholic  and  nonalcoohlic. 

THOMAS  J.  PAOLINO,  JR.,  M.D.,  Chief, 
Upper  East  Unit,  In  Patient  Division,  Butler  Hos- 
pital, and  Assistant  Professor  of  Psychiatry,  De- 
partment of  Psychiatry  and  Human  Behavior, 
Brown  University. 


marriage.  This  was  done  by  fonnulating  the 
Disturbed  Personality  Hypothesis  (DPH)h 
Proponents  of  the  DPH  ai’e  usually  phychia- 
trists  or  social  workers  reporting  their  im- 
pressionistic accounts  of  clinic,  social  work 
agency,  and  private  practice  contact.  These 
authors  have  flooded  the  literature  with  vari- 
out  degrees  of  descriptions  of  the  spouse  as  a 
fragile,  outwardly  dominant  but  deeply  de- 
pendent, anxious,  sexually  inadequate,  and 
abnormally  angry  woman  with  pathogenic 
childhood  experiences-  '^.  For  many  years, 
these  publications  had  a widespread  influence 
on  the  thought  and  conduct  of  the  people 
treating  alcoholics  and  their  spouses. 

The  psychoanalytic.illy  oriented  alcoholo- 
gists,  have,  like  the  proponents  of  the  socio- 
logical theory,  attempted  to  understand  what 
motivates  the  alcoholic  marriage.  Although 
there  is  no  place  in  the  literature  where  it 
is  explicitly  stated,  these  psychoanalytically 
oriented  contributors  to  the  alcoholic  mar- 
riage literature  have  based  their  writings  on 
four  central  and  mutually  related  operational 
concepts : A.  Fixation  at  Psychosexual 

Stages;  B.  Psychic  Detei-minism ; C.  The  Un- 
conscious, and  D.  Defense  Mechanisms. 

A.  Fixation  at  Psychosexual  Stages.  Psy- 
choanalytic theoiy  presents  a schema  in 
(Continued  on  Next  Page) 
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which  the  mind  is  energized  and  impelled  to 
action  by  instinctual  forces  or  “drives.” 
Drives  are  relentless  stimuli  of  the  mind  that 
engender  sexual  and  aggressive  action.  The 
drives  and  the  psychic  or  drive  energy  that 
impel  them  are  conceptualized  as  purely  in- 
trapsychic and  biologic  pb.enomena  that  af- 
fect the  human  being  at  all  times  but  are 
especially  crucial  during  developmental  years. 

During  the  long  period  of  infancy,  child- 
hood, and  adolescence  an  individual  passes 
through  critical  periods  of  psychosexual  de- 
velopment. During  nomial  psychosexual  de- 
velopment intrapsychic  conflicts  must  be  re- 
solved in  order  for  there  to  be  a nonnal  flow 
of  psychic  energy  from  object  to  object  or 
from  one  means  of  gratification  to  another. 
If  the  intrapsychic  conflicts  are  not  resolved, 
a “fixation”  may  occur  at  the  specific  stage 
or  mode  of  development;  for  example,  a fe- 
male may  remain  “fixated”  to  her  father  and 
be  unable  to  transfer  her  psychic  energy  in 
a nonnal  fashion  to  another  adult  male.  Al- 
though childhood  and  adolescence  are  the 
most  important  periods,  psychoanalytic 
theory  proposes  that  psychic  energy  is  self- 
directed  throughout  life.’^ 

The  DPH  theorists  propose  that  the  non- 
alcoholic’s marriage  to  an  alcoholic  or  poten- 
tial alcoholic  is  based  partly  on  the  nonalco- 
holic’s intrapersonal  psychopathology  which 
antedated  marriage,  since  it  has  occurred 
as  a result  of  “fixation”  during  psychosexual 
development.  A logical  conclusion  of  this  rea- 
soning is  that  normal  people  do  not  marry 
alcoholics  and  that  the  spouse  manifests  a 
characterological  pattern  of  identity  and  be- 
havior. In  other  words,  the  spouse  develops 
a specific  character  structure  before  marriage 
which  remains  relatively  unchanged  through- 
out the  rest  of  her  life.  * * 

B.  Psychic  Determinism.  The  principle  of 
strict  determinism  (or  psychic  causality)  is 
that  a mental  event  is  never  a random  phe- 
nomenon. That  is,  nothing  happens  by  chance, 
and  every  psychic  event  is  determined  by  a 
preceding  chain  of  mental  events.  As  with 
the  physical  world,  the  psychical  world  is 


* * Most  of  the  alcoholic  marriage  literature  focuses 

on  female  spouses  of  alcoholics  and  so  I have  chosen 
to  use  “she”  or  “her”  rather  than  “he/she”  or 
“his/her”  when  referring  to  the  nonalcoholic  member 
of  the  alcoholic  member  of  the  alcoholic  marriage. 


incapable  of  random  causation  and  discon- 
tinuity. Therefore,  eveiy  psychic  symptom, 
whatever  its  nature,  is  the  result  of  other 
mental  or  physical  processes,  all  operating 
within  the  totality  of  natural  law. 

The  concept  of  determinism  is  a synthesis 
and  abstraction  of  a multitude  of  obser\^a- 
tions  and  is  in  direct  opposition  to  the  doc- 
trine of  “free  will.”  Detenninism  is  funda- 
mental to  many  theories  of  human  behavior 
including  sociological  theories,  as  would  be 
logically  expected,  since  “scientific  investiga- 
tion would  indeed  be  pointless  if  the  order 
it  strove  to  ascertain  did  not  exist”  (p.  365).** 

What  is  relevant  at  this  point  of  the  dis- 
cussion is  the  psychoanalytically  oriented  al- 
cohologist’s  application  of  the  psychic  deter- 
minism concept  to  the  alcoholic  marriage. 
Specifically,  these  authors  have  applied  psy- 
chic detenninism  to  elaborate  on  the  basic 
theme  that  just  as  there  is  a psychic  reason 
for  the  alcoholic  to  misuse  alcohol,  so  is  there 
a mental  process  that  leads  the  spouse  to 
marry  an  alcoholic,  or  to  be  unable  to  leave 
him,  or  to  contribute  to  his  alcohol,  or  any 
combination  of  these. 

C.  The  Unconscious.  The  “unconscious” 
is  the  third  I’elevant  fundamental  psycho- 
analytic principle.  The  unconscious  has  been 
discussed  in  the  literature  for  centuries,  but 
the  necessity  and  validity  of  the  concept  un- 
conscious has  probably  never  been  discussed 
more  brilliantly  than  in  Freud’s  38-page  es- 
say, “The  Unconscious.”**  Psychoanalysts 
have  several  applications  for  the  word  “un- 
conscious.” “Unconscious”  can  be  a strictly 
descriptive  term  refeiring  to  the  part  of  the 
mind  that  is  out-of-awareness ; or  it  can  have 
a more  functional  meaning  by  referring  to  a 
segment  of  the  psychic  apparatus  with  unique 
intentions  and  perfoiTnances.  No  psycho- 
analyst suggests  that  the  unconscious  is  a 
concrete  entity,  and  all  analysts  agree  with 
Freud  that  unconscious  processes  are  “to- 
tally inaccessible”  to  us;  no  physiological 
concept  or  chemical  process  can  give  us  no- 
tion of  their  nature”  (p.  168).®  For  use  in 
this  paper,  the  unconscious  can  most  simply 
be  defined  as  a short-hand  term  describing 
mental  processes  which  deteraiine  most,  if 
not  all,  of  what  we  do,  think,  or  feel,  but 
which  cannot  be  perceived  simply  by  an  act  of 
attention. 
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As  with  psychic  determinants,  the  exist- 
ence of  the  unconscious  is  the  basis  of  many 
lionpsychoanalytic  theoi’ies.  In  fact,  there  is 
scarcely  any  perspective  of  human  behavior 
that  denies  the  existence  of  out-of-awareness 
psychic  events.  The  concept  of  the  uncon- 
scious is  theoretical,  like  the  idea  of  atoms, 
since  it  is  never  directly  perceived;  however, 
the  unconscious  is  also  a concept  of  experien- 
tial value  since  it  offers  a logical  interpreta- 
tion of  otherwise  incomprehensible  obseiwa- 
tions.  Any  lack  of  appreciation  of  the  uncon- 
fcious  could  result  in  a meaningless  perspec- 
tive of  human  behavior.*  * * 

Who  could  hope  to  disentangle  the  fabric 
of  our  inner  life  with  its  thousand-fold 
complexities,  if  we  were  willing  to  pursue 
its  threads  only  so  far  as  they  traverse 
consciousness?  . . . For  the  mind  would 
often  slip  through  the  fingers  of  psy- 
chology, if  psychology  refused  to  keep  hold 
on  the  mind’s  unconscious  states.  (Pp. 
11,  13).» 

In  the  alcoholism  literature  psychoanalyti- 
cally-oriented  theorists  have  used  the  con- 
cept unconscious  as  a way  to  explain  the 
apparent  discontinuities  of  the  alcoholic  mar- 
riage. For  example,  the  spouse  often  asserts 
that  being  married  to  an  alcoholic  is  some- 
thing strongly  unacceptable  to  her  whole 
feeing  and  quite  unconnected  with  the  rest 
of  her  mental  life.  The  principle  of  the  un- 
conscious asserts  that  psychic  connections 
are  present  and  undei’standable,  but  totally 
unconscious.  The  spouse’s  need  to  be  married 
to  an  alcoholic  is  kept  out-of-awareness,  but 
nonetheless  quite  forceful  in  its  effect  on 
marital  behavior. 

1).  Defense  Mechanisms.  Defense  mechan- 
isms are  unconscious  processes  of  the  ego  in 
its  struggle  to  ward  off  jeopardy.  Usually 
the  danger  arises  when  unconscious  thoughts, 
feelings,  drives,  or  wishes  previously  asso- 
ciated with  actual  or  imagined  punishment 
threaten  to  erupt  into  conscious  awareness. 
The  uncomfortable  subjective  experience  of 
anxiety  signals  the  ego  that  eruption  of  the 
unacceptable  mental  event  into  consciousness 

***The  scientific  nature  of  the  unconscious  as  an 
object  of  study  is,  of  course,  an  issue  of  great  con- 
troversy with  psychoanalysts  and  physical  opera- 
tionists  representing  the  two  opposite  extremes. 

A Review  And  Comparison  Of  The 
Conceptualizations  Of  The  .Alcoholic  Marrriage 


is  imminent,  and  the  defense  mechanisms 
engender  “symptoms”  which  are  actually 
compromises  of  conflicting  intrapsychic 
forces. 

The  DPH  proponents  apply  the  psycho- 
analytic concept  of  defense  mechanisms  to 
alcoholic  marriage  by  first  assuming  that 
being  married  to  an  alcoholic  is  in  itself  a 
symptom.  The  marriage  is  a manifestation 
and  conglomeration  of  defense  mechanisms. 
The  spouse  is  constantly  struggling  to  find 
an  acceptable  compromise  by  engendering  and 
maintaining  an  alcoholic  marriage.  For  both 
the  nonalcoholic  and  the  alcoholic,  therefore, 
the  alcoholic  marriage  serves  as  a means  to 
prevent  unacceptable  unconscious  mental 
phenomena  from  reaching  painful  awareness. 

According  to  the  DPH  proponents  there 
are  many  specific  ways  that  defense  mechan- 
isms operate  to  maintain  the  alcoholic  mar- 
riage. I will  present  fi’om  the  literature  one 
simplified  example  of  a spouse  utilizing  denial 
and  rationalization.  First,  I should  define 
these  terms.  De  lal  is  a primitive  mechanism 
in  which  the  person  avoids  becoming  con- 
scious of  some  painful  part  of  reality.  Ration- 
alization is  a more  highly  developed  and  ma- 
ture defense  mechanism  that  is  the  intellec- 
tual distortiton  by  which  the  person  explains 
an  unacceptable  thought,  feeling,  or  action. 

Whalen^,  a DPI!  supporter,  proposes  that 
many  spouses  of  alcoholics  have  an  uncon- 
scious wish  to  punish  and  defeat  all  men. 
Whalen  calls  this  type  of  person  “Punitive 
Polly.”  The  wish  to  be  punitive  is  quite  un- 
acceptable to  the  spouse,  and  so  she  utilizes 
denial  of  the  wish.  She  supports  the  denial 
by  mairying  an  alcoholic  who  will  abuse  her 
so  that  she  can  rationalize  whatever  aware- 
ness she  might  have  of  her  punitive  needs. 

The  unconscious  and  the  processes  of  psy- 
chic determinism  and  defense  mechanisms 
are,  of  course,  separated  only  for  purposes 
cf  presentation,  since  in  actuality  all  three 
are  constantly  simultaneously  operating. 

DECOMPENSATION  HYPOTHESIS 

The  Decompensation  Hypothesis  is  a logi- 
cal extension  of  the  Disturbed  Personality 
Hypothesis  as  an  attempt  to  understand  the 
psychodynamics  of  the  alcoholic  marriage. 
The  Decompensation  Hypothesis  represents  a 


controversial  approach  that  explains  the  alco- 
(Continced  on  Next  Page) 
Psychoanalytic  And  Sociological 


holic’s  excessive  drinking  as  in  some  way 
satisfying  an  unconscious  need  of  the  non- 
alcoholic spouse  and  thereby  functioning  to 
keep  the  nonalcoholic  spouse  in  psychological 
equilibrium. 

Boggs^°  in  summarizing  his  clinical  impres- 
sions claimed  that  the  wife: 

. . . knocks  the  prop  from  under  him  at  all 
times,  seemingly  needing  to  keep  him  in- 
effectual so  that  she  feels  relatively  strong 
and  has  external  justifications  for  hostile 
impulses.  Thus,  she  keeps  the  lid  on  her 
own  inadequacies  and  conflicts,  (p.  552). 
The  psychoanalyst  Futterman“  gives  ex- 
amples of  psychotic  and  neurotic  depressions 
and  phobias  developing  in  wives  following 
the  husband’s  sobriety: 

In  many  instances  the  wife  of  an  alcoholic 
seems  to  unconsciously  encourage  the  hus- 
band’s alcoholism  to  satisfy  her  own  psy- 
chological needs  . . . she  chooses  as  her 
foil  a dependent,  weak  male  with  whom 
she  can  consciously  contrast  herself  and 
upon  whom  she  can  project  her  own  weak- 
nesses, thereby  denying  its  existence  in 
herself.  When  this  symbiotic  relationship 
is  disturbed  by  an  improvement  on  the  part 
of  the  husband,  the  wife  decompensates, 
(p.  40). 

Numerous  authors  have  reported  subjective 
clinical  impressions  that  support  Boggs  and 
Futterman’^^^ 

jMacDonald^®  was  the  first  to  attempt  a 
more  scientific  study  of  the  Decompensation 
Hypothesis.  MacDonald  studied  18  women 
who  were  committed  to  state  mental  hospi- 
tals and  who  were  also  wives  of  alcoholics. 
He  found  that  in  11  of  the  18  cases  the  de- 
compensation was  associated  with  a decrease 
in  the  husband’s  drinking. 

IMacDonald’s  data  are  most  interesting  but 
must  not  be  taken  too  seriously,  since  his 
study  is  methodologically  unsound.  There  are 
no  control  groups,  there  is  a strong  selection 
factor  of  state  hospital  inpatients,  and  the 
sample  is  too  small  for  significant  statistical 
evaluation.  MacDonald  concluded  his  paper 
with  the  admonition  that  his  results  be 
viewed  as  only  preliminaiy  data.  Since  un- 
fortunately many  subsequent  authors  did  not 
follow  MacDonald’s  exhortations,  his  paper 
is  frequently  quoted  as  strong  evidence  of 


the  validity  of  the  Decompensation  H>q)othe- 
sis. 

OPPOSITION  TO  DECOMPENSATION 
HYPOTHESIS 

iMany  alcohologists  have  strongly  disagreed 
with  the  Decompensation  Hypothesis  as  well 
as  the  notion  that  alcoholic  marriages  can  be 
adequately  understood  by  unconscious  pro- 
cesses or  by  theories  that  focus  on  the  psy- 
chopathology of  the  individual  marital  part- 
ner. 

Many  theorists  argue  that  the  cases  seen 
in  the  therapists  office,  clinics,  and  social 
agencies  ai'e  not  representative  of  the  gen- 
eral alcoholic  population.  A couple  consisting 
of  a recovered  alcoholic  and  a spouse  who  did 
not  decompensate  following  the  alcoholic’s 
I'ecovery  are  less  likely  to  be  seeking  therapy 
and,  therefore,  less  likely  to  be  observed  by 
people  who  write  and  teach  about  alcoholic 
mairiages. 

Also,  numerous  investigators  argue  that 
the  marital  relationship  and  mental  health 
of  the  marital  pair  improved  following  de- 
creased alcohol  misuse'®”^^ 

Haberman^®  administered  the  Index  of  Psy- 
ch ophysiological  Disturbances  to  156  wives 
of  alcoholics.  The  Index,  a reliable  and  valid 
instrument,  consists  of  22  questions  asso- 
ciated with  psychophysiological  disturbance, 
such  as  gastrointestinal  dysfunction,  head- 
aches, depression,  memory  loss,  and  wealc- 
ness.  The  wives  were  selected  from  a large 
sample  because  they  could  clearly  contrast 
by  recall  and  difference  between  periods  of 
abstinence  and  periods  of  heavy  drinking. 
The  results  indicated  that  85  per  cent  of 
the  wives  showed  fewer  symptoms  during 
the  husband’s  abstinent  period. 

Several  investigators  have  observed  that 
the  nonalcoholic  spouse’s  threat  of  divorce 
has  been  effective  in  getting  the  patient  into 
treatment^^- These  findings  are  obviously 
inconsistent  with  the  Decompensation  Hypo- 
thesis. 

A SOCIOLOGICAL  APPROACH 

In  opposition  to  the  psychoanalytic  model, 
the  sociological  perspective  to  the  alcoholic 
marriage  focuses  on  the  function  and  struc- 
ture of  the  family  unit.  Sociologists  concen- 
trate an  institutionalized  regulations  which 
(Continued  on  Page  553) 
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School  Screening  For  Spinal  Deformities 
In  Rhode  Island 


Program  Is  Advocated  To  Prevent  Un- 
necessary Pain  And  Permanent  Deform- 
i-y 


By  A.  A.  Sava^tano,  M.D.,  and  Joseph  B.  Fitz- 
gerald, M.D. 

lloalizing  the  importance  of  the  early  diag- 
nosis and  treatment  of  Scoliosis,  the  senior 
author  and  Doctor  John  B.  Thayer  established 
the  Scoliosis  Clinic  in  the  Department  of 
Orthopedic  Surgery  of  the  Rhode  Island  Hos- 
pital in  1959.  At  first  the  Clinic  was  con- 
ducted once  monthly.  The  number  of  pa- 
tients attending  the  Clinic  grew  so  rapidly 
that  within  six  months  it  was  decided  to 
conduct  the  Clinic  twice  monthly.  Within 
one  year  it  became  necessary  to  increase  the 
Clinic  days  to  a weekly  schedule.  The  num- 
ber of  patients  has  continued  to  grow,  so 
that  at  the  present  time  the  Clinic  is  held 
twice  weekly.  The  youngsters  who  take  ad- 
vantage of  the  Clinic  come  from  the  entire 
State  of  Rhode  Island,  from  Southern  Massa- 
chusetts, and  from  Northern  Connecticut. 

Some  of  the  patients  came  to  the  Clinic 
with  such  grotesque  spinal  defoiTnities,  that 
the  extreme  importance  of  detecting  spinal 

A.  A.  SAVASTANO,  M.D.,  Department  oj  Or- 
thopedic Surgery,  Rhode  Island  Hospital;  and 
Clinical  Professor  oj  Orthopedic  Surgery,  Brown 
University  Program  in  Medicine. 

JOSEPH  B.  FITZGERALD,  M.D.,  Senior  Resi- 
dent, Department  oj  Orthopedic  Surgery,  Rhode 
Island  Hospital. 


problems  as  early  as  possible  in  children 
became  evident.  Accordingly,  in  1974  the  De- 
partment of  Orthopedics  of  the  Rhode  Is- 
land Hospital  introduced  a program  for  the 
early  detection  of  spinal  deformities  in  Rhode 
island  school  children. 

Letters  were  written  to  the  superintendent 
of  schools  of  each  town  or  city  in  the  state 
explaining  to  them  the  nature  of  our  pro- 
gram and  asking  for  their  cooperation.  The 
majority  of  the  superintendents  expressed 
their  willingness  to  cooperate.  The  superin- 
tendents who  accepted  our  idea  informed 
their  school  nurses,  school  physicians,  physi- 
cal education  teachers,  and  other  interested 
persons.  A meeting  was  held  soon  after  at 
the  Rhode  Island  Hospital  with  attendance 
crowding  the  auditorium.  The  Orthopedic 
Department  of  the  hospital  came  to  the  con- 
clusion that  spinal  defoiTnities  begin  to  ap- 
pear in  youngsters  in  the  seventh  and  eighth 
grades.  Consequently,  it  was  decided  to  ex- 
amine for  spinal  deformities  as  many  Rhode 
Island  school  children  of  this  age  group  as 
possible.  Thereafter,  letters  were  written  for 
parental  permission,  and  the  program  started 
in  1974. 

The  program  has  met  with  general  en- 
thusiasm by  those  involved.  The  purpose  of 
(Continced  on  Next  Page) 
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this  paper  is  to  discuss  our  experiences  with 
the  program  to  date. 

The  Rhode  Island  Hospital  Orthopedic 
Team  made  trips  to  interested  schools  for 
the  purpose  of  demonstrating  screening 
techniques  on  specific  students  to  school 
nurses,  physical  education  teachers,  and 
school  physicians.  The  simple  visual  signs 
of  spinal  deformity  were  demonstrated  to 
these  groups,  who  in  turn  check  the  stu- 
dents for  the  various  deformities. 

THE  DEFORMITIES 

1.  Scoliosis  may  be  defined  as  a lateral 
curvature  of  the  spine.  It  is  derived  from 
the  Greek  word  Skolios  meaning  twisted. 
Hippocrates  recognized  its  existence  about 
400  B.C. 

2.  Kyphosis  is  a normal  cuiwe  convex 
posterior  in  the  thoracic  region  measuring 
30-40  degrees.  Pathologic  kyphosis  is  a 
greater  than  normal  thoracic  kyphosis  or 
any  cervical  or  lumbar  kyphosis. 

3.  Lordosis  is  a noiTnal  curve  convex  an- 
terior in  the  lumber  region.  Pathologic  lordo- 
sis is  a lumbar  lordosis  greater  than  normal 
or  any  thoracic  lordosis. 

4.  Scoliosis  may  be  divided  into  two  broad 

categories : non-structural  and  structural 

scoliosis. 

Non-structural  scoliosis  is  secondary  to 
another  pathologic  condition  and  is  com- 
pletely reversible  when  the  other  patho- 
logic condition  is  corrected.  Structural 
scoliosis  involves  anatomic  changes  in  the 
spine  including  vertebral  rotation.  Structural 
scoliosis  can  be  further  subdivided  into  sev- 
eral groups,  the  most  common  of  which  are: 
idiopathic,  congenital,  infantile,  and  paralytic 
neuromuscular  scoliosis. 

The  most  common  variety  of  structural 
scoliosis  is  idiopathic  scoliosis,  which  makes 
up  60  to  85  per  cent  of  the  cases.  It  appears 
and  progresses  mostly  during  times  of  rapid 
growth,  i.e.,  during  the  first  years  of  life 
and  at  puberty. 

Infantile  scoliosis  is  not  as  serious  a prob- 
lem in  this  country  as  it  is  in  England; 
its  incidence  is  low  here,  because  it  often 
corrects  spontaneously,  and  because  of  its 
early  detection  during  periodic  examination 
in  the  first  years  of  life. 

Adolescent  scoliosis  is  more  of  a problem 
for  us  because  it  may  progress  unrecognized 
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until  it  reaches  a stage  where  simple  meth- 
ods of  treatment  are  not  effective.  The  rea- 
sons for  this  are  twofold: 

1.  The  young  adolescent  is  generally 
healthy  and  is  not  likely  to  be  examined  fre- 
quently by  his  or  her  doctor.  Physical  exam- 
inations required  in  Rhode  Island  in  Grades 
1,  4,  7 and  10  are  not  always  done  and  when 
done  the  spine  is  not  always  examined  care- 
fully. 

2.  The  young  adolescent,  especially  the 
young  female  adolescent,  is  not  frequently 
seen  undressed  by  her  parents  or  others  who 
might  note  an  early  curve. 

The  treatment  of  scoliosis  and  other  spinal 
deformities  varies  according  to  the  degree 
of  the  cur\'e.  Mild  cuiwes  are  either  observed 
or  treated  with  exercises.  Moderate  curves 
usually  require  bracing.  For  severe  curves 
the  only  alternative  may  be  surgery  in  the 
form  of  spinal  fusion  followed  by  a period 
of  cast  immobilization. 

A significant  factor  in  the  treatment  of 
scoliosis  is  early  detection.  If  detected  early, 
most  cases  of  idiopathic  scoliosis  can  be 
treated  with  exercises  or  braces,  thus  pre- 
venting the  need  for  surgery. 

SCREENING 

The  idea  of  screening  in  Rhode  Island 
originated  in  1974,  as  a result  of  two  obser- 
vations : 

1.  Analysis  of  Rhode  Island  Hospital 
Scoliosis  Clinic  population  statistics  revealed 
a tenfold  increase  in  patients  going  to  clinic 
between  1963  and  1973.  This  indicated  a 
greater  physician  and  public  awareness  of 
scoliosis  as  well  as  a greater  confidence  in 
the  methods  of  treatment  offered.  In  spite 
of  greater  awareness  of  the  disease,  ad- 
vanced cases  continued  to  be  discovered  and 
referred,  cases  which  could  have  been  better 
helped  if  diagnosed  earlier. 

2.  A report  from  Downey,  California  in 
1973,  showed  that  scoliosis  screening  in 
schools  for  early  detection  is  reasonable. 

Our  program  was  designed  in  order  to  em- 
phasize primarily  early  detection  of  scoliosis, 
but  kyphosis  and  other  diseases  were  not 
to  be  excluded. 

The  program  was  initiated  and  supervised 
by  the  senior  author  and  Doctor  John  B. 
Thayer,  Jr.,  in  the  spring  of  1974,  with  the 
screening  being  done  by  two  former  Rhode 
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Island  Hospital  Orthopaedic  Residents,  Doc- 
tor Thomas  Bliss  and  the  junior  author  with 
the  help  of  the  Scoliosis  Clinic  nurses  and 
some  of  the  school  personnel. 

As  stated,  students  from  the  seventh  and 
eighth  gi’ades  were  screened  after  written 
parental  permission  was  obtained.  No  stu- 
dents were  forced  into  being  screened. 

Techniques  of  screening  were  demon- 
strated in  an  area  where  mass  screening 
could  take  place,  such  as  a gymnasium,  with 
children  separated  according  to  sex,  stripped 
to  underwear  or  bathing  suit. 

Children  were  screened  standing,  then 
bending  forward  with  knees  straight  and 
feet  symmetrically  placed),  and  finally  from 
the  side. 

Six  specific  visual  findings  were  indicated 
to  be  signs  of  scoliosis:  1.  uneven  shoulders 
or  scapulae,  2.  uneven  level  of  hips  or  iliac 
crests,  3.  curved  spine  itself  (patient  erect), 
4.  rib  hump  (forward  bending),  5.  deviation 
of  plumb  line,  and  6.  round  back. 

The  proposed  screening  procedure  took  30 
to  60  seconds  per  student.  Thus  an  entire 
physical  education  class  could  easily  be  ex- 
amined during  one  class  period  by  school 
personnel. 

For  any  child  thought  to  have  a positive 
finding,  the  parents  were  told  that  there  was 
a possibility  of  a deformity  and  that  a phy- 
sician ought  to  be  consulted  (such  as  family 
physician,  orthopaedist,  surgeon,  pediatrician, 
or  Scoliosis  Clinic).  No  attempt  was  made  to 
solicit  patients  for  our  Scoliosis  Clinic  or 
any  doctor,  nor  was  any  attempt  made  to 
coerce  a family  into  obtaining  follow-up  care. 
The  screening  procedure  and  follow-up  were 
strictly  optional. 

Records  were  kept  of  the  screening.  Later 
questionnaires  were  sent  to  parents  of  those 
found  to  have  positive  findings  in  order  to 
evaluate  the  effectiveness  of  the  program. 

RESULTS 

During  the  1974-75  school  year  7,699  stu- 
dents in  Rhode  Island  were  screened  by  the 
school  personnel  and  our  orthopaedic  team. 
Of  these  students  160  were  noted  by  exam- 
iners to  have  visual  evidence  of  spinal  de- 
foi-mity  and  were  advised  to  see  their  doc- 
tors. 

Follow-up  information  was  obtained  on  105 
students  (65  per  cent).  Of  the  105  students 


who  responded,  93  indicated  that  they  had 
gone  to  a doctor,  while  12  indicated  that 
they  did  not  obtain  such  an  examination. 

Of  the  93  students  who  were  examined 
by  physicians,  60  (65  per  cent)  were  noted 
to  have  a curve,  while  33  were  found  to  be 
negative.  Of  the  60  with  defoiTnities,  treat- 
ment consisted  of  the  following:  54  were 
observed  or  given  exercises,  five  were  given 
braces,  and  one  required  surgery  after  brac- 
ing. 

DISCUSSION 

This  paper  is  presented,  not  as  an  accurate 
estimate  of  the  incidence  of  scoliosis  in 
Rhode  Island,  since  it  does  not  include  cases 
previously  diagnosed  by  private  physicians, 
but  rather  as  a report  of  our  experience  with 
the  initial  phase  of  an  inexpensive  method 
of  early  detection. 

The  incidence  of  scoliosis  reported  in  the 
general  population  varies  with  the  age 
studied  and  the  methods  used:  Shands  and 
Eisbert,  1.9  per  cent;  Wynne  and  Davies,  1.8 
per  cent;  Kane  and  Mee,  0.33  per  cent; 
Brooks  (1972),  11.0  per  cent;  Brooks  (1975), 
13.6  per  cent,  and  Lenstein,  8.5  per  cent. 

The  method  used  in  Rhode  Island  is  one 
involving  no  additional  expense  to  the  state. 
It  uses  existing  school  facilities  and  school 
personnel  during  regular  working  hours.  It 
is  not  proposed  as  a substitute  to  periodic 
physician  examination,  but  rather  as  a sup- 
plement to  it.  It  is  a self-pei-petuating  pro- 
gram which  can  be  repeated  yearly  in  the 
schools  with  minimal  supervision. 

Similar  programs  involving  screening  of 
school  children  by  non-physicians  are  being 
conducted  in  several  other  states,  including 
California,  Minnesota,  Delaware,  Connecticut, 
and  New  Hampshire. 

There  are  three  excellent  infoi-mative 
movies  concerned  with  scoliosis  screening 
from  Delaw'are,  Minnesota,  and  Connecticut, 
which  can  be  used  in  the  instructional  ses- 
sions with  screening  personnel.  We  use  one 
of  these  in  our  instructional  school  tech- 
niques. 

Screening  is  not  without  difficulties: 

1.  There  is  an  incidence  of  under-diag- 
nosis in  the  screening  due  to  the  inexperience 
of  the  examiners  and  failure  to  obtain  total 
compliance  from  parents.  The  incidence  of 
this  failure  is  unknown. 

(Continued  on  page  559) 
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IFYOUItE 

SEIF-EMPUYED: 

• How  not  to  pay  taxes  on  up  to  $7500 
with  an  INBANK  retirement  plan. 

• How  not  to  pay  a sales  commission 
on  your  retirement  plan. 

• How  to  earn  the  highest  interest 
rate  in  INBANK  history. 

You  have  probably  heard  or  read  about  the  la\w  that  allows  the  self- 
employed  to  set  aside  up  to  15%  of  earned  income  or  $7,500  (whichever  is 
less)  in  a retirement  plan.  The  money  set  aside  is  completely  tax  deductible, 
and  the  interest  earned  is  not  currently  taxable.  You  pay  income  taxes  only  on 
receiving  these  funds  during  retirement.  Then  your  tax  bracket  should  be 
lower  because  of  your  retired  status. 

You  qualify  for  this  tax  break  if  you  operate  an  unincorporated  business. 

So  it’s  perfect  for  doctors,  dentists,  lawyers,  artists,  accountants,  store 
owners,  writers,  dealers,  carpenters,  house  painters  and  countless  others. 

• INBANK's  Retirement  Savings  Plan. 

There  are  two  good  reasons  to  set  up  your  retirement  plan  with  INBANK. 

First,  unlike  some  other  banks  we  won't  charge  you  an  initial  fee  for  setting 
up  your  plan  or  an  annual  fee  for  running  it.  And  INBANK’s  7.50%  six-  to  ten- 
year  investment  savings  plan  yields  7.90%  with  daily  compounding. 

Accounts  with  shorter  maturities  and  lower  rates  are  available.  The  chart 
shows  how  much  money  the  7.50%  account  will  mean  to  you.  So  stop  in 
at  any  INBANK  office  and  start  your  own  retirement  plan. 


$7,500  A YEAR  CAN  ACCUMULATE  TO; 


With  a tax- 

Without  a tax- 

After 

sheltered  plan 

sheltered  plan 

5 years 

S 45,912 

$ 20,210 

10  years 

108,135 

44,500 

20  years 

339,436 

108,814 

30  years 

834,195 

201,746 

NOTE:  Figures  assume  50%  income  tax  bracket  and  7.50%  rate  of  return 


INBANK 

Industnal  National  Bank 

Something  extra 


FEDERAL  LAW  AND  REGULATION  PROHIBIT  THE  PAYMENT  OF  TIME  DEPOSITS  PRIOR  TO  MATURITY  UNLESS  THREE  MONTHS  OF 
THE  INTEREST  THEREON  IS  FORFEITED  AND  INTEREST  ON  THE  AMOUNT  WITHDRAWN  IS  REDUCED  TO  THE  PASSBOOK  RATE 


Member  F D I 


Here’s  a powerful 
new  tool  to  keep  your 
patients  healthy 


Common  sense. 


Physicians  tell  us  that  one 
out  of  two  patients  walk  out  of  a 
doctor’s  office  after  a checkup 
with  a prescription  to  change 
their  life-style. 

These  people  need  all  the 
encouragement  they  can  get. 
Your  Blue  Cross  and  Blue  Shield 
Plans,  with  the  support  of  the 
Rhode  Island  Medical  Society, 
have  found  a way.  Together  we 
have  developed  a statewide  pro- 


gram called  "Change  your  mind 
about  your  body.” 

There  will  be  posters, 
newspaper  messages  and  TV 
spots  to  make  people  aware  of 
their  self-care  responsibilities. 
Plus  a free  booklet  that  pinpoints 
easy,  inexpensive  ways  to  stay 
healthy.  Ways  like  eating 
sensibly,  drinking  soberly, 
smoking  not-at-all,  squeezing 
exercise  into  daily  life,  and 
learning  how  to  relax. 


Your  "Change  your  mind 
about  your  body"  kit  will  be  on 
its  way  to  you  soon.  It  will  help 
you  appeal  to  the  most  powerful 
human  motivation:  self-interest. 


Blue  Cross  and  Blue  Shield  of  Rhode  Island 
444  Westminster  Mall.  Pros  .,  R 1.02901 
401-272-8500 


Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-badtradn-neomydn) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin*  brand  Polymyxin  B Sulfate  5.000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrentiy,  not  more  than  one  application  a day  is 
recommended  PRECAUTIDNS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIDNS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 
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Medico-Legal  Aspects  Of  The  Concept  Of  Brain  Death: 
An  Appraisal 


Should  Death  Be  Defined  By  Lan\  By 
Regulations^  Or  By  Guidelines? 


By  Joan  Dockery  Faella,  R.N.,  B.S. 

To  everything  there  is  a season,  and 
a time  to  every  purpose  under  the  heaven: 
a time  to  be  born  and  a time  to  die. 

Ecclesiastes  3:1 

The  mystery  and  wonderment  of  death 
has  plagued  man  since  ancient  times. 
Through  the  centuries  philosophers,  theo- 
logians, poets,  lawyers,  and  men  of  medicine 
have  documented  their  theories,  thoughts 
and  feelings,  and  clinical  findings  in  an  at- 
tempt to  explain  what  death  is,  how  it  takes 
place  and  methods  of  deteiTnining  that  it  in 
fact  has  taken  place.  Today  the  phenomenon 
of  death,  like  the  phenomenon  of  life,  still 
leaves  man  with  many  questions  unanswered. 
With  the  advent  of  sophisticated  mechanical 
devices  which  can  hold  a being  in  suspended 
animation  and  the  increasing  use  of  “har- 
vested” organs  for  transplantation  the  “mo- 
ment” of  death  has  become  a cause  celebre. 

HISTORICAL 

Traditionally  death  has  been  viewed  as 
the  permanent  cessation  of  spontaneous 
heartbeat  and  respiration.^  As  the  result  of 
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therapeutic  progress  in  methods  of  reanima- 
tion, man  has  created  states  of  “artificial 
life”  that  were  unknown  to  medicine  two 
decades  ago.  In  this  state  of  “partial  life” 
the  process  of  death  has  been  held  in  abey- 
ance. 

A century  ago  Schopenhauer  wrote: 
“Everything  lingers  for  but  a moment,  and 
hastens  on  to  death  ....  the  life  of  our 
bodies  is  nothing  but  a constantly-prevented 
dying,  an  ever-postponed  death. 

Scientifically  death  is  now  understood  as 
a sequence  of  events,  which  take  place  micro- 
scopically and  macroscopically  during  the 
process  of  dying.  Ayd  describes  this  process 
as  “an  orderly  progression  from  clinical  death 
to  brain  death,  to  biological  death,  to  cellular 
death. Death  does  not  therefore  take  place 
at  time  “T.”  It  is  a continuum,  and  it  is  here 
that  difficulty  arises.  For  at  what  point  in 
this  continuum  is  there  an  irreversibility,  a 
“point  of  no  return”  to  a previous  stage? 
Ayd  refers  to  this  point  as  “the  twilight 
zone  betw^een  clinical  death  and  biological 
death  when  the  brain  is  dying  and  vegeta- 
tive life  wanes.”  “Thus,  the  sequence  of  death 
is  clinical  death,  death  of  the  brain,  death 
(Continued  on  Next  Page) 
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of  the  body,  and  finally  death  of  the  com- 
ponents of  the  body.”^ 

The  concept  of  brain  death  was  reported 
by  Bichat  in  1800.  He  introduced  the  concept 
of  coma  depasse  or  the  state  of  irreversible 
coma  which  precedes  spontaneous  cessation 
of  heart  beat  in  his  Recherches  physiologi- 
ques  sur  la  vie  et  la  mort.^  Thus,  the  concept 
of  brain  death  has  been  known  for  over  a 
century.  What  is  new,  however,  is  that  a 
person  may  be  kept  in  this  stage  of  dying 
(i.e.  absence  of  spontaneous  respiration  and 
presence  of  spontaneous  but  reflexly  unreac- 
tive heart  beat)  by  an  automatic  pulmonary 
ventilator.  If  this  respirator  is  discontinued, 
oxygenation  of  the  brain  subsequently  ends, 
and  brain  death  is  inevitable.  Clinical  death 
is  allowed  to  follow  its  onward  course  to 
brain  death  and  death  of  the  body. 

SEMANTIC  BATTLEGROUND 
This  frontier  between  life,  artificial  life, 
and  death  has  become  a battleground  of  se- 
mantics where  the  only  true  victim  remains 
the  patient.  It  is  imperative  that  universally 
accepted  criteria  be  established  for  diagnos- 
ing cerebral  death.  Recent  literature  describes 
two  different  states  of  cerebral  death  de- 
pending on  the  causal  mechanism  of  the  coma. 
In  both  states  there  is  loss  of  cognitive  func- 
tion as  well  as  complete  loss  of  the  functions 
of  vegetative  life.  In  irreversible  comas  with 
death  of  the  entire  central  nervous  system 
patients  are: 

. . . comatose,  immobile,  arreflexic  in  every 
sense,  hypotonic,  lacking  motor  or  vegeta- 
tive response  when  stimulated,  have  in- 
continence of  the  sphincters,  no  swallow- 
ing reflex,  mydriatic  pupils  and  clear  heart 
sounds  with  slightly  above  average  rate 
and  no  response  to  various  autonomic 
stimuli.  Spontaneous  respiration  is  com- 
pletely absent.  The  patient  becomes  hypo- 
theiTnic  and  sensitive  to  the  ambient  tem- 
perature. No  EEG  can  be  recorded.  At  this 
stage  protracted  chemical  and  biological 
signs  of  progressive  dissolution  of  differ- 
ent tissues  can  be  seen.  This  is  cerebral 
death  with  concomitant  loss  of  brain-stem 
and  spinal  cord  function.^ 

Patients  in  the  state  of  irreversible  coma 
with  brain  death  may  show  signs  of  spinal 
reflex  activity.  “Reflexes  of  triple  withdrawal 
may  be  seen,  as  well  as  the  cremaster  re- 


flexes and  pilo-erection.  This  is  cerebral  death 
with  some  preseiwation  of  the  primitive  func- 
tion at  lower  levels  of  the  central  nervous 
system.”'^  It  must  be  emphasized  that  in  both 
of  these  states  the  vegetative  functions  have 
been  lost  and  it  is  precisely  here,  in  my 
opinion,  that  the  line  of  demarcation  is 
drawn;  for,  in  irreversible  coma  in  which  the 
major  vegetative  functions  are  retained,  we 
are  no  longer  in  immediate  control  of  the 
process  of  death  (i.e.  no  respirator  to  be  dis- 
connected) and  the  essence  of  the  question 
of  death  is  now  seen  in  light  of  a definition 
of  euthanasia. 

CRITERIA 

Having  focused  in  on  the  definition  of 
cerebral  death  we  can  now  explore  the  cri- 
teria for  determining  this  state.  In  1968  Doc- 
tor Henry  K.  Beecher  of  the  Harvard  Medi- 
cal School  chaired  a committee  to  “Examine 
the  Definition  of  Brain  Death.”  This  report, 
although  criticized  by  some  as  too  stringent, 
appears  to  have  provided  (in  the  light  of 
the  then  existing  scientific  medical  knowl- 
edge) a baseline  from  which  universally  ac- 
cepted criteria  for  determining  brain  death 
can  be  derived.  The  following  criteria  were 
presented:  1)  unreceptivity  and  unresponsi- 
tivity,  2)  no  movements  or  breathing,  3)  no 
reflexes,  usually  including  spinal  reflexes,  4) 
flat  electroencephalogram  (EEG),  5)  all  of 
above  repeated  after  24  hours,  and  6)  the 
patient  must  not  be  hypothermic  or  under 
the  influence  of  central  nervous  system  de- 
pressants.^ 

The  22nd  World  Medical  Assembly,  which 
met  in  Sydney,  Australia,  in  August  1968, 
incorporated  much  of  the  Harvard  Commit- 
tee Report  in  their  “Declaration  of  Death.” 
Their  statement  on  death  also  placed  empha- 
sis on  the  fact  that  two  physicians  not  of 
the  transplant  team  should  “decide  that  death 
exists.”®  Other  sets  of  diagnostic  criteria  set 
forth  by  G.  P.  J.  Alexandre  of  Belgium  are 
as  follows:  1)  complete  mydriasis,  2)  com- 
plete absence  of  reflexes,  3)  complete  absence 
of  spontaneous  ventilatory  support,  4)  falling 
blood  pressure  necessitating  increasing 
amounts  of  vasopressors,  and  5)  flat  electro- 
encephalogram.®. Revilliard  added  two  cri- 
teria: the  use  of  angiography  to  determine 
cerebral  blood  flow  and  the  absence  of  tachy- 
cardia in  a patient  receiving  a test  injection 
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of  atropine.  The  French  Surgical  Society  util- 
ized the  above  criteria  in  classifying  patients 
in  “come  depasse.”® 

In  1969  the  Allegheny  Ad  Hoc  Committee 
of  Tissue  Transplantation  formulated  the  fol- 
lowing protocol  for  the  determination  of 
death:  1)  absence  of  all  brain  and  spinal  re- 
flexes, 2)  isoelectric  EEC,  3)  falling  blood 
pressure  without  support  of  drugs  or  other 
means,  4)  all  of  the  above  to  have  been  pres- 
ent for  at  least  two  hours,  5)  death  is  to  be 
certified  by  two  physicians  other  than  the 
physician  of  a potential  recipient.® 

It  becomes  apparent  that  brain  death  can 
be  diagnosed.  It  should  also  be  apparent  that 
these  new  criteria  are  meant  to  deal  only 
in  that  small  percentage  of  cases  where  the 
process  of  death  is  held  in  abeyance  by  the 
intervention  of  resuscitation  machinery.  This 
is  not  to  say  that  a new  or  alternative  defi- 
nition of  death  is  set  forth  by  these  criteria; 
but  that  a refined  method  of  determining 
death  has  been  established.®  The  nature  of 
this  refinement  gives  rise  to  the  concept  of 
brain  death  and  subsequently  the  necessity 
of  a medico-legal  analysis  of  the  situation. 

LEGAL  DEFINITION 

In  the  United  States  the  legal  definition 
of  death  has  evolved  via  court  case  precedent 
and  has  become  an  element  of  common  law. 
The  need  to  recognize  the  concept  of  brain 
death  as  a legal  entity  is  well  known  and 
gaining  recognition  in  many  states.  At  pres- 
ent there  are  at  least  eight  states  that  have 
enacted  legislation  establishing  a statutory 
“definition  of  death”:  Kansas,  Maryland,  Vir- 
ginia, California,  Oregon,  Georgia,  New  Mex- 
ico and  Michigan.^ 

In  March  1970  the  state  of  Kansas  legis- 
lated the  first  statute  in  the  common-law 
world,  “an  Act  relating  to  and  defining 
death” : 

A person  will  be  considered  medically 
and  legally  dead,  if  in  the  opinion  of  a 
physician,  based  on  ordinaiy  standards  of 
medical  practice,  there  is  the  absence  of 
spontaneous  respiratory  and  cardiac  func- 
tion and,  because  of  the  disease  or  condi- 
tion which  caused,  directly  or  indirectly, 
these  functions  to  cease,  or  because  of  the 
passage  of  time  since  these  functions 
ceased,  attempts  at  resuscitation  are  con- 
sidered hopeless;  and,  in  this  event,  death 


will  have  occurred  at  the  time  these  func- 
tions ceased;  or 

A person  will  be  considered  medically 
and  legally  dead  if,  in  the  opinion  of  a 
physician,  based  on  ordinary  standards  of 
medical  practice,  there  is  the  absence  of 
spontaneous  brain  function;  and  if  based 
on  ordinary  standards  of  medical  practice, 
during  reasonable  attempts  to  either  main- 
tain or  restore  spontaneous  circulatory  or 
respiratory  function  in  the  absence  of 
aforesaid  brain  function,  it  appears  that 
further  attempts  at  resuscitation  or  sup- 
portive maintenance  will  not  succeed,  death 
will  have  occurred  at  the  time  when  these 
conditions  first  coincide.  Death  is  to  be 
pronounced  before  artificial  means  of  sup- 
porting respiratory  and  circulatory  func- 
tion are  terminated  and  before  any  vital 
organ  is  removed  for  purpose  of  transplan- 
tation. 

These  alternative  definitions  of  death 
are  to  be  utilized  for  all  purposes  in  this 
state,  including  the  trials  of  civil  and  crim- 
inal cases,  any  laws  to  the  contrary  not- 
withstanding.® 

As  a potential  model  for  other  state  legis- 
latures it  has  been  reviewed  thoroughly. 
Criticism  of  the  Act  has  been  strong,  how- 
ever justified  and  has  made  statutory  versus 
a common-law  definitio)i  of  death  a topic  for 
debate.  Criticism  of  the  Kansas  Act  is  di- 
rected at  several  major  items.  Those  most 
commonly  cited  are:  the  bias  towards  trans- 
plantation surgery,  the  “alternative  defini- 
tions” of  death,  and  the  fact  that  the  statute 
does  not  require  two  physicians  to  pronounce 
the  death  of  a patient  being  maintained  by 
resuscitative  measures.®  Capron  and  Kass  of- 
fered an  alternative  to  the  Kansas  statute 
and  proposed  the  following: 

A person  will  be  considered  dead  if  in  the 
announced  opinion  of  a physician,  based 
on  ordinary  standards  of  medical  practice, 
he  has  experienced  an  irreversible  cessa- 
tion of  spontaneous  respiratory  and  circu- 
latory functions.  In  the  event  that  artifi- 
cial means  of  support  preclude  a determina- 
tion that  these  functions  have  ceased,  a 
person  will  be  considered  dead  if  in  the 
announced  opinion  of  a physician,  based  on 
ordinary  standards  of  medical  practice,  he 
(Continued  on  Page  560) 
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Summit  Medical  Center 

1085  NORTH  MAIN  STREET 
PROVIDENCE,  RHODE  ISLAND  02904 
A new  concept  in  recuperative  care 


Summit  Medical  Center  has  the  capability  of  admitting  patients 
of  all  ages  requiring  skilled  nursing  care.  It  is  located  conveniently  in 
Providence.  The  Center  is  fully  approved  by  Blue  Cross  of  Rhode  Island 
to  provide  basic  and  ancillary  skilled  nursing  care.  We  can  provide  the 
following  services: 


1.  Intravenous  fluids  with  accurate  fluid  and  electrolyte  balance. 

2.  Oxygen  and  respiratory  therapy. 

3.  Oncology  treatments  intravenously  with  oncology  consultant 
available. 

4.  Physical  therapy  with  a large,  modern  physical  therapy  room  and 
a registered  physical  therapist. 

5.  Occupational  therapy. 

6.  Special  procedures  such  as  lumbar  puncture,  peritoneal  dialysis; 
paracentesis  and  thoracentesis  are  also  available  on  request. 

7.  Cardiac  rehabilitation  training  following  heart  attacks  or  open 
heart  surgery. 

8.  Diabetic  instructions  in  diet,  as  well  as  full  understanding  of  pre- 
ventive aspects  of  diabetes. 

9.  Diagnostic  and  treatment  capabilities  for  high  blood  pressure. 

10.  Active  stroke  rehabilitation  program. 

11.  Post-surgical /hospital  rehabilitation. 

We  would  like  to  have  you  see  the  Facility  to  appreciate  its  unique 
approach  to  the  highest  quality  of  patient  care.  Please  feel  free  to  call 
the  Administrator,  Social  Worker,  or  Director  of  Nursing  at  401-272- 
9600. 
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Editorials 


BURN  THERAPY 


The  recent  excellent  symposium  on  Burn 
Therapy  sponsored  by  the  Allendale  Insur- 
ance Company  of  Rhode  Island  and  Brown 
University  updated  for  the  local  profession 
the  current  status  of  burn  management.  The 
discussions  covered  control  of  infection,  re- 
suscitation, restoration  of  tissue  and  function, 
and  rehabilitation. 

Sulfamylon  and  silver  sulfadiazine  are  still 
largely  relied  upon  for  control  of  infection, 
although  other  chemicals  have  had  some  lim- 
ited trials.  Removal  of  eschar  follows  conven- 
tional methods,  but  tangential  removal  guided 
by  sensation  in  the  burn  has  been  used  to 
some  extent  in  appropriate  cases.  Excision  of 
the  burned  area  is  effective,  but  is  feasible 
only  in  burns  of  limited  extent. 

The  most  significant  development  in  resus- 
citation has  to  do  with  the  use  of  hypertonic 
solutions  for  intravenous  fluid  replacement. 


This  concept  has  relevance  to  resuscitation  in 
all  forms  of  shock|  The  fluids  lost  in  the 
burned  or  traumatized  tissue  are  comprised 
primarily  of  water  and  sodium.  It  has  been 
established  that  conventional  Ringer’s  lactate 
solution  provides  insufficient  sodium  to  com- 
pensate for  the  loss,  resulting  in  acidosis. 
Large  amounts  of  hypotonic  solutions  drown 
the  burned  tissue  and,  more  significantly,  the 
body  as  a whole.  Plasma  and  detran  appear 
not  to  have  a role  in  the  early  replacement 
except  as  blood  loss  may  be  a factor. 

The  classical  Evans  burn  foniiula  and  Bla- 
lock’s colloid  replacement  have  been  super- 
seded by  the  newer  concept  of  hypertonic  so- 
lutions, thus  permitting  the  use  of  more  rea- 
sonable quantities  of  fluid.  Saline  in  large 
amounts  is  not  useful  because  chloride  loss  is 
not  important. 

We  have  not  come  full  circle,  but  almost. 

vt 


HOSPITAL  CARE  EXPENDITURES 


According  to  a recent  report  from  the 
Rhode  Island  Department  of  Health,  hospital 
care  in  the  state  in  fiscal  1975  represented 
44.2  per  cent  of  all  health  care  expenditures. 
This  exceeded  the  national  average  by  five 
per  cent.  In  dollar  amounts  this  represented 
a total  of  almost  $272  million,  or  $293  for 
every  man,  woman,  and  child  in  the  state,  an 
increase  of  $55  million  in  the  last  two  years 
alone. 

Third  party  payers  covered  almost  89  per 
cent  of  the  total  of  this  total.  Of  this 
amount  private  payment  sources  accounted 


for  45  per  cent  and  public  payment  sources 
for  the  rest. 

These  sharply  escalating  expenditures  are 
reflected  in  the  progressive  rise  in  Blue  Cross, 
insurance,  and  taxation  rates.  There  is  no 
current  sign  that  the  increasing  costs  and 
expenditures  are  abating. 

In  order  to  keep  them  within  manageable 
limits  every  device  must  be  brought  into  play, 
tlealth  planning,  actively  pursued  in  this 
state,  is  important  in  limiting  the  expansion 
of  bed  capacity  and  the  uncontrolled  prolif- 
eration of  expensive  equipment  and  services. 

(Continued  on  Next  Page) 
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Much  has  been  done  in  controlling  length  of 
hospital  stay  and  in  eliminating  unnecessary 
admissions,  but  continuing  and  improved  sur- 
veillance is  essential.  The  use,  overutilization, 
and  abuse  of  ancillary  sendees  are  a signifi- 
cant factor.  While  improvements  in  technol- 
ogy have  undoubtedly  saved  lives  and  lessened 
morbidity,  a critical  analysis  of  the  effective- 
ness and  proper  role  of  all  manner  of  pro- 
cedures must  be  carried  out  as  a continuous 
process.  Medicine  can  learn  much  from  busi- 
ness in  the  matter  of  reappraisal  of  every 
element  and  discarding  those  that  do  not  pay 
off  to  a significant  degree. 

The  academic  community  has  an  important 
role  in  developing  methods  of  reappraisal  and 


of  encouraging  and  educating  the  profession 
and  public  concerning  unproved,  discredited, 
and  overutilized  procedures  and  tests  with  a 
view  to  eliminating  or  limiting  the  use  of 
them  in  accordance  with  their  effectiveness. 
Residents  must  be  taught  the  cost  impact  of 
eveiything  they  order.  The  PSROs  have  been 
entering  the  field  in  halting  fashion.  As  of 
this  writing  only  three  hospitals  in  Rhode 
Island  have  attained  a “delegated”  status 
with  respect  to  utilization  review  and  quality 
of  care  surv^eillance.  Analysis  of  hospital  data 
appears  not  yet  to  have  been  initiated  in 
Rhode  Island.  It  is  hoped  that  the  involve- 
ment of  PSRO  in  these  matters  will  soon 
reach  a significant  level,  as  they  were  de- 
signed precisely  for  this  purpose. 
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Guest  Editorial 

DIFFICULTIES  ENCOUNTERED  BY  PHYSICIANS  AND  NURSES 
IN  OBTAINING  ADEQUATE  HEALTH  CARE  FOR  THEMSELVES 


Difficulties  physicians  and  nurses  experi- 
ence in  receiving  adequate  health  care  seem 
to  arise  from  two  sources : 1 ) the  inability  of 
physicians  or  nurses  to  recognize  the  serious- 
ness of  their  problems,  and  2)  the  unwilling- 
ness of  the  doctors  or  nurses  attending  phy- 
sicians to  recognize  the  seriousness  of  the 
problems  and  initiate  appropriate  treatments. 
These  may  be  by  nature  a bit  vigorous  or 
may  in  some  way  affect  the  “status”  or  good 
standing  of  the  ill  professionals. 

M"hat  happens  to  the  physician  or  nurse 
who  is  diagnosed  by  a colleague  as  having 
venereal  disease?  Will  the  physician  in 
charge  report  it  to  the  health  department? 
Will  a list  of  sexual  contacts  be  obtained  and 
lead  to  follow-up?  Will  he,  in  fact,  keep  a 
record  of  the  episode? 

What  about  the  health  professional  who 
has  just  undergone  surgery  with  specific  writ- 
ten postoperative  orders  to  turn,  cough,  and 
deep-breathe  ? Perhaps  the  patient  denies  to 
himself  the  possibility  of  developing  pneu- 
monia or  resists  carrying  out  orders  which 
will  be  painful  and  uncomfortable.  How 


strongly,  when  the  professional  protests,  will 
he  be  encouraged  and  reminded  to  do  the 
necessary  exercises? 

The  physician  or  nurse  who  has  drug,  al- 
cohol, or  other  psychiatric  problems  is  often 
poorly  served  by  his  personal  physician  or 
others  who  think  “tilings  will  work  them- 
selves out  — it  just  takes  a little  time.”  This 
“hands  off”  approach  continues  to  be  preva- 
lent even  though  statistics  indicate  a high 
suicide  rate  among  drug  and  alcohol  abusers 
and  a highly  disproportionate  rate  of  suicides 
among  physicians. 

Physicians  and  nurses  seem  reluctant  to 
confront  their  peers  with  psychiatric  prob- 
lems and  recommend  that  they  seek  profes- 
sional psychiatric  guidance.  Introducing  the 
problem  often  leads  to  denial.  The  drug  and 
alcohol  abuser  is  quite  skillful  in  using  denial 
to  convince  both  himself  and  others  that  no 
real  problem  exists. 

Non-treatment  of  such  problems  certainly 
reinforces  the  abusers’  belief  that  nothing  is 
wrong.  Eventually  the  problems  will  catch 
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up  with  them  as  they  are  progressive  in  na- 
ture. By  that  time  the  problem  has  probably 
given  rise  to  family,  occupational,  and  finan- 
cial difficulties.  At  this  point  the  sick  phy- 
sician or  nurse  may  have  no  alternative  but 
to  seek  therapy  or  hospitalization. 

What  happens  when  a physician  or  nurse 
is  hospitalized  for  psychiatric  illness?  Usually 
feelings  of  unease  are  evoked,  so  that  the 
staff  may  tend  to  avoid  spending  much  time 
with  them.  For  reasons  of  “confidentiality” 
the  patient  may  be  admitted  to  a medical 
ward  and  given  a rather  innocuous  diagnosis. 
If  it  is  a large  psychiatric  hospital,  the  pa- 
tient may  be  admitted  to  a geriatric  ward 
to  assure  him  privacy,  even  when  there  are 
special  facilities  available  for  the  alcoholic 
and  drug  abuser.  Is  this  really  a favor  to  the 
' t or  is  it  in  fact  just  another  tactic  to 
reinforce  his  denial? 

The  physician  or  nurse  patient  often  knows 
how  to  “speak  the  language”  and  thus  may 
be  able  to  manipulate  the  situation  so  as  to 


avoid  developing  motivation  to  change.  This 
can  lead  to  special  dinners  out,  car  privileges, 
late  privileges,  and,  when  the  attending  phy- 
sician really  wants  to  be  a party  to  the  denial 
system,  a cocktail  order  before  dinner  to  “im- 
prove the  appetite.”  Such  behavior  can  re- 
inforce the  ever-present  readiness  to  use  de- 
nial as  a defense.  It  can  also  lead  to  addi- 
tional and  more  frequent  hospitalizations. 

Confrontation  and  avoiding  manipulation 
is  difficult,  but  in  the  long  run  it  will  be  of 
most  benefit  to  the  professional  as  patient. 
If  the  patient  sees  no  reason  to  give  up  his 
symptoms,  the  disease  process,  especially  in 
alcohol  and  drug  abuse,  is  often  tenninal. 

Physicians  should  seriously  consider  the 
problem  as  it  relates  to  the  morals  and  ethics 
of  their  own  practices.  IMuch  more  education 
in  these  critical  matters  is  essential. 

Roberta  Feather,  R.N.,  M.S. 
Assistant  Professor, 

College  of  Nursing, 
University  of  Rhode  Island 


Providence 


Wherever  you  go, 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 
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car.... 


drive  one  of  ours 


We  know  how  busy  you  are,  and  how 
important  a car  is  in  your  plans.  So 
while  our  service  department  is 
working  on  your  car,  we’ll  let  you 
use  one  of  ours.  When  you  sell  very 
special  cars  to  very  special  people,  you 
have  to  give  them  special  service. 
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766  BROADWAY.  PAWTUCKET,  R.I.,  PHONE  723-4700 

ALCOHOLIC  MARRIAGE 

(Continued  from  Page  536) 
control  families  and  ways  in  which  marriage 
partners  behave  in  their  cultural  roles,  pre- 
supposing that  any  group  of  people  is  un- 
doubtedly something  more  than  the  sum  of 
the  people  who  belong  to  it.  Regarding  alco- 
holic marriages,  the  sociological  perspective 
is  more  concerned  with  how  the  marital  pair 
reacts  under  specific  social  situations  and 
transition  states  rather  than  degrees  of  nor- 
mality and  abnormality  manifested  by  an  in- 
dividual spouse.  If  a group  shows  common 
neurotic  symptoms,  the  sociologist  will  look 
for  similar  experiences  of  external  stress  in 
contrast  to  the  psychoanalytically-oriented 
clinicians  who  will  look  for  similar  intra- 
psychic conflicts. 

A psychoanalytic  approach  may  be  com- 
pared to  a sociological  one  in  the  following 
way.  Freudian  theory  considers  the  core  of 
the  spouse’s  personality  structure  to  be  es- 
sentially completed  by  about  seven  years  of 
age  (the  end  of  the  “phallic”  psychosexual 


])eriod),  with  all  later  experiences  (including 
marriage)  assumed  to  be  strongly  influenced 
by  the  intrapsychic  realities  and  earlier  de- 
velopmental periods.  In  contrast,  the  socio- 
logical scheme  suggests  that  the  clinical 
manifestations  of  the  spouse  of  the  alcoholic 
are  mostly  the  result  of  a variety  of  current 
external  factors  such  as  cultural  attitudes 
towards  alcoholism  and  specific  familial  and 
environmental  settings. 

Until  the  1950s  reports  on  spouses  focused 
on  the  psychopathology  or  personality  of  the 
spouse  as  she  existed  prior  to  or  separate 
from  her  husband’s  alcoholism.  One  notable 
exception  was  that  of  Mowrer^'*,  who  in  1940 
compared  25  wives  of  alcoholics  to  “normal” 
wives.  A careful  reading  of  Mowrer’s  paper 
reveals  her  impression  that  the  attitude  and 
behavior  of  the  wives  in  the  experimental 
group  changed  in  response  to  the  husband’s 
behavior.  Mowrer  was  one  of  the  first  par- 
tially to  explain  the  clinical  picture  of  the 
wife  in  terms  of  the  situational  stress  of  liv- 
fContinude  on  Next  Page) 
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QUESTIONS 

Depend  on  Starkweather  & Shepley 
for  the  answers  and  help 

Hundreds  of  Rhode  Island  physicians  rely  on  us  because  we're 
insurance  experts.  As  agents,  we've  spent  years  solving  all  types  of 
professional  and  personal  insurance  problems  for  the  medical 
community.  And  you  can  depend  on  us  to  help  you  through  periods 
of  uncertainty. ..Starkweather  & Shepley  for  answers  and  help. 

ESTABLISHED  1879 

Starknveather  & ShepleyiNc 

Complete  Business  & Personal  Insurance,  Pension  & Estate  Planning 

Representing  the  World's  Major  Insurance  Companies. 

155  South  Main  Street,  Providence,  Rhode  Island  02903,  Telephone  (401)421-6900 
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ing-  with  an  alcoholic;  but  IMowrer  was  not 
explicit,  and  she  did  not  publish  further  re- 
ports on  these  innovative  concepts. 

The  literature  revealed  little  interest  in 
expanding  on  jMowrer'.s  ideas  until  Jackson 
objected  to  the  preponderance  of  DPI!  litera- 
ture which  had  “advanced  to  the  point  that 
the  alcoholic  emerg-es  as  the  innocent  victim 
of  his  family”  (p.  472). Jackson^^-’  wrote 
the  landmark  papers  on  the  sociologrical  Stress 
Theorj’  which  explains  the  psychological  pro- 
file of  the  wife  as  primarily  a manifestation 
of  adjusting  to  the  prolonged  and  cumula- 
tive crisis  of  living  with  an  alcoholic.  (A 
“crisis”  can  be  defined  as  a condition  of  acute 
stress  occurring  when  someone’s  habitual 
ways  of  coping  with  problems  are  no  longer 
sufficient  and  new  solutions  are  required.) 
This  sociological  approach  was  a momentous 
conceptual  leap  from  the  past  alcoholic  mar- 
riage literature  and  was  quite  obviously  in 
direct  contrast  to  the  Decompensation 
Theory. 

Jackson’s  revolutionary  formulations  re- 
sulted from  more  than  three  years  of  scru- 
tinizing Al-Anon  members.  She  attended  hun- 
dreds of  meetings  and  made  verbatim  record- 


CLARK JANITOR  SERVICE 
DOCTORS'  OFFICES  ARE  OUR  SPECIALTY 

We  clean  small  and  large  offices,  medical 
centers,  and  professional  buildings.  We  are 
insured. 

SPECIAL  DOCTORS'  RATES 
FOR  YOUR  FREE  ESTIMATE 
CALL:  272-2831 

125  General  Street,  Providence,  Rl 


FOR  SALE 

Examining  room  equipment  (examining  table,  2 cab- 
inets, utility  table  with  sterilizer). 

S.  E.  diathermy  and  table;  lamp,  x-ray  equipment. 

Executive  black  leather  desk  chair;  10  sugar  maple 
mates  chairs. 

Can  be  seen  at: 

980  PAWTUCKET  AVENUE 
RUMFORD,  Rl 

For  Appointment  call:  521-6738 


ings  of  each  gathering  or  interview  in  an 
attempt  to  identify  or  describe  the  specific 
patterns  of  family  reaction  and  adjustment 
to  an  alcoholic  husband  and  father.  Jackson 
concluded  that  the  alcoholic’s  family  of  pro- 
creation goes  through  an  adjustment  experi- 
ence that  involves  crisis,  followed  by  disor- 
ganization, and  then  recovery  and  reorgani- 
zation. 

Orford-*  elegantly  exemplifies  the  sociologi- 
cal approach  to  the  alcoholic  mai'riage.  He 
cites  examples  of  investigations  into  the  fam- 
ily’s coping  with  burdens  of  economic  de- 
pression and  unemployment,  mental  illness, 
war  separation  and  reunion,  and  bereave- 
ment, as  he  supports  the  view  that,  although 
each  crisis  has  its  own  unique  properties  of 
onset,  degrees  of  impaiirnent,  and  tendencies 
to  engender  externalization  or  internalization 
of  blame,  there  is  nothing  very  substantively 
different  about  alcoholics  and  people  who 
marry  them  as  compared  to  other  marital 
pairs  adjusting  to  severe  stress. 

Well-controlled  empirical  research  supports 
the  general  concept  that  the  psychopathology 
seen  in  spouses  of  alcoholics  is  as  much  the 
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result  of  the  stress  of  living  with  alcoholism 
in  the  family  as  of  intrapsychic  and  person- 
ality factors  that  preceded  the  uncontrolled 
drinking23-32^  and  may  be  more  so. 

DISCUSSION 

All  DPH  literature  focuses  on  subjective 
descriptions  of  the  personality  of  the  spouse. 
Psychoanalytically-oriented  DPH  theorists 
adopt  a one-sided  monadic  perspective  in  that 
they  regard  the  behavior  of  the  spouse  as 
an  expression  of  her  intrapsychic  variables. 
Although  a gi'eat  deal  is  postulated  about 
the  impact  of  the  nonalcoholic  member  of  the 
marital  pair,  the  DPH  authors  say  very  little 
about  the  alcoholic’s  impact  on  the  nonalco- 
holic member  of  the  marriage.  The  reasons 
for  this  omission  have  never  been  clear ; but, 
since  the  creative  genius  of  Freud  has  pro- 
foundly influenced  the  DPH  literature,  per- 
haps the  following  brief  but  very  revealing 
quotation  will  help  the  reader  to  understand 
this  bias : “As  regai*ds  the  treatment  of  their 
(patients’)  relatives,  I must  confess  myself 
utterly  at  a loss”  (p.  120).®^ 

Although  the  DPH  literature  is  probably 
a tautology  of  little  clinical  predictive  value, 
DPH  proponents  had  a valuable  role  in  the 


conceptualization  of  the  alcoholic  marriage. 
DPH  theorists  were  the  first  to  propose  that 
the  spouse  is  not  necessarily  a helpless  victim 
of  circumstance.  Ironically,  psychoanalysis  is 
frequently  criticized  for  being  too  monadic 
and  intrapsychically  oriented,  when  in  fact 
it  was  the  psychoanalytically-oriented  DPH 
theorists  and  clinicians  who  first  introduced 
the  concept  that  the  alcohol  misuse  is  not 
solely  confined  within  the  person  of  the  alco- 
holic and  that  the  spouse  may  unconsciously 
play  a part  in  the  onset  and  maintenance  of 
the  alcoholic’s  drinking  problem. 

It  should  be  emphasized  that,  although 
there  is  no  strong  empirical  evidence  validat- 
ing the  DPH,  this  by  no  means  invalidates 
the  profound  psychoanalytic  principles  from 
which  the  DPH  evolved.  The  necessity  and 
legitimacy  of  the  psychoanalytic  concepts  of 
the  psychosexual  stages,  psychic  determin- 
ism, unconscious,  and  defense  mechanisms 
must  stand  or  fall  on  their  own  and  should 
not  be  incriminated  by  association  with  de- 
duced, oversimplified,  and  dubious  hypotheses 
(such  as  the  DPH)  that  have  evolved  from 
them. 

(Continued  on  Next  Page) 
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Regarding-  the  Decompensation  Hypothesis, 
it  is  illogical  to  draw  the  sweeping  conclusion 
that  a spouse  has  mi  unconscious  need  to  be 
married  to  a problem  drinker  until  it  can 
be  first  proven  that  the  spouse  knew  how  to 
and  could  cure  the  alcoholism,  but  consciously 
or  unconsciously  would  not  or  could  not  apply 
the  remedy.  However,  there  is  not  a defini- 
tive cure  for  alcoholism;  and  so  there  is  one 
more  reason  that  the  Decompensation  Hy- 
pothesis remains  a weak  theory. 

Sociologists  have  helped  put  to  rest  the 
notion  that  people  who  marry  alcoholics  are 
abnormal  before  the  marriage.  Until  proven 
otherwise,  the  facts  are  that  the  only  thing 
the  spouses  of  alcoholics  have  in  common  is 
that  they  married  alcoholics  or  potential 
alcoholics.  Also,  the  Stress  Theory  propo- 
nents can  take  much  of  the  credit  for  the 
idea  that  many  factors  go  into  the  choice 
of  an  alcoholic  mate,  and  drinking  patterns 
are  only  one  of  a complex  system  of  psycho- 
logical, environmental,  and  sociocultural  vari- 
ables responsible  for  the  marital  misery  that 
follows. 


In  conclusion,  although  the  sociologists 
have  been  successful  in  establishing  the  im- 
portance of  social  role  adjustments,  it  seems 
that  Margaret  Bailey’s  penetrating  sugges- 
tion 15  years  ago  is  still  applicable; 

Research  on  alcoholism  and  the  family  has 
suffered  from  severe  serious  defects  not 
the  least  of  which  has  been  failure  to 
achieve  an  integrated  psychosocial  ap- 
proach. The  psychiatric  focus  on  neurotic 
interaction  and  the  sociological  approach 
through  Stress  Theory  have  proceeded  with 
a minimum  of  cross-fertilization.  If  the 
psychiatrists  have  failed  to  consider  the 
role  adaptations  which  are  thrust  upon  the 
spouse  by  the  very  nature  of  his  illness 
and  the  cultural  attitudes  which  influence 
adjustment  to  stre.ss,  so  too  have  the  so- 
ciologists lai’gely  ignored  personality  dis- 
turbance as  a variable.  Research  which 
blends  the  sociological  and  psychodynamic 
factor  in  a single  conceptual  structure  is 
long  overdue  in  this  field  (p.  91).^'* 
SUMMARY 

Although  the  literature  on  the  “alcoholic 
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and  25  mg.  of  hydrochlorothiazide. 
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MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
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Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows; 
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WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications;  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications;  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  hemthy  pregnancy. 

Warnings;  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K+  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions;  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K+  frequently;  both  can  cause  K*  retention  and 
elevated  serum  K*  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  iri  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied;  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 
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For  insomnia  that  is  a chronic  problem . . . 


Only  Dalmane  (flurazepam  HCI) 

offers  sleep  laboratory  proof 
of  effectiveness  for  as  long 
as  28  nights 


Continued  relief  of  insomnia  in 
patients  with  chronic  insomnia 

Since  insomnia  is  often  transient  and  intermit- 
tent, the  prolonged  administration  of  a hypnotic  is 
generally  not  necessary  or  recommended.  But  when 
insomnia  is  a chronic  or  recurring  problem, 
continued  effectiveness  is  as  important  as  initial 
effectiveness.  Results  of  a recently  published  sleep 
research  laboratory  study'  demonstrated  that,  while 
pentobarbital  lost  effectiveness  within  two  weeks, 
Dalmane  maintained  effectiveness  for  28  consecu- 
tive nights.  Similar  28-night  results  with  Dalmane, 
displayed  below,  were  obtained  by  a second  sleep 
research  group.^  In  previous  studies,^  both  chloral 
hydrate  and  glutethimide  began  to  lose  effective- 
ness after  several  nights,  while  Dalmane  main- 
tained effectiveness  throughout  the  14  medication 
nights.  Whether  the  problem  is  difficulty  falling 
asleep,  staying  asleep  or  sleeping  long  enough, 
consider  these  results  when  selecting  a 
sleep  medication. 


SLEEP  RESEARCH  LABORATORY  PROOF 
OF  EFFECTIVENESS  DURING  28  NIGHTS^ 

mean  % improvement  in  5 patients  with  chronic  insomnia 
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Patient  benefits  include  relative 
safety,  infrequent  morning 
‘liang-over” 

Dalmane  is  well  tolerated,  seldom  causing 
morning  drowsiness  or  grogginess.“^  No  increase  in 
dosage  is  required  for  continued  effectiveness  from 
night  to  night.'  '^  Should  Dalmane  be  used  repeat- 
edly, periodic  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed.  The  usual  adult 
dose  is  30  mg  h.s.,  but  15  mg  may  suffice  for  some 
patients  and  is  recommended  as  a starting  dose  for 
the  elderly  and  debilitated  to  help  preclude  over- 
sedation, dizziness  or  ataxia. 

Continued  relief  of  insomnia 
One  more  good  reason 
to  specify 

Dalmane 

(flurazepam  HCI ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  m some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

whenever  a hypnotic 
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Please  see  following  page  for  a summary  of  product  information. 


Objective  proof: 

continued  insomnia  relief  without 
increasing  dosage...^ 


Dalmane 

(flurazepam  HCI)6 


Objectively  proved 
in  the  sleep  research 
laboratory... 

during  28  consecutive  nights  of 
administration: 

□ effectiveness  with  a single 
30-mg  h.s.  dose,  maintained 

□ rapid  sleep  induction, 
maintained 

□ sleep  for  7 to  8 hours,  on 
average,  maintained 

□ less  time  awake  during  the 
night,  maintained 

Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/ 
or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not  neces- 
sary or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCl. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide,  diazepam,  and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  trimes- 
ter of  pregnancy.  Dalmane,  a benzo- 
diazepine, has  not  been  studied  ade- 
quately to  determine  whether  it  may 
be  associated  with  such  an  increased 
risk.  Because  use  of  these  drugs  is 
rarely  a matter  of  urgency,  their  use 
during  this  period  should  almost  al- 
ways be  avoided.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and  psy-  t 
chological  dep>endence  have  not  been  A 


reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit 
initial  dosage  to  15  mg  to  preclude  overseda- 
tion, dizziness  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnot- 
ics or  CNS  depressants.  Employ  usual  pre- 
cautions in  patients  who  are  severely 
depressed,  or  with  latent  depression  or  sui- 
cidal tendencies.  Periodic  blood  counts  and 
liver  and  kidney  function  tests  are  advised 
during  rep>eated  therapy.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  leth- 
argy, disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breatht  pruritus. 


skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  tinorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness,  hal- 
lucinations, paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  benefi- 
cial effect.  Adults:  30  mg  usual  dosage;  15 
mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30 
mg  flurazepam  HCl. 
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marriage”  (a  marriage  between  an  alcoholic 
and  nonalcoholic)  is  increasing,  much  of  it 
represents  divergent  theoretical  viewpoints. 
This  paper  has  reviewed  and  compared  two 
theoretical  conceptualizations  of  the  alcoholic 
marriage:  1.  the  psychoanalytic  perspective, 
represented  by  the  Disturbed  Personality 
Hypothesis  and  Decompensation  Theory,  and 
2.  the  sociological  perspective,  illustrated  by 
the  Stress  Theory. 
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SCHOOL  SCREENING  FOR  SPINAL 
DEFORMITIES 

(Continued  from  page  541) 

2.  Over-diagnosis  was  noted  in  35  per 
cent  of  cases  followed.  This  can  be  a prob- 
lem in  unnecessarily  alaiTning  parents  and 
subjecting  families  to  the  expense  of  need- 
less physician  examinations.  However,  there 
are  false  positives  in  any  screening  program. 
Certainly  prevention  of  surgery  and  the  tre- 
mendous expense  in  money  and  pain,  as  well 
as  avoidance  of  associated  risks,  outw'eighs 
the  unfavorable  effects  of  over-diagnosis. 

Response  from  families  does  not  indicate 
any  real  problem  in  this  area.  Many  parents 
reported  being  delighted  with  the  idea  of 
screening,  while  only  one  complained  of  hav- 
ing to  pay  for  x-ray  studies  and  specialist 
examinations  in  his  normal  child. 

Spencer  Klav/  in  his  book  The  Great  Amer- 
ican Medicine  Show  states  that  there  are  two 
to  three  million  unnecessary  operations  per 
year  in  the  United  States.  The  medical  pro- 
fession is  under  increasing  attack  for  its 
lack  of  concern  for  preventive  medicine  and 
for  doing  unnecessary  surgery.  Scoliosis 
screening  is  advocated  as  one  answer  to  our 
critics,  but  more  importantly  as  a means  of 
helping  our  patients  avoid  unnecessary  pain 
and  permanent  deformity. 
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MEI)IC:0-LEGAL  ASPECTS  OE  THE 
CONCEPT  OF  BRAIN  DEATH 

(Continued  from  Page  547) 
lias  experienced  an  irreversible  cessation 
of  spontaneous  brain  functions.  Death  will 
have  occurred  at  the  time  when  the  rele- 
vant functions  ceased.® 

The  House  of  Delegates  of  the  AMA 
adopted  the  following  resolution: 

Because  of  the  complex  legal  ramifications, 
the  House  of  Delegates  at  the  Clinical  Con- 
vention adopted  the  policy  position  that 
the  present  statutory  definition  of  death  is 
not  desirable  or  necessary.  State  Medical 
Associations  are  to  urge  their  legislators 
to  postpone  enactment  of  definition  of 
death  statutes. 

The  Harvard  Ad  Hoc  Committee  suggested 
that  as  long  as  physicians  come  to  an  agree- 
ment on  the  criteria  for  deteiTnining  brain 
death,  “No  statutory  change  in  the  law 
should  be  necessary  since  the  law  treats  this 
question  essentially  as  one  of  fact  to  be  de- 
teiTnined  by  physicians.”^ 

An  appraisal  of  the  Michigan  statute, 
signed  into  law  on  July  14,  1975,  defines  it  as 


“excellent,  complete  and  to  the  point.”'  The 
Act  is  as  follows; 

8b.  (1)  A person  will  be  considered  dead 
if  in  the  announced  opinion  of  a physician, 
based  on  ordinary  standards  of  medical 
practice  in  the  community,  there  is  the 
irreversible  cessation  of  spontaneous  res- 
piration and  circulatory  functions.  If  arti- 
ficial means  of  support  preclude  a deter- 
mination that  these  functions  have  ceased, 
a person  will  be  considered  dead  if  in  the 
announced  opinion  of  a physician,  based 
on  ordinary  standards  of  medical  practice 
in  the  community,  there  is  the  irreversible 
cessation  of  spontaneous  brain  functions. 
Death  will  have  occurred  at  the  time  when 
the  relevant  functions  ceased. 

(2)  Death  is  to  be  pronounced  before 
artificial  means  of  supporting  respiratory 
and  circulatory  functions  are  terminated. 

(3)  The  means  of  determining  death  in 
Subsection  (1)  shall  be  used  for  all  pur- 
poses in  this  state.  Including  the  trials  of 
civil  and  criminal  cases.' 

The  iMichigan  statute  does  appear  to  be 
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complete.  However,  in  this  author’s  opinion 
the  lack  of  a requirement  that  two  physi- 
cians not  of  the  transplant  team  (if  trans- 
plantation is  to  take  place)  determine  death 
leaves  this  statute  remiss  on  a major  point. 

According  to  Mills  the  “great  stumbling 
Idock  has  been  the  necessity  to  feel  that  a 
brain-death  statute  must  be  an  explicit  defi- 
nition; whereas,  the  only  need  is  to  establish 
the  legality  of  the  concept  of  brain  death. 
This  concept,  according  to  Mills,  is  contained 
in  the  California  brain  death  statute  signed 
into  law  on  September  27,  1974.  It  states: 

A person  shall  be  pronounced  dead  if 
it  is  determined  by  a physician  that  the 
person  has  suffered  a total  and  irreversible 
cessation  of  brain  function.  There  shall  be 
independent  confirmation  of  the  death  by 
another  physician. 

Nothing  in  this  chapter  shall  prohibit 
a physician  from  using  other  usual  and 
customary  procedures  for  determining 
death  as  the  exclusive  basis  for  pronounc- 
ing a person  dead. 

When  a part  of  the  donor  is  used  for 
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direct  transplantation  pursuant  to  the 
Unifomi  Anatomical  Gift  Act  and  the 
death  of  the  donor  is  deteiTnined  by  de- 
termining that  the  person  has  suffered  a 
total  and  irreversible  cessation  of  brain 
function,  there  shall  be  an  independent 
confirmation  of  the  death  by  another  phy- 
sician. Neither  the  physician  making  the 
determination  of  death  . . . nor  the  phy- 
sician making  the  independent  confirma- 
tion shall  participate  in  the  procedures  for 
removing  or  transplanting  a part. 

Complete  patient  medical  records  re- 
quired of  a health  facility  pursuant  to 
regulations  adopted  l.iy  the  department  . . . 
shall  be  kept,  maintained,  and  preserved 
with  respect  to  the  requirements  of  this 
chapter  when  a person  is  pronounced  dead 
by  determining  that  the  person  has  suf- 
fered a total  and  irreversible  cessation  of 
brain  function.’^ 

This  statute  makes  it  mandatory  for  phy- 
sicians to  understand  the  currently  accept- 
able criteria  to  establish  brain  death.  The 
California  statute  does  not  include  these  cri- 
teria, thereby  leaving  flexibility  with  respect 
to  further  developments  in  scientific  knowl- 
edge. Mills  advocates  “education  of  the  medi- 
cal profession  . . . through  professional  ar- 
ticles and  meetings’’  to  facilitate  the  estab- 
lishment of  professional  guidelines. The 
clarity  of  this  statute  does  not  leave  it  open 
to  litigation.  It  appears  to  offer  terminology 
that  will  assure  public  confidence  and  gives 
physicians  the  confidence  that  brain  death 
is  a legal  entity. 

Eai’lier  the  question  of  euthanasia  was 
m.entioned,  and  again  this  author  wishes  to 
emphasize  that  an  Act  Defining  Death  is 
in  answer  to  “when  is  a person  dead?”  and 
does  not  infer  “when  should  a dying  person 
be  allowed  to  die?”  thereby  keeping  the  two 
concepts  separate  and  apart.® 

WITHER  RHODE  ISLAND? 

The  State  of  Rhode  Island  has  not  yet  de- 
cided which  path  to  take:  statutory,  guide- 
lines, or  regulations  in  determining  death. 
In  January  of  1976  State  Representative  An- 
thony Carcieri  introduced  in  the  House  of 
Representatives  “an  Act  Defining  Death.” 
This  Act  was  in  essence  the  same  as  the 
(Continued  on  next  page) 
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California  statute.  The  House  Judiciary  Com- 
mittee reviewed  the  Act,  but  it  died  in  com- 
mittee at  the  close  of  the  1976  General  As- 
sembly session. 

On  January  6,  1976,  the  Evening  Bulletin 
(Providence,  RI)  reported  the  fonnation  of 
a 10-member  State  Medical  Examiners 
Commission  to  study  the  issues  surrounding 
the  determination  of  death  in  the  State  of 
Rhode  Island.  Review  of  the  minutes  of  a 
commission  meeting  held  early  in  1976  re- 
veals that  a “Proposal  regarding  death  and 
dying”  had  been  submitted  by  Doctor  Mi- 
chael E.  Scala.  The  concept  of  “regulations” 
was  discussed  (the  commission  appears  to 
lean  in  that  direction  rather  than  favor  a 
statute)  and  the  question  of  “who  would 
interpret  the  regulations  or  violations  of 
them”  is  under  consideration.^^ 

The  decision  is  certainly  not  an  easy  one 
to  arrive  at.  In  the  best  interests  of  the  in- 
dividual it  is  hoped  that  all  aspects  of  the 
problem  will  be  reviewed  and  ultimately  the 
best  solution  will  be  forthcoming  — A solu- 
tion that  will  instill  public  confidence  in  the 
protection  of  patients’  rights  and  provide  the 
physician  with  a degree  of  confidence  that 
the  concept  of  brain  death  is  recognized  as 
a legal  entity. 

Death  be  not  proud,  though  some  have  called 
thee 


Mighty  and  dreadful,  for  thou  are  not  so ; . . . 


One  short  sleep  past,  vve  wake  eternally 


And  death  shall  be  no  more;  death,  thou 
shalt  die. 


John  Donne 
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